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In  the  treatment  of  impetigo - 

*100%  cure  rate  with 

Tegopen'Tcbxacin  sodium) 

• only  a 60%  cure  rate  with  penicillin  V-K 


As  seen  on  After  one  week  Two  weeks  after 

admission  of  penicillin  V-K  initiation  of 

therapy  TEGOPEN  therapy 


Treatment  failure  was  judged  to  have  occurred  when  lesions  increased  in  size  and/or  number  during 
the  initial  week  of  treatment  with  penicillin  V-K.  No  treatment  failures  occurred  with  Tegopen. 

*Data  on  file,  Bristol  Laboratories. 


Brief  Summary  of  Prescribing  Information 

TEGOPEN® 

(cloxacillin  sodium) 

Capsules  and  Oral  Solution 

For  complete  information,  consult  Official  Package  Circular.  (12)  9/11/75 

INDICATIONS: 

Although  the  principal  indication  for  cloxacillin  sodium  is  in  the  treatment  of  infections  due  to 
penicillinase-producing  staphylococci,  it  may  be  used  to  initiate  therapy  in  such  patients  in 
whom  a staphylococcal  infection  is  suspected.  (See  Important  Note  below.) 

Bacteriologic  studies  to  determine  the  causative  organisms  and  their  sensitivity  to  cloxacillin 
sodium  should  be  performed. 

IMPORTANT  NOTE 

When  it  is  judged  necessary  that  treatment  be  initiated  before  definitive  culture  and  sensitivity 
results  are  known,  the  choice  of  cloxacillin  sodium  should  take  into  consideration  the  fact  that  it 
has  been  shown  to  be  effective  only  in  the  treatment  of  infections  caused  by  pneumococci, 
Group  A beta-hemolytic  streptococci,  and  penicillin  G-resistant  and  penicillin  G-sensitive 
staphylococci.  If  the  bacteriology  report  later  indicates  the  infection  is  due  to  an  organism  other 
than  a penicillin  G-resistant  staphylococcus  sensitive  to  cloxacillin  sodium,  the  physician  is 
advised  to  continue  therapy  with  a drug  other  than  cloxacillin  sodium  or  any  other  penicillinase- 
resistant  semi-synthetic  penicillin. 


Recent  studies  have  reported  that  the  percentage  of  staphylococcal  isolates  resistant  to 
penicillin  G outside  the  hospital  is  increasing,  approximating  the  high  percentage  of  resistant 
staphylococcal  isolates  found  in  the  hospital  For  this  reason,  it  is  recommended  that  a 
penicillinase-resistant  penicillin  be  used  as  initial  therapy  for  any  suspected  staphylococcal 
infection  until  culture  and  sensitivity  results  are  known. 

Cloxacillin  sodium  is  a compound  that  acts  through  a mechanism  similar  to  that  of  methicillin 
against  penicillin  G-resistant  staphylococci.  Strains  of  staphylococci  resistant  to  methicillin 
have  existed  in  nature  and  it  is  known  that  the  number  of  these  strains  reported  has  been 
increasing  Such  strains  of  staphylococci  have  been  capable  of  producing  serious  disease,  in 
some  instances  resulting  in  fatality  Because  of  this,  there  is  concern  that  widespread  use  of  the 
penicillinase-resistant  penicillins  may  result  in  the  appearance  of  an  increasing  number  of 
staphylococcal  strains  which  are  resistant  to  these  penicillins. 

Methicillin-resistant  strains  are  almost  always  resistant  to  all  other  penicillinase-resistant 
penicillins  (cross-resistance  with  cephalosporin  derivatives  also  occurs  frequently). 
Resistance  to  any  penicillinase-resistant  penicillin  should  be  interpreted  as  evidence  of  clinical 
resistance  to  all,  in  spite  of  the  fact  that  minor  variations  in  in  vitro  sensitivity  may  be 
encountered  when  more  than  one  penicillinase-resistant  penicillin  is  tested  against  the  same 
strain  of  staphylococcus. 

CONTRAINDICATIONS: 

A history  of  a previous  hypersensitivity  reaction  to  any  of  the  penicillins  is  a contraindication. 
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REAGANOMICS  AND  MEDICAID  FEES 


Beginning  in  February  of  1982,  the  physicians  of  South  Carolina  will  feel  another  crunch  of  govern- 
ment cutbacks.  At  that  time,  physicians’  fees  on  Medicaid  will  be  cut  10%.  Of  course,  all  providers  of 
Medicaid  are  being  cut,  hospitals  and  pharmacies  to  a greater  degree  than  physicians,  and  nursing 
homes  least  of  all  at  approximately  21/2%.  This  cut  is  particularly  hard  on  physicians  who  are  the  only 
providers  who  must  see  patients  at  a loss.  It  is  estimated  that  it  costs  us  between  $10  and  $15  to  see  each 
patient.  The  bright  side  of  this  is  that  DSS  in  South  Carolina  has  in  the  past  reimbursed  physicians  at  the 
highest  possible  rate  based  on  Medicare  prevailing  fees.  Only  13  states  have  done  this.  Another  plus 
factor  is  that  physicians  were  originally  scheduled  for  much  higher  cuts.  To  some  extent,  the  initially 
proposed  cuts  were  ameliorated  by  extensive  consultation  between  your  leadership  and  DSS  during  the 
past  few  months.  During  that  time,  I was  amused  by  the  fact  that  DSS  pulled  my  own  DSS  patient 
records  to  apparently  see  why  I was  so  interested.  When  they  found  out  my  minor  involvement  with 
Medicaid,  I assumed  they  came  to  the  conclusion  that  I was  acting  as  your  President  rather  than  for 
personal  gain.  I hate  to  admit  this,  but  I’ve  probably  lost  more  money  from  my  practice  in  going  back  and 
forth  to  Columbia  to  talk  with  DSS  on  behalf  of  the  SCMA  than  I will  make  all  year  by  seeing  Medicaid 
patients. 

We,  your  SCMA  leadership,  feel  that  the  nursing  homes  of  South  Carolina  are  doing  a generally  good 
job  in  patient  care.  What  concerns  us  is  that  with  scarce  Medicaid  funds,  they  should  be  distributed  in 
such  a way  as  to  do  the  most  good  for  the  indigent  in  our  state.  There  are  about  246,000  Medicaid 
recipients  the  physicians  of  South  Carolina  may  be  called  upon  to  care  for.  On  the  other  hand,  there  are 
approximately  8,000  nursing  home  patients  which  take  approximately  44%  of  the  Medicaid  health 
dollar.  These  nursing  homes  in  South  Carolina  are  reimbursed  at  a higher  rate  than  any  in  the  southeast 
and  they  are  among  the  top  in  the  nation. 

The  SCMA,  as  well  as  the  Governor’s  office,  attempted  to  point  out  that  cost  containment  and 
reduction  of  services  are  two  very  different  subjects  and  we  should  attempt  to  develop  cost  containment 
in  lieu  of  reduction  of  services.  We  tried  to  convince  both  DSS  and  the  Health  Care  Planning  and 
Oversight  Committee  that  primary  medical  care  and  preventive  outpatient  services  were  the  least  costly 
and  should  have  the  highest  priority  in  order  to  assure  the  most  efficient  utilization  of  existing  health 
care  dollars.  The  DSS  Board  disagreed  by  a vote  of  4-3.  The  Health  Care  Planning  and  Oversight 
Committee  of  the  Legislature  had  a tie  vote  on  this  matter  with  the  eventual  result  that  they  also 
disagreed.  However,  this  committee  did  appoint  a sub-committee  headed  by  Senator  Leatherman  of 
Florence  to  look  into  this  problem. 

Our  only  hope  at  this  time  is  that  following  Senator  Leatherman’s  sub-committee  report,  plus  an 
upcoming  report  of  the  Legislative  Audit  Council,  the  Health  Care  Planning  and  Oversight  Committee 
will  reopen  the  issue  and  reconsider.  In  the  meantime,  we  as  the  providers  of  medical  care  for  the  people 
of  South  Carolina  must  continue  to  look  after  indigent  South  Carolinians.  It  behooves  us  as  true 
physicians  to  put  the  health  of  the  people  first  and  economics  second. 


William  H.  Hunter,  M.D.,  President 


January,  1982 
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AM  I MY  BROTHERS’  KEEPER 

In  the  last  few  years  organized  medicine  has  recognized  the  distinction  between  “sick”  doctors  and 
“bad”  doctors.  We  are  now  aware  that  those  of  our  colleagues  impaired  by  alcoholism,  drug  addiction  or 
by  psychiatric  illness  can  be  identified,  effectively  treated  and  returned  to  their  professional  activities. 

Because  of  our  role  in  administering  to  the  health  and  well-being  of  others,  it  becomes  difficult  for  us 
psychologically  to  initiate  efforts  to  obtain  help  for  ourselves.  It  is  even  more  difficult  to  obtain  that  help 
when  we  sometimes  are  unable  to  recognize  in  ourselves  that  we  need  help. 

Your  medical  association  now  has  a successful  program  which  by  identification  and  intervention  by 
concerned  colleagues,  the  sick  physician  can  be  led  into  treatment  and  recovery.  It  exists  to  help,  rather 
than  punish  and  employs  persuasion  before  coercion.  This  new  committee  is  staffed  by  highly  qualified 
and  motivated  physicians  who  have  volunteered  their  services  to  help  us  deal  with  this  problem.  The 
program  is  non-judgmental  and  non-punitive  and  has  two  major  thrusts: 

— One,  to  identify  the  disabled  physician,  and 

— Second,  to  try  to  show  these  impaired  physicians  how  and  when  to  seek  help. 

By  identifying  the  often  obnoxious  behavior  of  these  impaired  physicians  as  a symptom  of  a treatable 
illness,  we  hope  the  stigma  of  the  illness  will  moderate.  Then  the  family,  colleagues  and  other  associates 
will  recognize  the  symptom  of  the  illness  and  induce  them  to  seek  treatment,  before  patient  care  has 
been  affected,  before  families,  careers  and  lives  have  been  destroyed. 

SCMA  has  formed  confronters  and  intervention  committees,  one  of  which  is  called  the  Physicians 
Consultants  Committee.  It  consists  of  physicians  over  the  state,  some  of  whom  have  recovered 
themselves,  who  will  comfort  the  disabled  doctor  and  help  him  seek  treatment.  These  physicians  know 
the  problems  and  fears  involved  with  admission  of  the  disease  and  ramifications  to  one’s  practice. 
They’re  empathetic  and  can  help.  Our  “sick  colleagues  have  a histoiy  of  integrity,  a sense  of  dedication, 
professive  competency  and  are  proud.  The  hallmark  of  their  illness  however  is  denial. 

By  identifying  and  confronting  his  abnormal  behavior,  we  can  help  him  recover  from  his  “illness” 
before  he  becomes  a “bad”  doctor.  I urge  that  relatives,  colleagues  and  other  associates  seeking  help  for 
such  a physician  call  the  committee’s  office.  Anonymity  is  assured.  Facts  will  be  discretely  verified  and 
the  sick  physician  will  be  confronted  and  assisted  by  experienced,  impartial  colleagues. 

If  you  know  a sick  doctor,  help  us  help  him. 

Be  your  brothers’  keeper,  call  803-252-6311. 


William  H.  Hunter,  M.D. 
President 


February,  1982 


61 


OF  THE  SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

(USPS  441-130) 


VOLUME  78 

MARCH  1982 

NUMBER  3 

EDITOR 

Charles  S.  Bryan,  M.D. 

2430  Heyward  Street 
Columbia,  S.  C.  29205 

EDITOR  EMERITUS 

Edward  E.  Kimbrough,  M.D. 

3321  Medical  Park  Rd. 

Columbia,  S.  C.  29203 

EDITORIAL  BOARD 

Leon  Banov,  Jr.,  M.D.,  Charleston 
E.  Mims  Mobley,  Jr.,  M.D.,  Greenwood 
Thomas  M.  Leland,  M.D.,  Charleston 
J.  Gavin  Appleby,  M.D.,  St.  George 
Charles  N.  Still,  M.D.,  Columbia 
William  H.  Hunter,  M.D.,  Clemson 
Arthur  F.  DiSalvo,  M.D.,  Columbia 
W.  Curtis  Worthington,  Jr.,  M.D.,  Charleston 
Frederick  L.  Greene,  M.D.,  Columbia 
J.  Sidney  Fulmer,  M.D.,  Spartanburg 

MANAGING  EDITOR 

Joy  Drennen 
P.  0.  Box  11188 

Columbia,  S.  C.  2921 1 1 

SOUTH  CAROLINA 
MEDICAL  ASSOCIATION 

OFFICERS  1980-1981 

William  H.  Hunter,  M.D.,  President 

Euta  M.  Colvin,  M.D.,  President-Elect 

U.  Hoyt  Bodie,  M.D.,  First  Vice  President 

John  W.  Simmons,  M.D.,  Second  Vice  President 

Kenneth  N.  Owens,  M.D.,  Secretary 

Harrison  L.  Peeples,  M.D.,  Treasurer 

COUNCILORS 

J.  Frank  Biggers,  III,  M.D.,  1st  District 

Bartolo  M.  Barone,  M.D.,  1st  District 

James  H.  Herlong,  M.D.,  2nd  District 

Jack  Ratliff,  M.D.,  2nd  District 

E.  Mims  Mobley,  Jr.,  M.D.,  3rd  District 

C.  D.  Bessinger,  Jr.,  M.D.,  4th  District 

Leonard  Douglas,  M.D.,  4th  District 

William  M.  Hull,  Jr.,  M.D.,  5th  District 

James  S.  Garner,  Jr.,  M.D.,  6th  District 

Davis  D.  Moise,  M.D.,  7th  District 

Randolph  D.  Smoak,  Jr.,  M.D.,  8th  District,  Chairman 

J.  Sidney  Fulmer,  M.D.,  9th  District 

DELEGATES  TO  THE  AMERICAN 
MEDICAL  ASSOCIATION 

C.  Tucker  Weston,  M.D..  Delegate 
Waitus  0.  Tanner,  M.D.,  Delegate 
John  C.  Hawk,  Jr.,  M.D.,  Alternate 
Donald  G.  Kilgore,  Jr.,  M.D.,  Alternate 


ORIGINAL  SCIENTIFIC  ARTICLES 

Cardiopulmonary  Resuscitation  and  the  Scientific  Method 

— Joseph  R.  Redding , M.D 129 

Coronary  Artery  Bypass  in  Early  and  Late  Stages  of 
Occlusive  Disease:  A Graft  Flow  Analysis  — 

William  H.  Prioleau,  M.C.,  Sandra  Clark,  R.N., 

C.C.P.,  L.  Dieter  Voegele,  M.D., 


Peter  Hairston,  M.D 135 

An  Analysis  of  South  Carolina’s  High  Risk  Perinatal 
Program  — Henry  C.  Heins,  Jr.,  M.D.,  M.P.H., 

Alan  Sear,  Ph.D 142 

Enhancing  Office  Management  of  Diabetes  Mellitus:  Use  of 
an  Employee-Microprocessor  Team  — 

Galen  B.  Cook,  M.D 149 

Gonococcal  Proctitis:  An  Overlooked  Cause  of  Rectal 

Inflammation  — Richard  T.  Alia,  M.D 156 

SPECIAL  ARTICLE 

AMA  Interim  Meeting,  December  6-9,  1981  — 

C.  Tucker  Weston,  M.C 164 

EDITORIAL 

Chiropractic  legislation:  Two  Broken  Records  — 

Charles  S.  Bryan,  M.D 170 

FEATURES 

Auxiliary  Page 180 

On  the  Cover 122 

President's  Page  123 

ASSOCIATION 

CME  Calendar  159 

Legislative  Update  125 

Newsletter 145 


The  JOURNAL  OF  THE  SOUTH  CAROLINA  MEDICAL  AS- 
SOCIATION (USPS  441-130)  — Published  monthly  by  the  South 
Carolina  Medical  Association  Business  office:  3325  Medical  Park 
Road,  Columbia,  South  Carolina  29203.  Mailing  address:  P.  O.  Box 
11188  Capitol  Station,  Columbia,  SC  29211. 

Subscription  price  $15.00.  SCMA  members’  subscription  cost  in- 
cluded with  payment  of  annual  dues.  Second  class  postage  paid  at 
Columbia,  S.  C.  POSTMASTER:  Send  address  changes  to  The  Jour- 
nal of  the  South  Carolina  Medical  Association,  P.  O.  Box  11188. 
Columbia,  South  Carolina  29211. 


The  views  expressed  in  this  publication  are  those  of  the  writers  and  do  not  necessarily  reflect  the 
opinions  of  the  South  Carolina  Medical  Association. 

INFORMATION  FOR  AUTHORS 

Authors  should  refer  to  the  detailed  instructions  in  the  January  1982  issue.  Manuscripts  and  other 
correspondence  should  be  addressed:  The  Editor,  JOURNAL  OF  THE  SOUTH  CAROLINA  MEDICAL 
ASSOCIATION,  Post  Office  Box  11188,  Columbia,  S.  C.  29211 

All  manuscripts  should  be  accompanied  by  a transmittal  letter  with  the  following  paragraph:  "This 
original  work  has  not  been  submitted  or  published  elsewhere,  in  entirety  or  in  part.  I (we)  hereby  transfer, 
assign,  or  otherwise  convey  all  copyright  ownership  to  the  South  Carolina  Medical  Association  in  the  event 
that  this  work  is  published  by  the  SCMA." 

We  request  that  manuscripts  be  concise  (no  longer  than  8 typewritten  pages,  double-spaced),  with  no 
more  than  ten  references.  These  should  be  cited  in  the  text  in  superscript,  e g..  "Kaunitz  and  Linden- 
baum3",  and  should  conform  to  the  following  style:  "3.  Kaunitz  JD,  Lindenbaum  J:  The  bioavailability  of  folic 
acid  added  to  wine.  Ann  Intern  Med  87  542-545,  1977  ' Ordinarily,  publication  of  four  small  illustrations  or 
tables  or  the  equivalent  will  be  paid  for  by  The  Journal.  Manuscripts  should  be  submitted  in  duplicate. 
Reprints  will  be  made  available  by  the  publisher. 


124 


The  Journal  of  the  South  Carolina  Medical  Association 


A VISIT  TO  “SIN  CITY”  ON  THE  POTOMAC 

We  are  all  aware  of  the  government’s  increasing  influence  on  the  practice  of  medicine.  Your  leadership 
and  staff  of  the  SCMA  spend  a considerable  amount  of  time,  efforts  and  economics  on  matters  related  to 
South  Carolina  state  government.  This  effort  within  our  state,  including  our  new  SCAPELL  program,  has 
begun  to  enhance  the  stature  and  respectability  of  South  Carolina  physicians  in  our  relationship  with  the 
Legislature.  This  particular  effort  should  never  be  laid  to  rest;  it  is  especially  essential  for  our  patients’ 
welfare  that  we  have  an  ongoing  effort  of  the  first  magnitude  with  our  State  Legislature. 

The  AMA’s  work  with  the  Congress  in  Washington  is  an  effective  effort  on  behalf  of  the  physicians  and 
their  patients.  I have  had  an  opportunity  to  observe  this  first  hand  during  part-time  work  for  four  years  at 
the  National  Institutes  of  Health,  and  two  years  as  Washington  Consultant  of  my  specialty  society.  We  find 
the  best  results  in  the  South  Carolina  Legislature  happen  when  we  bring  in  physicians  from  the  county 
level.  The  same  is  true  in  Washington;  the  AMA  sees  having  physicians  of  the  state  leadership  call  on  their 
Congressmen  and  Senators  makes  the  AMA’s  work  much  easier.  For  the  past  four  years,  your  leadership 
has  made  this  Washington  journey.  Having  been  included  in  these  visits  and  watching  the  results,  I believe 
they  are  very  worthwhile. 

We  go  up  early  in  each  session,  this  year  in  early  February.  Doctors  Euta  Colvin,  Randy  Smoak,  Tucker 
Weston,  Mr.  Charles  Johnson,  Mr.  Frank  Rogers  and  I were  present.  We  have  an  early  briefing  with  the 
AMA  staff,  a luncheon  with  the  Congressmen  and  Senators  along  with  their  top  staffs,  and  we  schedule 
visits  to  the  offices  of  the  Congressmen  and  Senators  during  the  remainder  of  the  day,  accompanied  by 
AMA  staff.  All  of  this  gives  us  a close  personal  contact  and  lets  both  parties  have  an  opportunity  to 
exchange  thoughts  and  ideas.  Frankly,  I am  impressed  with  how  hard  our  representatives  in  Washington 
work  and  the  concerns  they  expressed  to  us.  Likewise,  they  seem  impressed  that  physicians  would  take  the 
time  to  come  and  express  their  views. 

During  the  day,  I jotted  down  a couple  of  off-hand  remarks  of  AMA  staff  that  may  be  of  interest  to  you: 

“ You  in  South  Carolina  have  very  influential  Congressmen  and  Senators;  perhaps  no  other  state 
has  any  eight  members  that  have  as  much  influence’ 

“ The  camaraderie  and  closeness  you  have  with  your  members  of  Congress  is  amazing .” 

So,  the  SCMA’s  annual  visit  to  “Sin  City”  on  the  Potomac  is  over.  We  were  there  for  a day  and  rushed 
back  and  forth  so  much  (in  my  case,  eight  meetings)  that  we  were  left  exhausted  when  a four-hour  late 
Eastern  Airlines  plane  deposited  us  back  in  South  Carolina. 

Honest,  fellows,  the  plane  was  really  late.  . . . 


President 


March,  1982 
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TO  SCMA  PRESIDENTS  TO  COME 

FROM  THE  ONE  HUNDRED  SEVENTEENTH  PRESIDENT 

Ghosts  of  past  Presidents  conjuring  visions, 

Passing  down  through  ages  their  decisions, 

They  came  whispering  in  my  ear. 

" Tell  them,  Bill,  pass  it  on, 

Say  it  before  the  days  are  gone; 

Tell  it  all  and  never  fear.'' 

So,  with  these  instructions,  I pass  on  to  those  that  follow  me  my  advice  as  your  117th  President: 

1.  Measure  the  worth  of  all  SCMA  activity  by  the  yardstick  of  what  is  good  for  the  patient. 

2.  Beware  of  bureaucracy,  whether  it  be  governmental  or  our  own.  Such  organizations  are  necessary, 
but  they  need  to  be  watched  carefully  and  constantly. 

3.  Be  careful  of  regulations,  regardless  from  whom  they  emanate,  whether  they  be  from  government, 
from  business  or  industry,  our  own  profession  or  from  various  well-meaning  people. 

4.  Take  time  to  study  all  issues  carefully.  While  you  must  depend  to  some  extent  on  others,  there  is  no 
substitute  for  your  own  research  and  knowledge.  Thereby,  never  completely  turn  over  the  functions  of  the 
SCMA  to  staff  alone.  A good  staff  would  never  want  this  to  happen. 

5.  On  the  other  hand,  do  not  try  to  do  everything  yourself;  there  will  always  be  many  able  people 
around  to  help. 

6.  I would  strongly  suggest  that  you,  as  President,  spend  one  day  each  week  at  the  Headquarters  office. 

7.  Do  know  that  to  fulfill  your  duties  as  they  should  be  done,  you  will  sacrifice  your  spare  time,  your 
avocation,  and  valuable  time  from  your  profession  and  family.  If  you  don’t  receive  complaints  from  the 
above,  you  had  best  re-eheck  and  be  sure  you  are  doing  your  job  as  President. 

We  physicians  of  South  Carolina  have  been  organized  since  1789.  As  we  approach  our  200th 
anniversary,  we  find  ourselves  in  the  Golden  age  of  Medicine.  If  we  can  exist  in  this  Golden  Age  with 
virture,  honor,  wisdom  and  humility,  then  perhaps  we  can  prolong  its  existence. 

As  your  President,  I say  “farewell. 


William  H.  Hunter,  M.D.,  President 


April,  1982 
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In  this,  my  first  President  s Page,  I want  to  express  my  sincere  appreciation  for  the  honor  of  serving  in 
the  office  of  President  of  the  South  Carolina  Medical  Association.  My  hope  and  my  purpose  will  be  to 
relate  to  each  of  you  and  to  serve  you  well.  Having  finished  medical  school  in  the  early  forties  and 
residency  training  in  the  early  fifties,  and  with  the  good  fortune  to  be  associated  in  practice  with  three  fine 
physicians  with  a ten  year  span  between  each  of  us,  as  well  as  the  privilege  of  being  closely  associated  with 
a residency  training  program  for  25  years,  I believe  that  I have  knowledge  and  appreciation  of  all  age 
groups  in  our  membership. 

I have  also  been  very  fortunate  to  be  closely  associated  with  the  fine  leaders  we  have  had  over  the  past 
11-12  years,  and  my  two  years  as  Chairman  of  Council  provided  invaluable  experience,  convincing  me 
that,  without  exception,  we  have  the  finest  staff  in  the  country  under  Charlie  Johnson  s leadership. 

Our  profession  has  many  and  varied  problems  — some  have  totally  and  unwarrantedly  been  thrust  upon 
us  and  some  are  of  our  own  making,  either  totally  or  in  part.  I plan  to  address  a number  of  these  issues  this 
year  in  what  I hope  will  be  a constructive  way.  There  will  be  statements,  opinions  and  possibly  conclusions 
with  which  some  of  you  will  not  agree  and  that  could  stimulate  healthy  discussions  which  should  be 
beneficial  to  each  of  us  and  to  our  Association. 

Medicaid;  block  grants ; medical  liability  with  a predicted  malpractice  crisis  which  some  say 
will  be  worse  than  the  last;  the  increasing  number  of  non-M.D.  health  providers  seeking  to 
handle  primary  care  for  the  people  of  our  state;  the  ever-increasing  legislation  and  regula- 
tions both  on  state  and  federal  levels  which  hamper  the  private  practice  of  our  profession;  the 
health  budget  cuts  that  take  away  some  of  the  things  to  which  we  have  become  accustomed 
and  perhaps  spoiled  by  in  the  past  10-15  years;  the  increasing  cost  of  health  care,  including  our 
fees,  are  but  a few  of  the  probletns  we  have. 

I plan  to  present  my  opinions  to  you  and  I invite  your  response  to  me  or  to  The  Journal  Editor. 

I would  like  to  devote  the  remainder  of  this  message  to  membership  in  SCM  A which  has  been  increasing 
some  each  year  but  not  enough  to  keep  up  with  the  increasing  cost  of  financing  the  operation  of  our 
organization.  For  the  past  ten  years  or  so,  we  have  depended  on  non-dues  income  to  meet  some  of  our 
expenses.  In  this  period  of  reduced  expenditures  for  health  related  studies  and  programs,  the  opportunities 
for  such  income  are  rapidly  dwindling.  Our  two  choices  are  to  increase  our  membership  (substantially)  or 
to  raise  dues.  A third  choice  would  be  to  curtail  and  reduce  some  of  our  activities  and  I really  do  not 
consider  that  to  be  a viable  option.  I urge  each  of  you  to  convince  any  of  your  colleagues  who  do  not  belong 
to  promptly  join  SCMA. 

And  while  I am  talking  membership,  let  me  urge  you  to  join  SOCPAC  this  year  and  make  it  a sustaining 
membership.  This  is  a most  important  state  and  local  election  year  involving  state  offices  and  our 
legislators.  We  need  to  be  able  to  provide  financial  support  to  the  appropriate  candidates. 

I look  forward  to  seeing  and  hearing  from  many  of  you  this  year  and  my  expectations  are  for  a very 
active  and  progressive  year  for  SCMA. 


t 


W./Q 


Euta  M.  Colvin,  M.D.,  President 


May,  1982 
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A CALL  TO  ACTION 

We  need  to  reflect  on  our  efforts  this  year  to  pass  the  Chiropractic  Scope  of  Practice  Bill.  This  legislation 
was  stalled  by  the  clever  maneuvers  of  those  who  did  not  support  its  passage.  The  South  Carolina  Medical 
Association  has  gained  much  respect  and  support  in  the  Legislature  during  the  past  few  months.  This 
legislation  has  strong  backing  in  both  the  Senate  and  the  House.  We  have  a strong  base  to  continue  to  seek  a 
clear  definition  of  the  limits  of  chiropractic  activity  based  on  what  this  group  is  trained  and  qualified  to 
provide. 

The  time  for  our  action  is  now.  This  legislation  will  be  pre-filed  in  both  houses  of  the  Legislature  at  the 
earliest  possible  time  this  fall.  We  will  seek  to  have  committee  hearings  prior  to  the  opening  of  the  1983 
legislative  session.  The  support  needed  to  pass  this  legislation  without  undue  delay  must  be  secured  prior  to 
next  January,  and  I am  listing  for  you  what  we  must  do  NOW  and  continue  throughout  the  year. 

1.  We  must  sincerely  thank  those  who  supported  us  and  urge  their  continued  support. 

2.  We  must  reasonably  deal  with  those  who  did  not  support  us  and  seek,  by  intelligent  and  honest 
discussion,  to  win  their  help. 

3.  This  being  an  election  year,  we  must  choose  carefully  the  candidates  we  support  and  wholeheartedly 
endorse  them. 

4.  The  thrust  of  our  political  activity  must  be  in  every  House  District  in  our  state  and  done  by  those  of 
you  who  know  the  candidates  and  can  discuss  our  legislative  activities  with  them. 

5.  Political  support  may  be  in  many  ways,  and  this  varies  in  different  situations,  but  it  should  be  early 
and  vigorous,  both  in  campaign  activity  and  financially. 

6.  The  Auxiliary  must  be  strongly  involved  with  us,  locally  and  statewide.  This  is  essential  to  our 
success. 

7.  Support  your  candidate  locally  as  you  can  — but  also  support  our  SOCPAC  organization  to  provide 
funds  from  the  state  level.  Both  are  needed  for  maximum  effort.  If  you  have  not  already  joined  SOCPAC, 
do  so  now,  with  a sustaining  membership  of  $100.00. 

8.  We  must  maintain  our  policy  of  high-level,  open  and  above  board  political  activity,  consistent  with 
the  high  ethics  of  our  profession,  and  demonstrate  our  dedication  to  improving  the  health  and  welfare  of 
all  South  Carolinians. 

ACTIVATE  AND  ACCENTUATE  THE  POSITIVE! 


Euta  M.  Colvin,  M.D.,  President 


June,  1982 
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MEDICAID  — AN  UNNECESSARY  DILEMMA 

We  have  heard  so  much  about  the  Medicaid  situation  that  I am  sure  most  of  us  would  like  to  put  it  aside 
and  forget  it.  However,  it  is  still  with  us  and  will  be  as  long  as  it  continues  to  be  managed  as  it  is  now.  Each 
year  we  will  have  the  struggle  with  the  budget,  likely  calling  for  increased  amounts  of  tax  dollars  annually. 
There  must  be  a better  way  to  care  for  the  medically  indigent  segment  of  our  society.  We  need  new  ideas 
and  new  approaches  to  the  problem. 

I feel  that  each  physician  who  is  in  active  practice  has  an  obligation  to  provide  his  or  her  share  of  care  to 
those  who  do  not  have  the  resources  to  be  private-paying  patients.  This  is  being  done  by  most  of  us  in 
different  settings,  such  as  in  our  offices,  hospital  clinics,  etc.  If  we  agree  on  this,  then  perhaps  there  are 
ways  to  improve  physician  participation.  There  are  some  ideas  being  discussed  that  may  be  workable. 

One  state  medical  association  has  suggested  a plan  whereby  each  Medicaid  recipient  is  assigned  to  a 
primary  care  physician  who  treats,  advises  and  refers  as  indicated.  No  funds  are  expended  for  that  patient 
unless  they  are  authorized  by  the  sponsoring  physician. 

Another  idea  which  has  been  discussed  by  a group  of  physicians  in  our  state  is  to  render  the  first  ten 
percent  of  care  free  of  charge  and  ask  the  government  to  provide  tax  credits  for  the  remainder  of  the  care 
rendered  during  the  year.  These  are  two  ideas  that  I know  have  been  discussed,  and  both  have  some  merit. 
The  physician  who  has  a large  percentage  of  medically  indigent  patients  would  be  at  a disadvantage  in  the 
second  proposal,  but  adjustments  could  probably  be  made. 

When  I started  practice  over  thirty  years  ago,  I knew  that  a certain  percentage  of  my  work  would  be  free 
care  — at  times  as  much  as  20  to  25  percent,  most  of  it  being  rendered  in  the  hospital  and  clinic  setting  but 
some  in  the  office.  This  was  and  is  a requirement  for  hospital  practice  privileges. 

Medicaid  came  along  and  started  paying  for  what  we  had  done  for  free.  Then  we  got  involved  in 
computer  profiles,  governmental  red  tape,  inordinate  forms  to  complete,  and  so  on.  This  bureaucracy  has 
continued  to  increase,  with  more  social  workers  needed,  more  administrative  people  needed  and  more 
cost.  We  were  being  paid  for  what  had  been  a free  service,  and  soon  we  were  being  underpaid.  When  you 
think  of  a payment  of  $8.50  for  an  office  visit  these  days  with  all  the  hassle  needed  to  collect  it,  somehow 
the  former  way  seems  better. 

I am  naive  enough  to  believe  that  concerned  physicians,  if  permitted  to  do  so,  can  come  up  with  a more 
effective  and  less  costly  plan  to  provide  first  class  medical  care  to  the  present  Medicaid  recipients.  An 
effective  means  test  to  identify  these  patients  would  be  necessary,  and  a cooperative  effort  with  hospitals, 
government  and  other  health  providers  would  be  essential.  Perhaps  that  would  be  too  much  to  expect,  but 
what  we  have  now  is  inadequate  and  ineffective,  and  promises  to  continue  so  unless  drastic  changes  are 
made. 

My  charge  to  each  of  us  is  to  come  up  with  innovative  ideas  to  change  the  system.  Let  me  hear  from  you 
about  this,  and  we  could  well  be  surprised  at  what  we  may  be  able  to  accomplish  — nothing  negative,  for 
we  have  too  much  of  that  already.  Let  s activate  and  accentuate  the  positive! 

Euta  M.  Colvin,  M.D.,  President 


July,  1982 
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RISK  MANAGEMENT  — A PROMISING  PROGRAM 

We  are  beginning  the  Risk  Management  Program  with  the  Joint  Underwriters’  Association,  and  it 
promises  to  be  very  successful.  Effective  participation  by  all  interested  SCMA  members  is  needed,  and  all 
of  you  should  be  vitally  concerned  about  it.  The  medical  liability  problem  in  our  state  is  not  at  a crisis  level 
yet,  but  claims  are  increasing  and  awards  are  higher.  We  must  move  before  a crisis  comes,  and  most  likely 
one  can  be  avoided  with  adequate  preventive  measures. 

The  Professional  Liability  Committee,  chaired  by  Frank  Biggers,  is  working  closely  with  Mr.  Cal 
Stewart  who  manages  the  JUA  and  the  physician  members  of  the  JUA  Board  in  organizing  and 
implementing  a Risk  Management  Program.  Two  meetings  have  been  held,  one  in  Charleston  and  one  in 
Greenville.  Others  are  planned  for  Florence  and  Columbia.  The  thrust  of  these  meetings  is  to  explain  the 
medical  liability  problem  in  South  Carolina  and  to  seek  support  from  the  physicians.  You  will  be  asked  to 
serve  on  panels  to  review  claims  and  advise  as  to  whether  or  not  there  is  merit  to  them;  to  possibly  testify  in 
court  on  another  physician  s behalf;  and  to  render  support  to  those  against  whom  claims  are  filed.  These 
panels  are  being  developed  now  and  will  soon  be  functional. 

Another  aspect  of  the  program  is  to  have  defense  attorneys  instruct  us  on  what  to  do  when  a claim  is  filed 
or  a letter  is  received  from  a plaintiff’s  attorney.  The  proper  handling  of  even  the  suggestion  of  a possible 
claim  requires  prompt  and  proper  attention,  and  this  needs  to  be  understood  by  all  of  us. 

We  have  also  approached  the  South  Carolina  Hospital  Association  to  work  on  plans  for  cooperative  risk 
prevention  programs  for  hospital  staffs.  These  would  be  developed  locally  and  jointly  by  medical  staffs 
and  hospital  administration,  with  full  assistance  from  SCMA. 

All  of  these  activities  will  require  much  work  from  our  staff  and  from  the  many  physicians  that  will  be 
involved.  The  JUA  will  be  funding  much  of  the  program,  but  its  success  depends  on  us  and  our  willingness 
to  participate  fully.  The  result  should  be  less  claims,  fewer  awards,  and  hopefully  no  increase  in  our 
premiums. 

This  program  will  benefit  all  physicians  in  South  Carolina.  You  can  point  out  to  non-members  this  very 
tangible  benefit  that  the  SCMA  is  accomplishing,  and  that  we  can  do  more  with  full  participation  by  all 
medical  doctors  in  the  state  — a good  reason  to  join  the  SCMA.  I am  encouraged  by  the  support  for  this 
program  thus  far,  and  feel  that  we  are  working  to  eliminate  the  negative  and  to  activate  and  accentuate 
the  positive. 


Euta  M.  Colvin,  M.D.,  President 


August  1982 
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One  of  our  announced  objectives  this  year  is  to  do  what  we  can  about  the  alarming  and  continuing 
increase  in  the  cost  of  health  care.  We  have  started  some  initiatives  with  the  help  of  our  Cost  Containment 
Committee  and  have  had  a meeting  with  representatives  of  the  South  Carolina  State  Chamber  of 
Commerce.  As  we  look  closely,  the  problem  becomes  more  and  more  complex,  and  it  must  be  addressed  by 
all  concerned  if  we  are  to  make  any  significant  impact.  Physicians,  other  health  care  providers,  hospitals, 
business,  industry,  insurers,  other  third  party  payers,  government,  health  material  suppliers  and  the 
public,  including  patients,  should  have  a part  in  the  remedy;  and  cooperation  between  all  concerned  is 
essential.  This  seems  an  impossible  task,  but  solutions  simply  must  be  found. 

Certainly,  the  best  way  to  control  costs  is  to  prevent  the  need  for  health  care.  That  is  putting  it  very 
simply,  but  it  should  be  a starting  point.  Good  daily  living  habits  with  avoidance  of  abuses  need  to  be 
stressed  and  practiced  by  all  of  us.  Perhaps  an  incentive  for  doing  this  could  be  reduced  premiums  for 
lower  or  non-usage  of  health  insurance.  It  definitely  works  the  other  way. 

Various  business  coalitions  and  insurers  are  considering  a number  of  approaches  to  the  problem.  Some  of 
these  ideas  will  impact  considerably  on  physician  fees.  SCMA  and  similar  medical  organizations  are 
sharply  limited  in  dealing  with  these  groups  because  of  the  harrassment  of  the  Federal  Trade  Commission 
in  that  we  are  constrained  from  any  statement  as  to  the  maximum  or  minimum  professional  fees.  Thus  we 
are  at  a considerable  disadvantage  in  these  discussions  where  full  cooperation  would  be  beneficial  to  all 
concerned.  Our  position  to  some  degree  must  be  to  react  to  proposals  made  by  others,  and  I do  not  like  that 
situation. 

I feel  we  must  get  away  from  first  dollar  coverage  for  health  expenses.  Some  deductible  features  need  to 
be  a part  of  all  programs.  The  patient  and  the  public  must  bear  some  of  the  cost.  This  is  reasonable  and 
should  be  cost  effective.  It  will  require  re-design  of  many  present  programs  and  will  need  cooperation 
from  employers,  employees,  unions  and  insurers.  Here  again,  the  opportunity  to  reward  reduced  usage  is 
available. 

The  cost  of  health  equipment,  drugs  and  materials  is  unbelievably  high  now.  There  must  be  some  curb 
to  this  spiral.  I know  we  blame  it  all  on  inflation  and  thereby  justify  the  increases  in  everything.  Drug 
companies  and  manufacturers  of  these  goods  need  to  act  responsibly  to  share  in  curtailing  their  rising  costs. 

Hospitals  must  also  use  restraints  and  try  to  find  ways  to  cut  down  and  keep  from  continually  raising 
rates.  This  is  difficult,  especially  with  cuts  in  government  reimbursement,  but  the  hospital  groups  have  an 
equal  responsibility  with  the  rest  of  us  to  do  their  share. 

Government  could  best  help  by  reducing  red  tape  and  inordinate  requirements  for  completing  form 
after  form.  Let  the  needed  help  be  rendered  in  a responsible  manner  without  bureaucratic  meddling. 

Physicians  and  other  health  providers  must  look  realistically  at  fees  for  services  rendered  and  must  be 
prudent  in  the  decisions  as  to  what  diagnostic  and  therapeutic  aids  are  needed  and  would  be  beneficial  to 
the  patients.  These  subjects  will  be  discussed  in  more  detail  in  my  subsequent  reports  to  you. 

A fact  that  everyone  must  understand  is  that  although  health  costs  are  high,  health  care  has  dramatically 
improved,  and  what  is  available  now  and  what  can  be  accomplished  now  is  vastly  different  from  that 
available  twenty  or  even  ten  years  ago.  The  accomplishments  and  advancements  in  medical  science  and 
the  relationship  to  cost  will  also  be  discussed  in  future  pages. 

As  complex  as  the  problem  of  health  care  costs  is,  I feel  confident  that  reasonable  folks  with  honest  intent 
can  and  will  find  solutions  that  will  be  positive.  Let  s remember  to  continue  to  activate  and  accentuate 
the  positive! 


Euta  M.  Colvin,  M.D.,  President 


September  1982 
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PHYSICIAN  S FEES  — UNKNOWN  AND  UNTOUCHABLE 

I know  that  I am  probably  walking  hallowed  ground  and  treading  dangerous  waters  when  I discuss  a 
topic  such  as  this,  but  when  we  address  health  care  costs  the  subject  is  always  brought  up,  and  its  impact  on 
the  high  cost  of  medical  care  is  stressed.  Frankly,  I do  not  know  what  other  physicians’  professional  fees 
are,  but  most  likely  some  may  be  too  high,  some  reasonable,  and  probably  some  too  low.  I am  limited  by  the 
Federal  Trade  Commission  to  even  discuss  fees  with  my  competitive  surgical  friends,  when  all  we  really 
want  is  reasonable  reimbursement  for  our  services.  Ours  is  not  a cut-rate,  cutthroat  profession,  but  each  of 
us  tries  to  outdo  his  colleagues  by  cutting  the  fee  to  $.99  instead  of  $1.00.  Traditionally,  physicians  have 
charged  what  they  felt  was  reasonable  and  have  adjusted  to  that  which  the  patient  could  reasonably  pay, 
be  it  money,  goods  or  services.  We  have,  for  the  most  part,  abandoned  that  concept,  for  now  we  have  third 
party  payers.  The  patient  no  longer  feels  the  responsibility  for  payment  because  someone  else  handles  the' 
bill.  Also  we  now  have  computer  profiles  on  all  physicians,  with  usual,  customary,  reasonable  and 
prevailing  fees,  and  we  are  reimbursed  on  the  50th  or  75th  percentile,  and  so  on.  Frankly,  that’s  enough  to 
boggle  your  mind.  I cannot  even  alter  my  fee  to  charge  less  for  a procedure  because  I will  foul  up  my 
profile  unless  I use  a certain  modifier  in  the  code  to  prevent  that.  As  you  can  begin  to  see,  I am  a bit  fed  up 
with  UCR,  etc. 

We  hear  talk  of  fee  schedules  now  and  the  Department  of  Social  Services  imposed  a Medicaid  schedule 
in  spite  of  our  opposition.  They  did  agree  to  use  the  California  Relative  Value  Scale  rather  than  one  they 
concocted  themselves.  The  official  position  of  the  South  Carolina  Medical  Association  and  the  American 
Medical  Association  has  been  to  oppose  set  fee  schedules  and  to  support  the  UCR  concept.  Perhaps  it  is 
time  to  change  our  minds  and  negotiate  reasonable  fee  schedules  with  built-in  cost  adjustments  or 
mandatory  re-negotiations  at  specific  time  intervals.  We  also  hear  talk  of  “preferred  provider”  lists  which 
is  another  form  for  “participating  physicians,”  such  as  we  once  had  with  Blue  Cross  and  Blue  Shield.  These 
new  concepts  of  health  care  reimbursements  are,  at  first,  distasteful  to  me,  but  as  always  we  have  to  try  to 
keep  an  open  mind  and  be  willing  to  discuss  any  legitimate  plan  or  proposal. 

In  our  discussions  with  business,  industry  and  insurers,  and  even  with  government,  we  note  a tendency 
for  change,  for  putting  responsibility  back  to  the  patient,  with  help  provided  but  not  first  dollar  coverage 
or  full  dollar  coverage.  This  would  be  a return  to  an  indemnity  type  insurance  coverage  where  the  patient 
would  have  a choice  to  have  his  laceration  repaired  by  the  emergency  room  physician,  his  family 
physician,  the  surgeon  or  the  plastic  surgeon,  and  know  that  he  will  have  a contract  with  the  physician 
chosen  for  any  fee  difference.  Somehow  this  concept  has  a great  deal  of  appeal  to  me. 

If  any  of  this  sounded  negative,  it  was  not  meant  to  be.  Your  comments  and  suggestions  are  always 
welcome,  and  remember  that  our  goal  is  to  activate  and  accentuate  the  positive. 

Euta  M.  Colvin,  M.  D.,  President 


October  1982 
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My  year  as  President  is  at  the  half-way  point,  and  it  is  time  to  look  at  our  announced  goals  and  objectives 
for  the  year  and  report  on  our  progress.  This  has  been  and  continues  to  be  an  interesting  an  enjoyable  year 
for  me  with  the  very  excellent  cooperation  that  has  been  afforded  me  by  all  of  you  and  the  invaluable 
support  I have  received  from  our  SCMA  staff. 

We  are  improving  our  responsiveness  to  needs  and  problems.  The  Ad  Hoc  Committee  on  Medicaid  and 
the  Medically  Indigent  has  been  working  diligently  and  has  made  excellent  suggestions.  We  should  have 
positive  recommendations  that  we  can  carry  to  the  Governor  and  the  Legislature  from  this  committee. 
The  newly  appointed  Committee  on  Aging  is  functioning  and  addressing  the  problems  involving  our  older 
population.  Our  regular  committees  are  active  in  other  areas  where  our  responsiveness  is  needed.  Several 
county  societies  we  know  of  are  addressing  problems  locally,  and  I am  sure  there  are  others  whose  activities 
have  not  been  made  known  to  us. 

Our  membership  is  at  the  highest  level  ever,  with  substantial  increases  in  active,  full  paying  members, 
and  in  the  Housestaff  and  Student  sections.  Notices  for  1983  have  already  been  mailed,  and  I urge  you  to 
return  them  promptly  with  your  dues  check.  We  want  to  continue  this  upward  trend.  Our  membership 
efforts  are  enhanced  by  the  addition  of  Bill  Watson  to  our  staff.  He  comes  to  us  with  wide  experience  in 
membership  in  other  organizations,  and  more  recently  with  the  American  Medical  Political  Action 
Committee.  There  has  never  been  a time  in  the  history  of  organized  medicine  when  the  need  for  unity 
among  the  members  of  the  profession  has  been  more  apparent.  SCMA  is  the  voice  of  the  medical 
profession  in  the  state  and  it  needs  this  unity,  this  togetherness  of  all  physicians,  to  represent  them  with  the 
Legislature,  with  state  agencies  and  affiliated  organizations,  with  the  media  and  with  the  public.  When 
you  send  in  your  dues  for  1983,  be  sure  to  join  SOCPAC  with  a sustaining  membership,  for  this 
organization  is  the  life’s  blood  of  our  political  activities. 

Our  Professional  Liability  Committee  is  working  very  effectively  in  establishing  a viable  Risk  Manage- 
ment Program  with  the  JUA.  I have  been  impressed  and  encouraged  by  these  activities  to  date.  Here  again, 
we  need  the  help  and  support  of  all  of  you  to  make  this  program  truly  effective.  For  the  first  time,  we  have 
witnessed  a multi-million-dollar  malpractice  judgment  in  South  Carolina.  Legislative  changes,  effective 
Risk  Management  Programs  are  necessary  to  control  the  problem,  and  you  are  needed. 

In  June,  we  had  a meeting  with  all  Commissions  and  Committee  Chairmen  to  review  our  plans  for  the 
year  and  to  increase  committee  activity  throughout  SCMA.  The  response  to  this  meeting  was  very 
gratifying,  and  I feel  that  we  are  definitely  showing  the  results  in  a number  of  areas. 

Our  legislative  activities  are  just  getting  under  way.  We  were  very  active  in  the  election  process  and  the 
number  of  winners  we  supported  is  impressive.  I have  just  contacted  our  SCAPELL  leaders  over  the  state, 
and  we  are  getting  prepared  for  the  various  activities  in  the  next  legislative  session  beginning  in  January. 
We  will  be  very  busy  since  there  are  several  proposed  Bills  we  will  need  to  actively  support  and  others  we 
will  need  just  as  actively  to  oppose. 

The  Public  Relations  Committee  has  been  very  active  and  has  made  plans  for  some  very  positive 
programs  to  present  an  honest  perception  of  our  profession  and  our  association. 

We  are  making  efforts  at  addressing  cost  containment  in  health  care.  Our  committee  has  been  quite 
active  and  we  have  had  two  very  impressive  meetings  with  the  S.  C.  State  Chamber  of  Commerce.  In 
addition,  several  of  our  county  societies  are  making  considerable  effort  in  this  area.  I hope  that  we  can 
report  some  positive  results  to  the  House  of  Delegates  next  April. 

There  are  other  activities  that  I could  and  should  mention,  but  space  does  not  permit  more  now.  I am 
very  pleased  with  our  efforts  and  look  forward  very  optimistically  to  full  achievement  of  our  goals  and 
objectives.  To  do  this,  we  must  continue  to  eliminate  the  negative  and  activate  and  accentuate  the 
positive.  ^ . 


Euta  M.  Colvin,  M.D., 
President 


Correction:  The  sentence  in  the  first  paragraph  of  the  October  “President’s  Page”  should  read:  “Ours  is  not  a cut-rate,  cutthroat 
profession  where  each  of  us  tries  to  outdo  his  colleagues  by  cutting  the  fee  to  $.99  instead  of  $1.00.”  What  a difference  one  word 
makes! 
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OUR  LEGISLATIVE  OUTLOOK 

Now  that  the  elections  are  over  and  we  know  with  whom  we  will  be  working  during  the  next  two  years, 
it  is  time  to  assess  the  situation  and  begin  to  plan  our  activities.  First,  I would  urge  each  of  you  to  send  in 
your  SOCPAC  membership  fee  when  you  pay  your  SCM A dues  — and  make  it  a sustaining  one  — or  even 
better,  join  as  a family  for  $150.00  and  give  your  spouse  an  active  role.  We  need  the  support  of  both  of  you, 
and  let  me  re-emphasize  the  invaluable  help  the  SCMA  Auxiliary  provides.  Our  political  activities  fund 
needs  rebuilding  so  that  we  can  be  active  and  effective  in  the  next  election. 

Then  I ask  that  as  many  of  you  as  possible  sign  up  to  serve  as  "Doctor  of  the  Day”  in  the  legislature 
during  the  session  which  begins  in  January.  This  is  a rewarding  experience  and  is  a service  which  is  well 
recognized  and  appreciated  by  our  Representatives  in  the  Senate  and  the  House.  Kay  Douglass  at  SCMA 
Headquarters  will  be  happy  to  arrange  a date  for  you. 

There  are  a number  of  proposed  bills  which  will  need  our  attention  when  and  if  they  are  introduced,  and 
we  plan  to  introduce  some  of  our  own.  Matters  such  as  the  scope  of  chiropractic  practice,  pay  equality  for 
non-M.D.  health  providers,  tort  reforms  as  related  to  medical  liability,  Medicaid  reforms,  primary  health 
care  block  grant  activities,  child  restraints  in  cars,  medical  manpower  and  related  educational  matters  are 
only  a few  which  will  need  our  action.  Our  Legislative  Activities  Committee  has  set  a preliminary  priority 
list  which  will  probably  need  some  revision  as  things  develop  in  the  next  two  months.  Then  we  must  be 
prepared  to  react  to  any  legislation  which  may  be  introduced  which  would  have  interest  for  us. 

I have  recently  sent  letters  to  the  SCAPELL  Chairmen  all  over  the  state,  asking  them  to  activate  their 
committees  and  begin  anew  the  grass  roots  legislative  activity.  I ask  each  of  you  to  begin  building  a 
relationship  with  your  Representatives  so  you  will  be  in  a position  to  discuss  positively  these  matters  of 
interest  to  us  as  they  arise.  As  has  been  said  many  times  previously,  the  most  effective  legislative  contact  is  a 
rational  and  knowledgeable  one  between  each  of  you  and  your  Legislator.  Frank  Rogers  and  Bill  Watson 
of  the  SCMA  office,  as  well  as  your  Officers,  stand  ready  to  better  inform  you  at  any  time.  So  please  call  on 
us  if  you  have  questions  — we  want  you  to  have  all  the  available  information. 

I look  forward  to  a good  and  productive  two-year  legislative  session.  Randy  Smoak  and  I plan  a very 
cooperative  effort  so  there  should  be  no  lag  in  activities  next  April. 

Let  us  all  continue  to  eliminate  the  negative  and  to  activate  and  accentuate  the  positive. 

Euta  M.  Colvin,  M.D. 

President 


December  1982 
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RESULTS  OF  ORAL  THERAPY  revealed  a high 

percentage  of  treatment  failures  with  penicillin  V 

potassium,  but  no  failures  with  Tegopen. 

Given  Tegopen® 

Given 

[cloxacillin  sodium] 

penicillin  V-K 

Staphylococcus  aureus  (78  patients) 

39 

39 

Returned  to  clinic  at  one  week 

29t 

38t 

Treatment  failure  at  one  week 

0 

18(47.4%) 

Staphylococcus  aureus  and 

Streptococcus  pyogenes  (9  patients) 

4 

5 

Returned  to  clinic  at  one  week 

4 

5 

Treatment  failure  at  one  week 

0 

2 (40%) 

No  initial  bacterial  growth  (14  patients) 

9 

5 

All  14  healed,  regardless  of  which 

antibiotic  was  administered. 

Beta-hemolytic  Streptococcus  (1  patient) 

0 

1 

TOTALS:  102  patients 

52  patients 

50  patients 

tEleven  patients  did  not  return  for  their  one-week  checkup.  the  lesions  had  healed. .One  patient  was  dropped  from  the  study, 

These  were  all  called  by  telephone,  and  their  families  reported  early,  because  of  adverse  reaction  to  medication. 


STUDY: 

DESCRIPTION/PROTOCOL 

• 102  nonselected  subjects,  with  initial  bacteri- 
ology as  follows:  77%  Staphylococcus  aureus , 
9%  mixed  Staphylococcus  aureus  and  Strep- 
tococcus pyogenes,  and  1%  beta-hemolytic 
Streptococcus  ^ 

• All  patients  were  given  randomized  therapy— 
Tegopen  capsules  or  oral  solution,  or  penicillin 
V-K  tablets  or  oral  solution,  in  recommended 
dosages  according  to  body  weight. 


• All  patients  were  evaluated  after  one  week's 
therapy.  If  there  was  no  improvement,  therapy 
was  switched  to  the  other  antibiotic.  The 
"other  antibiotic''  proved  to  be  Tegopen  100% 
of  the  time  because  no  treatment  failures  had 
occurred  with  Tegopen. 

• A final  assessment  of  progress  was  made  two 
weeks  after  initiation  of  Tegopen  therapy. 

fThe  remainder,  to  equal  100%,  consisted  of  14  patients  (13%) 
who  exhibited  no  initial  bacterial  growth  These  14  were  all 
healed,  whether  given  Tegopen  or  penicillin  V-K 


TEGOPEN 

pcKadh  sockm) 

-effective  therapy  for  staph  infections 
of  the  skin  and  skin  structures 


WARNING: 

Serious  and  occasionally  fatal  hypersensitivity  (anaphylactoid)  reactions  have  been  reported 
in  patients  on  penicillin  therapy.  Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These  reactions  are  more  apt  to  occur  in 
individuals  with  a history  of  sensitivity  to  multiple  allergens. 

There  have  been  well  documented  reports  of  individuals  with  a history  of  penicillin 
hypersensitivity  reactions  who  have  experienced  severe  hypersensitivity  reactions  when 
treated  with  a cephalosporin.  Before  therapy  with  a penicillin,  careful  inquiry  should  be  made 
concerning  previous  hypersensitivity  reactions  to  penicillins,  cephalosporins,  and  other 
allergens.  If  an  allergic  reaction  occurs,  the  drug  should  be  discontinued  and  the  patient  treated 
with  the  usual  agents,  e.g.,  pressor  amines,  antihistamines,  and  corticosteroids 
Safety  for  use  in  pregnancy  has  not  been  established. 

PRECAUTIONS: 

The  possibility  of  the  occurrence  of  superinfections  with  mycotic  organisms  or  other  pathogens 
should  be  kept  in  mind  when  using  this  compound,  as  with  other  antibiotics.  If  superinfection 
occurs  during  therapy,  appropriate  measures  should  be  taken. 

As  with  any  potent  drug,  periodic  assessment  of  organ  system  function,  including  renal, 
hepatic,  and  hematopoietic,  should  be  made  during  long-term  therapy. 

ADVERSE  REACTIONS: 

Gastrointestinal  disturbances,  such  as  nausea,  epigastric  discomfort,  flatulence,  and  loose 


stools,  have  been  noted  by  some  patients.  Mildly  elevated  SGOT  levels  (less  than  100  units)  have 
been  reported  in  a few  patients  for  whom  pretherapeutic  determinations  were  not  made.  Skin 
rashes  and  allergic  symptoms,  including  wheezing  and  sneezing,  have  occasionally  been 
encountered.  Eosinophilia,  with  or  without  overt  allergic  manifestations,  has  been  noted  in 
some  patients  during  therapy. 

USUAL  DOSAGE: 

Adults:  250  mg.  q.6h. 

Children:  50  mg. /Kg. /day  in  equally  divided  doses  q.6h.  Children  weighing  more  than  20  Kg. 
should  be  given  the  adult  dose.  Administer  on  empty  stomach  for  maximum  absorption. 

N B . INFECTIONS  CAUSED  BY  GROUP  A BETA-HEMOLYTIC  STREPTOCOCCI  SHOULD  BE 
TREATED  FOR  AT  LEAST  10  DAYS  TO  HELP  PREVENT  THE  OCCURRENCE  OF  ACUTE  RHEUMATIC 
FEVER  OR  ACUTE  GLOMERULONEPHRITIS. 

SUPPLIED: 

Capsules— 250  mg.  in  bottles  of  100.  500  mg.  in  bottles  of  100. 

Oral  Solution — 125  mg./5  ml.  in  100  ml.  and  200  ml.  bottles. 


Bristol  Laboratories 

Division  of  Bristol-Myers  Company 

Syracuse,  New  York  13201 
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When 
we  help 
establish 
your 

practice, 

your 
primary 
cares  will 


be  solved. 


To  establish  a Primary  Care  practice,  your 
first  need  is  to  solve  your  primary  cares. 

That's  where  we  come  in. 

We  can  offer  you  a choice  of  over  60  well 
equipped  acute  care  hospitals  coast  to  coast. 
We  can  offer  you  selected  financial 
assistance.  We  can  offer  you  management 
consulting. 

So  whether  you’re  interested  in  a solo, 
partnership,  or  group  practice,  contact  NME 
today. 

We  ll  help  establish  your  practice. 

And  solve  your  primary  cares. 


For  further  information,  contact: 

Raymond  c.  Pruitt,  Director,  Physician  Relations 

National  Medicai  Enterprises 

11620  wilshire  Bivd.,  Los  Angeles,  California  90025. 


Cali  Toll-Free  800-421-7470 
or  collect  (213)  479-5526. 
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"The  Total  Health  Care  Company." 

An  Equal  Opportunity  Employer  M/F 


Featured  on  the  cover  are  memorabilia  and 
artifacts  celebrating  the  life  and  career  of  John  S. 
Wolf,  M.D.,  a Laurens  county  doctor.  Dr.  Wolf 
was  born  in  1837.  His  medical  education  was 
taken  at  the  South  Carolina  Medical  College  in 
Charleston  and  at  Philadelphia  Medical  College. 
In  the  old  and  honored  historical  sense,  he  was 
“ the  country  doc.  ” He  served  a county  communi- 
ty in  horse  and  buggy  and  on  horseback,  covering 
an  area  of  about  20  miles.  It  was  said  that  at 
periods  he  was  away  from  home  for  days  traveling 
in  one  direction  and  then  another  throughout  the 
county,  as  new  medical  “ crises ” arose.  He  was 
one  of  those  physicians  who  frequently  made  his 
own  medicines  and  often  needed  his  best  persua- 
sive powers  to  induce  skeptical  patients  to  sub- 
mit to  his  potions. 

Just  18  months  into  his  practice  of  medicine, 
he  was  “flattered  by  the  patronage  he  had  met,” 
and  held  himself  out  as  preceptor,  soliciting  stu- 
dents in  an  advertisement  stating  he  had  “a  vari- 
ety of  the  latest  and  most  approved  textbooks  in 
medicine,  together  with  anatomical  plates, 
skeletons  and  other  ample  means  of  illustration 
which  will  afford  the  student  superior  advan- 
tage.” 

Shown  on  the  cover,  with  Dr.  Wolf s photo- 
graph and  medical  diploma,  are,  from  left  to 
right,  his  bone  scraper,  forceps,  bistoury,  tenac- 
ulum, syringe  and  glass  alcohol  burner. 

— TML 
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From  the  State  House: 

LEGISLATIVE  UPDATE 


January,  1982 

The  1982  Legislative  Session  should  have  begun  by  the  time  this  Update  reaches  the 
physician  membership. 

Chiropractic  Issues 

We  feel  that  we  are  beginning  to  sound  like  a broken  record,  but  our  Chiropractic 
legislation  remains  far  and  away  the  most  prominent  issue  facing  the  Legislature.  The 
issue  is  the  passage  of  SCMA-sponsored  S.636  (in  the  Senate)  and  H.2606  (in  the  House) 
They  are  identical  bills  which  define  the  parameters  of  Chiropractic  practice--an  area 
that  is  basically  undefined  under  the  current  law. 

The  State  Senate  is  expected  to  take  action  on  this  legislation  first.  A sub- 
committee of  the  Senate  Medical  Affairs  Committee  made  up  of  Senator  Heywa/id  McDonald, 
Choulnman,  Coleman  Poag,  khtkuJi  Ravenel,  Elizabeth  J.  Patten^on,  and  Uohma  RuAAell  is 
currently  studying  S.636.  This  sub-committee,  along  with  others  on  the  full  committee 
and  to  a lesser  extent  the  entire  Legislature,  are  being  contacted  repeatedly  by 
"Mixer"  Chiropractors,  who  repeatedly  claim  that  this  legislation  will  "put  them  out 
of  business."  It  is  up  to  the  physician  community  to  counteract  this  argument  with 
the  fact  that  5.636  and  H.2606  merely  state  that  the  Chiropractor  must  be  limited  to 
x-ray  (of  the  skeletal  system)  and  spinal  adjustment.  The  current  law  basically  says 
this  al ready--however , it  does  so  in  a vague  and  inconclusive  manner.  This  vagueness 
has  allowed  30-40%  of  the  state's  Chiropractors  to  go  far  beyond  mere  spinal  adjust- 
ments. SCMA  testimony  on  hearings  held  on  December  1,  1981  reflected  newspaper  and 
telephone  yellow  page  ads  whereby  Chiropractors  openly  advertise  everything  from 
"colonic  irrigations"  to  "vascular  analysis."  And  testimony  from  a representative  of 
Blue  Cross/Blue  Shield  showed  that  Chi ropractors  are  gouging  insurance  companies  by 
sending  in  outrageous  claims  for  "diagnostic  workups."  Three  claims  pulled  at  random 
by  Blue  Cross/Blue  Shield  officials  showed  where  these  Chiropractors  had  claims  all 
in  the  thousands  of  dol 1 ars--most  of  which  represented  tests  given  to  patients  prior 
to  the  usual  spinal  manipulation.  Of  course,  physicians  are  accused  of  being. the 
culprits  of  the  rising  health  care  dollar,  but  this  evidence  holds  otherwise. 

Insurance  Equality  Legislation 

This  issue  is  still  pending  before  the  House  Labor,  Commerce  & Industry  Committee. 
The  legislation  (seven  different  bills  for  optometrists,  podiatrists,  nurses,  psycho- 
logists, etc.)  mandate  that  all  health  insurance  policies  provide  coverage  for  various 
non-M.D.  professionals  as  long  as  the  professional  .named  can  legally  provide  such 
service  and  the  service  is  reimbursed  when  done  by  a physician.  Prior  to  the  hearings 
of  October  21,  1981,  at  which  time  SCMA  and  many  other  health  and  business-oriented 
organizations  testified  in  opposition,  the  legislation  seemed  headed  for  passage. 

This  possibility  is  less  distinct  now,  although  it  still  remains  alive.  The  arguments 
against  this  legislation  remain  the  same--it  runs  up  the  cost  of  health  insurance 
coverage  by  getting  more  professionals  vying  for  insurance  dollars,  there  is  no  incen- 


tive  for  the  consumer  to  hold  down  costs,  there  are  no  controls  on  charges  by  non-M.D. 
professionals  (i.e.,  no  peer  revi  ew  mechani sms , etc.),  other  professionals'  charges 
are  usually  equal  to  physician  charges,  and  similarly  passed  laws  have  shown  drastic 
increases  in  costs  by  way  of  benefits  paid  out  by  insurance  entities. 

Administrative  Procedures  Act 

Last  year  the  Board  of  Chiropractic  Examiners  (which  is  controlled  by  and  there- 
fore acts  as  a sub  rosa  organization  for  Mixer  Chi ropractors ) was  able  to  pass  regula- 
tions that  allegedly  give  Chi ropractors  physician-like  rights  (i.e.,  attest  to  work- 
men's compensation  disability  cases;  report  infectious  and  contagious  diseases  to 
State  Health  authorities).  The  way  the  APA  works,  the  Legislature  must  "affirmatively 
disapprove"  regulations  promulgated  by  a Board  within  90  days  or  they  become  law!!! 

Even  though  the  SCMA  twice  convinced  the  House  Medical  Affairs  Committee  to  deman 
that  the  Chiropractic  Board  rewrite  their  regulations,  these  rewritten  regulations  wer 
allowed  to  go  into  effect,  because  the  time  to  disapprove  them  (the  90-day  period)  ran 
out.  A number  of  bills,  all  with  SCMA  support,  will  effectively  solve  this  dilemma 
and  make  it  more  difficult  for  these  self-serving  boards  to  pass  regulations  when  the 
Legislature  opposes  the  contents  of  same.  The  bills  pending  are  S.568,  H.3067  and 
H.3037.  Urge  your  legislator  to  support  their  passage. 

Child  Restraint  Legislation 

After  the  last  meeting  of  a joint  legislative  committee  studying  the  issue  of 
requiring  vehicle  passenger  restraints  to  be  used  on  children  younger  than  4 years  of 
age,  there  was  near  unanimous  agreement  among  the  legislative  committee  members  to 
file  a bill  for  this  purpose.  During  three  different  hearings,  no  opposition  has  beer: 
heard  on  this  legislation,  which  is  similar  to  laws  already  passed  in  ten  states.  A 
fine  for  violating  the  law  would  be  $25.00,  but  it  would  be  waived  if  the  violator 
bought  or  rented  a safety-restraint  device  before  appearing  in  court.  The  Senate  ver-j  | 
sion,  S.653,  of  this  legislation  has  been  pre-filed  and  the  House  version  is  expected 
to  be  pre-filed  shortly.  Support  of  this  legislation  is  urged. 

****** 

For  your  convenience  during  the  upcoming  1982  Legislative  Session,  we  are  includ- 
ing with  this  Update  a complete  list  of  Senate  and  House  members,  with  asterisks 
indicating  the  members  of  the  House  and  Senate  Medical  Affairs  Committee  members. 

We  urge  you  to  work  hard  for  the  support  of  your  favorite  1 egisl ation--the  Chiropractj: 
legislation  especi al ly--by  contacting  these  Legislative  members. 


****** 


Late-Breaking  News  Item! 

As  the  Update  was  being  taken  to  press,  a meeting  of  the  sub-committee  of  the 
Senate  Medical  Affairs  Committee  studying  the  Chiropractic  legislation  ( S.636 ) was 
abruptly  called  for  Wednesday  afternoon,  December  30,  1981  at  2:30  p.m.  It  seems 
highly  possible  that  this  bill  will  be  reported  out  to  the  full  Senate  Medical  Affair 
Committee,  although  the  question  of  what  amendments  to  the  bill  will  be  recommended 
is  uncertain.  At  this  point  in  time,  we  can  only  urge  physicians  to  support  this 
legislation  as  outlined  in  this  and  previous  issues  of  the  Update.  Again,  the  Senate 
Medical  Affairs  Committee  seems  to  hold  the  key  to  the  Chiropractic  issue. 
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Warren  D.  Arthur,  IV 
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Hartsville.  S.C.  29550 
Business:  332-81 12 
Home:  332-7165 

James  N.  Ashe,  Sr. 

Box  129 

Lockhart,  S.C.  29364 
Business:  545-6661 
Home:  545-6681 

D.L.  Aydlette,  Jr. 

570  Beauregard  St. 
Charleston,  S.C.  29412 
Business:  766-1592 
Home:  766-1592 

Hudson  L.  Barksdale 

Box6115 

Spartanburg,  S.C.  29304 
Business:  582-3045 
Home:  582-0343 

David  M.  Beasley 

Route  1 , Box  1 62 
Society  Hill.  S.C.  29593 
Business:  393-5472 
Home:  393-6995 
Dill  Blackwell 
Route  5,  Box  238 
Travelers  Rest. S.C.  29690 
Business:  834-7331 
Home:  834-7331 

Larry  Blanding 

Box  1446 

Sumter.  S.C.  29150 
Business:  773-1581 
Home:  773-1375 

Solomon  Blatt 

Barnwell.  S.C.  29812 
Business:  259-3525 
Home:  259-3297 
John  D.  Bradley,  III 
1063  Northbridge  Drive 
Charleston,  S.C.  29407 
Business:  744-3377 
Home:  571-0167 

^hilip  T.  Bradley 

757- A N.  Pleasantburg  Dr 
Sreenville,  S.C.  29607 
Business:  242-0591 
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100  East  Dorchester  Rd 
Summerville,  S.C.  29483 
Business:  871-4000 
Home:  873-3897 

rhomas  D.  Broadwater 

1 900  Taylor  Street 
Columbia,  S.C.  29201 
Business:  254-5632 
Home:  771-4814 

Danny  M.  Bruce 

Box  96 

Campobello,  S.C.  29322 
Business:  468-4323 
Home : 468-4323 

Archibald  H.  Buchan 

3ox  72 

Mullins,  S.C.  29574 
Business:  423-6511 
Home:  464-8164 


HOUSE  MEMBERS  1981-1982 


Danny  E.  Bundrick 

Rt.  1 , Box  142-C 
North,  S.C.  29112 
Business:  247-5961 
Home:  247-5961 

T.  Moffatt  Burriss 

Box  55 

Columbia,  S.C.  29202 
Business:  781-6800 
Home:  787-7541 

MJudson  Bus  bee 

Box  367 

Wagener,  S.C.  29164 
Business:  564-5431 
Home:  564-5185 

Bill  Campbell 

1823  Heyward  Street 
Columbia,  S.C.  29205 
Business:  799-9850 
Home:  799-4272 

Marion  P.  Camell 

Box  119 

Ware  Shoals.  S.C.  29692 
Business:  456-2613 
Home:  456-2596 
C.D.  Chamblee 
Route  7,  Box  23 
Anderson.  S.C.  29621 
Business:  225-9912 
Home:  225-9912 

* M.  Duke  Cleveland 
113  Main  Street 
Westminster,  S.C.  29693 
Business:  647-5441 
Home:  647-5417 

Ron  L.  Cobb 

Box  8538,  Station  A 
Greenville,  S.C.  29604 
Business:  295-1780 
Home:  277-9751 

* MJ.  Cooper 

Route  8.  Box  22 
Piedmont.  S.C.  29673 
Business:  845-7881 
Home:  845-7127 

Virginia  L.  Crocker 

Box  975 

Clinton.  S.C.  29325 
Business:  833-2820 
Home:  833-1967 

Clyde  M.  Danger-field 

896  America  Street 
Charleston,  S.C.  29403 
Business:  577-9956 
Home:  886-6424 

Michael  R.  Daniel 

Box  249 

Gaffney.  S.C.  29340 
Business:  489-8128 
Home:  489-2005 

Gene  W.  Dukes 

Box  622 

St.  George,  S.C.  29477 
Business:  563-9225 
Home:  563-2267 

Billy  L.  Eaddy 

RFD  3,  Box  92 
Lake  City.  S.C.  29560 
Business:  389-4632 
Home:  389-4632 

M.  Lois  Eargle 

Box  802 

Conway,  S.C.  29526 
Business:  248-4068 
Home:  347-6422 

T.W.  Edwards,  Jr. 

Box  1911 

Spartanburg,  S.C.  29304 
Business:  582-2015 
Home:  579-2615 

Tom  J.  Ervin 

Box  273 

Anderson,  S.C.  29622 
Business:  225-1461 
Home:  225-2571 

* Parker  Evatt 

Box  363 

Columbia.  S.C.  29202 
Business:  799-2490 
Home:  781-6100 

John  G.  Felder 

U S.  601  North 
St.  Matthews,  S.C.  29135 
Business:  874-2010 
Home:  874-3821 
^ Samuel  R.  Foster 
Drawer  10072 
Rock  Hill.  S.C.  29730 
Business:  328-6636 
Home:  328-6636 
Palmer  Freeman,  Jr. 

Box  128 

Fort  Mill,  S.C.  29715 
Business:  547-2032 
Home:  547-2870 


* Tobias  Gadson 

162  Spring  Street 
Charleston,  S.C.  29403 
Business:  723-7735 
Home:  723-7755 

John  P.  Gardner,  Jr. 

Box  167 

Darlington,  S.C.  29532 
Business:  393-2848 
Home:  393-1918 

Larry  E.  Gentry 

1 1 1 N.  Main  St.  Box  673 
Saluda,  S.C.  29138 
Business:  445-8165 
Home:  445-2987 

James  Gonzales 

5097  Pittman  St. 

N Charleston,  S.C.  29406 
Business:  747-0953 
Home:  747-0953 

B_J.  Gordon,  Jr. 

Box  751 

Kingstree,  S.C.  29556 
Business:  382-8431 
Home:  354-6214 

Herbert  C.  Granger 

316  Westcliffe  Way 
Greenville,  S.  C.  29611 
Business:  269-3941 
Home  : 246-3187 

J.  Wilton  Graves 

Box  5068 

Hilton  Head  Is,  S.  C.  29928 
Business:  785-6328 
Home:  757-3367 

Jackson  V.  Gregory 

Drawer  732 

Walterboro,  S.  C.  29488 
Business:  549-5586 
Home:  538-3127 

Charles  L.  Griffin  III 

Box  267 

Rnewood,  S.  C.  29125 
Business:  773-5528 
Home:  452-5923 

Michael  S.  Gulledge 

Box  339 

Abbeville.  S.C.  29620 
Business:  459-4894 
Home:  459-2911 
Archie  Hardy 
6941  -B  N.  Trenholm  Road 
Columbia,  S.  C.  29206 
Business:  782-0012 
Home  - 788-2774 
Jean  L.  Harris 

31 7 Market  Street 
Cheraw,  S.  C.  29520 
Business:  537-7712 
Home:  537-7712 

Patrick  B.  Harris 

Box  655 

Anderson.  S.  C.  29621 
Business:  226-6464 
Home:  226-3962 

C.  Alex  Harvin,  III 

Box  266 

Summerton,  S.  C.  29148 
Business:  485-4245 
Home:  485-4665 

* David  O.  Hawkins 

23  Independence  Drive 
Roebuck,  S.  C.  29376 
Business:  573-7621 
Home:  576-0877 
John  C.  Hayes.  Ill 
Drawer  851 
Rock  Hill.  S.C.  29730 
Business:  327-7171 
Home:  327-9351 

Joyce  C.  Hearn 

1316  Berkeley  Road 
Columbia.  S.  C.  29205 
Business:  758-5049 
Home:  256-7255 

* Robert  L.  Helmly 
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Moncks  Comer,  S.  C.  29461 
Business:  899-2101 
Home:  899-4635 

* B.  L.  Hendricks,  Jr.  (Chmn . ) 

Box  612 

Easley.  S.  C.  29640 
Business:  859-3122 
Home:  859-4773 

Lloyd  I.  Hendricks 

Box  728 

Columbia.  S.  C.  29202 
Business:  748-4417 
Home:  788-6826 

* Caldwell  T.  Hinson 

1115  Chesterfield  Avenue 
Lancaster,  S.  C.  29720 
Business:  283-4286 
Home:  283-4286 


Charles  E.  Hodges 

4307  Broad  Street 
Loris,  S.  C.  29569 
Business:  357-4556 
Home:  357-4493 

D.  INI.  Holt,  Jr. 

Box  70093 

N.  Charleston.  S.  C.  29406 
Business:  744-2592 
Home:  747-1779 

Ben  F.  Hornsby 

Route  3,  Box  75 
Winnsboro,  S.  C.  29180 
Business:  635-3904 
Home:  635-3904 

S.  Hunter  Howard,  Jr. 

301  N.  Main  Street 
Fountain  Inn,  S.  C.  29644 
Business:  288-1318 
Home:  862-2471 

Beattie  E.  Huff 

Route  1 

Greenville,  S.  C.  29611 
Business:  246-1980 
Home:  246-1389 

Thomas  E.  Huff 

Box  2 

Belvedere.  S.  C.  29841 
Business:  279-6600 
Home:  278-1094 

Thomas  L.  Hughston,  Jr. 

Box  457 

Greenwood.  S.  C.  29646 
Business:  223-851 1 
Home:  229-0532 

Isaac  C.  Joe 

221  Woodward  Street 
Bishopville,  S.  C.  29010 
Business:  484-5181 
Home:  434-5904 

William  H.  Jones 

Box  803 

Clearwater,  S.  C.  29822 
Business:  593-2897 
Home:  593-2897 

Harriet  H.  Keyserling 

Box  1108 

Beaufort.  S.  C.  29902 
Business:  524-5417 
Home:  524-5944 

James  E.  Kinard,  Jr. 

6306  Devine  Street 
Columbia.  S.  C.  29209 
Business:  776-900 2 
Home:  776-9135 

Herbert  Kirsh 

Box  31 

Clover,  S.  C.  29710 
Business:  222-3701 
Home:  222-3768 

Jarvis  R.  Klapman 

125  Hendrix  Street 

W.  Columbia,  S.  C.  29169 

Business:  252-7271 

Home:  794-5309 

Robert  A.  Kohn 

4326  Evanston  Boulevard 

Charleston  Hts..  S.C.  29405 

Business:  554-6970 

Home:  552-3203 

Larry  L.  Koon 

2263C  Old  Cherokee  Road 

Lexington,  S.  C.  29072 

Business.  788-3860 

Home:  359-6429 

Edwin  S.  Lake 

Box  255 

Duncan.  5.  C.  29334 
Business:  439-3247 
Home:  439-3247 

W.  Richard  Lee 

Box  16012 

Boiling  Springs  Station 
Spartanburg,  S.  C.  29316 
Business:  578-2668 
Home:  578-8826 

Tom  G.  Mangum 

Main  Street 
Lancaster,  S.  C.  29720 
Business:  283-4682 
Home:  283-3067 

Sam  P.  Manning 

Box  355 

Spartanburg,  S.  C.  29304 
Business:  582-5220 
Home:  573-9534 

Thomas  M.  Marchant  III 

Box  816 

Greenville.  S.  C.  29602 
Business:  268-1133 
Home:  268-t  133 

Larry  A.  Martin 

Route  5,  Box  545 
Easley.  S.  C.  29640 
Business:  246-1980 
Home:  859-9951 


John  W.  Matthews,  Jr. 

Box  460 

Bowman.  S.  C.  29018 
Business:  492-7849 
Home:  829-2383 

* Jean  B.  Meyers 

415  Patterson  Drive 
Myrtle  Beach.  S.  C.  29577 
Business:  449-7079 
Home:  449-7079 

Earl  M.  Middleton 

Drawer  1305 
Orangeburg,  S.  C.  29115 
Business:  534-8152 
Home:  534-6831 

Theo  W.  Mitchell 

Box  10091.  F.  S. 

Greenville,  S.  C.  29603 
Business:  235-6361 
Home:  232-3021 

* Julius  Murray 

Box  162 

Hopkins,  S.  C.  29061 
Business:  353-8053 
Home:  353-8053 

Jennings  G.  McAbee 

Box  265 

McCormick,  5.  C.  29835 
Business:  443-2484 
Home:  746-6342 

D.  Malloy  McEachin,  Jr. 

Drawer  150 
Florence,  S.  C.  29503 
Business:  662-3281 
Home:  669-4720 

David  F.  Mclnnis 

Box  10 

Sumter,  S.  C.  29150 
Business:  775-9394 
Home:  775-5070 

John  D.  Mclnnis,  Jr. 

Drawer  1 188 
Dillon,  S.  C.  29536 
Business:  774-8236 
Home:  774-7647 

Woodrow  M.  McKay 

Route  1 , Box  257 
Timmonsville,  S.  C.  29161 
Business:  346-2436 
Home:  346-2436 

Robert  Neil  McLellan 

Box  796 

Seneca,  S.  C.  29678 
Business:  882-2302 
Home:  882-9440 

John  William  McLeod 

Route  1 , Box  1 24 
Rorence,  S.  C.  29501 
Business:  669-7537 
Home:  669-3146 

Douglas  E.  McTeer,  Jr. 

Early  Branch,  S.  C.  29916 
Business:  589-41  71 
Home:  589-4171 

Melvin  Ernest  Nunnery 

Box  781 

Chester,  S.  C.  29706 
Business:  377-7121 
Home:  377-8788 

Derial  L.  Ogburn 

Box  31 1 

Jefferson,  S.  C.  29718 
Business:  658-3415 
Home:  658-3779 

Kay  Patterson 

6815  Gavilan  Avenue 
Columbia,  S.  C.  29203 
Business:  772-6553 
Home:  754-3746 

Lewis  Phillips 

Route  2,  Box  191 
Greer,  S.  C.  29651 
Business:  895-2795 
Home:  895-2795 

Olin  R.  Phillips 

Box  206 

Gaffney.  S.  C.  29340 
Business:  489-0885 
Home:  489-6738 

Chris  Pracht 

Box  574 

Anderson.  S.  C.  29622 
Business:  225-0943 
Home : 224-5435 

* J.  Leon  Rampey 

Route  4,  Box  76 
Piedmont,  S.  C.  29t>73 
Business:  277-3872 
Home:  277-3872 

A.  Victor  Rawl 

146  St.  Andrews  Blvd. 
Charleston,  S.C.  29407 
Business:  722-2904 
Home:  766-7334 


Julian  A.  Reynolds 

7 S.  Morgan  Avenue 
Andrews,  S.  C.  29510 
Business:  264-5454 
Home:  264-8252 

* Richard  L.  Rigdon 

1 Wade  Hampton  Blvd. 
Greenville,  S.  C.  29609 
Business:  232-5842 
Home:  233-2941 

John  I.  Rogers,  III 

Box  47 

Bennettsville,  S.  C.  29512 
Business:  479-6863 
Home:  479-2218 

Irene  K.  Rudnick 

3425  Summit  Drive 
Aiken,  S.  C.  29801 
Business:  648-2565 
Home:  648-5080 

Ramon  Schwartz,  Jr. 

Law  Range 
Sumter,  S.  C.  29150 
Business:  773-7844 
Home:  773-7738 

Robert  J.  Sheheen 

1111  Church  Street 
Camden,  S.C.  29020 
Business:  432-4391 
Home:  432-5342 

Dalton  Sheppard,  Jr. 

1313  Means  Avenue 
Columbia,  S.  C.  29210 
Business:  798-1353 
Home:  781-4118 


Edward  W.  Simpson,  Jr. 

104  Lewis  Road 
Clemson,  S.  C.  29631 
Business:  654-2100 
Home:  654-2100 

John  J.  Snow,  Jr. 

Rgute  1 

Hemingway.  S.  C.  29554 
Business:  558-2072 
Home:  558-2072 

Eugene  C.  Stoddard 

Route  3 

Gray  Court,  S.C.  29645 
Business:  862-2756 
Home:  876-2185 

Robert  M.  Tallon,  Jr. 

2182  W.  Evans  Street 
Florence,  S.  C.  29501 
Business:  667-8592 
Home : 665-7 1 76 

Jean  HoeferToal 

Box  11848 

Columbia,  S.  C.  29211 
Business:  799-9091 
Home:  799-4975 

Dave  C.  Waldrop,  Jr. 

Box  813 

Newberry.  S.  C.  29108 
Business:  276-5491 
Home:  276-5491 

McKinley  Washington,  Jr. 

Box  7 

Edisto  Island.  S.  C.  29438 
Business:  869-2300 
Home:  869-2260 


Marc  H.  Westbrook 

560  Meeting  Street 
W.  Columbia,  5.  C.  29169 
Business:  794-1512 
Home:  755-2715 

* Juanita  M.  White 

Route  1 , Box  184- A 
Hardeeville,  S.  C.  29927 
Business:  784-6347 
Home:  784-2615 

David  H.  Wilkins 

408  East  North  Street 
Greenville,  S.C.  29601 
Business:  232-4074 
Home:  232-5629 

Daniel  E.  Winstead 

2441  Bengal  Road 
Charleston.  S.  C.  29405 
Business:  572-0900 
Home:  797-6547 

Robert  R.  Woods 

Box  221 7 

Charleston,  S.  C.  29403 
Business:  723-9929 
Home:  577-2687 


SENATE  MEMBERS  1981-1982 


* W.  Paul  Cantrell,  Jr. 

Box  1090 

Charleston,  S.C.  29402 
Business:  722-1634 
Home:  723-1995 

A.  Eugene  Carmichael,  Jr. 

Drawer  605 
Lake  View,  S.C.  29563 
Business:  759-2171 
Home:  759-2423 

* Harry  A.  Chapman,  Jr. 

Box  10224,  F.S. 

Greenville.  S.C.  29603 
Business:  233-4500 
Home : 299- 1166 

Rembert  C.  Dennis 

Box  1174 

Moncks  Comer,  S.C.  29461 
Business:  899-2111 
Home:  899-2927 

William  W.  Doan  Jr. 

Box  418 

Georgetown,  S.C.  29440 
Business:  546-6102 
Home:  546-4379 

John  Drummond 

Box  748 

Greenwood,  S.C.  29646 
Business:  223-5525 
Home:  543-2831 

Ralph  H.  Ellis 

Box  66 

Little  River,  S.C.  29566 
Business:  249-3484 
Home:  249-1879 

T.  Ed  Garrison 

Route  2 

Anderson,  S.C.  29621 
Business:  226-2135 
Home:  226-2135 

1_  Marion  Gressette 

Box  346 

St.  Matthews,  S.C.  29135 
Business:  874-1430 
Home:  874-2504 

Donald  H.  Holland 

Drawer  39 
Camden,  S.C.  29020 
Business:  432-4031 
Home:  432-6807 

Robert  C.  Lake,  Jr. 

Box  245 

Whitmire.  S.C.  29178 
Business:  694-2357 
Home:  694-3784 

John  C.  Land,  HI 

Drawer  G 

Manning.  S.C.  29102 
Business : 435-8894 
Home:  435-2314 


Hugh  K.  Leatherman,  Sr. 

Box  5506 

Florence,  S.C.  29502 
Business:  662-2549 
Home:  667-1 152 

Phil  P.  Leverrtis 

Dixie  Beverage  Co. 

410  S.  Main  Street 
Sumter,  S.C.  29150 
Business:  773-0884 
Home:  469-2047 

John  C.  Lindsay 

Box  250 

Bennettsville,  S.C.  29512 
Business:  479-3834 
Home:  479-3684 

Isadora  E.  Lourie 
Box  11548 
Columbia,  S.C.  29201 
Business:  799-9805 
Home:  787-4782 

* Alexander  S.  Macaulay 

Drawer  428 . 

Court  House  Square 
Walhalla.  S.C.  29691 
Business:  638-9507 
Home:  638-6945 

* Glenn  F.  McConnell 

1370  Remout  Rd.  Suite  D 
North  Charleston,  S.C.  29401 
Business:  744-3377 
Home:  571-3921 

* M.E.  McDonald 

Route  2,  Box  9 
Iva,  S.C.  29655 
Business : 348-6 116 
Home:  348-7697 

* Heyward  E.  McDonald 

Box  58 

Columbia,  S.C.  29202 
Business:  799-9900 
Home:  782-0306 

Frank  H.  McGill 

Box  759 

Kingstree,  S.C.  29556 
Business:  354-7217 
Home:  354-9597 

*Peden  B.  McLeod 

Box  230 

Walterboro,  S.C.  29488 
Business:  549-2516 
Home  : 549-2164 

John  A.  Martin 

Box  298 

Winnsboro,  S.C.  29180 
Business:  635-4912 
Home:  635-4856 


* Thomas  L.  Moore 

Box  371 

Clearwater,  S.C.  29822 
Business:  593-4491 
Home:  593-5756 

* Elizabeth  Johnston  Patterson 

Box  5564 

Spartanburg,  S.C.  29304 
Ekjsiness:  582-1970 
Home:  582-1970 

* Coleman  G.  Poag 

Box  10067 
Rock  Hill,  S.C.  29730 
Business:  327-4153 
Home:  327-7437 

* Harvey  S.  Peeler,  Jr. 

Leadmine  Road 
Gaffney,  S.C.  29340 
Business:  489-1 108 
Home:  489-3766 

* Arthur  Ravenel,  Jr. 

2 Amherst  St. 

Charleston,  S.C.  29403 
Business:  723-7847 
Home:  577-9119 

* Jeff  Roland  Richardson,  Jr. 

712  East  Me  Bee  Avenue 
Greenville,  S.C.  29601 
Business:  233-4537 
Home : 963-4626 

* Hyman  Rubin  (Chmn . ) 

Box  5506 

Columbia,  S.C.  29250 
Business:  256-3493 
Home:  799-5586 

Don  S.  Rushing 

Box  Q47 

Lancaster,  S.C.  29720 
Business:  285-6986 
Home:  285-4579 

* Norma  C.  Russell 

Route  6,  Box  338- K-5 
Columbia,  S.C.  29210 
Business:  758-5049 
Home:  781-7810 

Edward  E.  Saleeby 

Box  519 

Hartsville,  S.C.  29550 
Business:  332-1531 
Home : 332-8294 

Alex  Sanders 

Box  11252 
Columbia,  S.C.  29211 
Business:  799-9222 
Home:  782-2478 

Nikki  G.  Setzler 

309  Canary  Drive 
West  Columbia,  S.C.  29169 
Business:  796-8408 
Home:  796-7573 


* Ryan  C.  Shealy 

125  Stoney  Brook  Lane 
Lexington,  S.C.  29702 
Business:  359-3555 
Home:  359-9267 

Nell  W.  Smith 
Box  68 

Easley,  S.C.  29640 
Business:  859-0814 
Home:  859-9305 

Horace  C.  Smith 

Box  1144 

Spartanburg,  S.C.  29301 
Business:  582-4569 
Home:  583-8695 

Thomas  E.  Smith,  Jr. 

Box  308 

Pamplico,  S.C.  29583 
Business:  493-5122 
Home:  493-5884 

* J.  Veme  Smith 

Box  528 

Greer,  S.C.  29651 
Business:  877-7421 
Home:  877-2504 

David  S.  Taylor 

Box  46 

Laurens,  S.C.  29360 
Business:  682-3816 
Home : 984-4425 

Nick  A.  Theodore 

Box  1827 

Greenville.  S.C.  29602 
Business:  242-4290 
Home : 244-5858 

*'  David  E.  TUmipseed 

247  Magnolia  Street 
Spartanburg,  S.C.  29301 
Business:  585-0069 
Home:  576-61 72 

James  M.  Waddell,  Jr. 

Box  1026 

Beaufort.  S.C.  29902 
Business:  524-5053 
Home:  524-2023 

Marshall  B.  Williams 

Fy,y  lORd 

Orangeburg,  S.C.  29115 
Business:  534-5218 
Home:  534-1273 

T.  Dewey  Wise 

Drawer  0 

Charleston,  S.C.  29402 
Business:  577-7032 
Home:  884-7547 
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PERIPHERAL  EMBOLI  OF  CARDIAC  ORIGIN:  A 
COMMUNITY  EXPERIENCE 

JOHN  P.  SUTTON,  M.D.* 

CLAUDE  W.  SMITH,  M.D. 

WILLIAM  BAKER  ALLEN,  M.D. 


The  seemingly  uncomplicated  nature  of  pe- 
ripheral embolectomy  suggests  a procedure  with 
a low  risk  and  a high  benefit  ratio  applicable  to 
even  acutely  ill  patients.  Although  the  outcome 
for  operated  patients  is  clearly  superior  to  that  for 
patients  managed  non-operativelv,  the  mortality 
rate  remains  high  and  the  limb  salvage  rate  con- 
tinues to  be  low.  This  study  represents  a com- 
munity experience  with  peripheral  arterial  em- 
boli of  cardiac  origin  and  examines  those  factors 
inherent  in  mortality  and  the  failure  of  limb  sal- 
vage. 

MATERIAL 

Medical  records  at  Providence  Hospital,  The 
South  Carolina  Baptist  Medical  Center  and  The 
Richland  Memorial  Hospital  over  the  previous 
five  years  were  evaluated.  Patients  with  cerebral 
emboli  (although  few  in  number)  and  those  with 
an  obvious  source  of  emboli  other  than  the  heart 
are  excluded. 

Forty-three  patients  experienced  forty-nine 
embolic  events.  There  were  twenty-one  females. 


* Address  correspondence  to  Dr.  Sutton  at  Thoracic  and 
Cardiovascular  Associates,  Suite  305,  2750  Laurel  Street, 
Columbia,  S.  C.  29204. 


The  youngest  patient  was  42  years  old  and  the 
oldest  was  93.  Patients  with  a peripheral  site 
which  could  serve  as  a possible  emboli  source 
were  excluded.  The  etiology  was  presumed  to  be 
ischemic  heart  disease  unless  the  patient  had  a 
heart  murmur,  a history  of  valvular  heart  disease 
or  some  other  obvious  cardiac  diagnosis  such  as 
septal  hypertrophy.  As  seen  in  Table  I,  ischemic 
heart  disease  was  the  most  prevalent  cause  of  the 
embolic  events.  Twenty  -two  patients  were  in  or 
had  a history  of  atrial  fibrillation.  One  of  these 
had  asymmetric  septal  hypertrophy  and  one  had 
aortic  insufficiency.  Seventeen  patients  had  con- 
gestive heart  failure.  One  of  these  had  asymmet- 
ric septal  hypertrophy,  one  had  aortic  stenosis 
and  mitral  insufficiency  and  one  had  aortic  insuf- 
ficiency. Thirteen  patients  had  electrocardio- 
graphic evidence  of  remote  myocardial  infarction 
and  seven  patients  had  electrocardiographic  evi- 
dence of  a recent  myocardial  infarction. 


Table  I 

ETIOLOGY  OF  EMBOLI 

Ischemic  Heart  Disease  37 

Valvular  4 

Septal  Hypertrophy  2 
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The  embolic  event  was  documented  in  the 
lower  extremities  in  thirty-five  patients  and  in 
the  upper  extremities  in  eight  patients.  Neither 
side  was  favored  in  any  of  these  patients. 


Table  II 
RESULTS 


Improved  30 

Unimproved  13 

Death 

Amputation* 

* Two  of  the  amputations  died  (7  total) 


8 

5 (7) 


Embolectomy  was  performed  forty-four  times. 
As  seen  in  Table  II,  thirty-nine  of  these  patients 
were  improved.  In  those  patients  so  classified  as 
unimproved,  there  were  seven  amputations  per- 
formed. Two  of  these  amputations,  however,  ul- 
timately died.  Three  of  the  deaths  in  this  series 
occurred  in  patients  with  evolving  myocardial 
infarction.  One  death  was  clearly  neurologic  in 
origin  and  four  were  presumed  to  be  of  cardiac 
causes.  Of  these  latter,  one  patient  had  a history 
of  a previous  myocardial  infarction,  a previous 
pacemaker  insertion  and  died  suddenly  with  the 
pacemaker  functioning  properly.  The  second, 
while  not  evolving  an  infarction  on  the  elec- 
trocardiogram, did  have  a left  bundle  branch 
block,  an  elevated  CPK,  LDH  and  SCOT.  The 
third  patient  had  a history  of  a previous  myocar- 
dial infarction,  was  hypotensive  during  and  after 
the  embolectomy.  This  patient  died  suddenly.  A 
final  patient  also  died  suddenly  and  had  a long 
history  of  atrial  fibrillation  and  congestive  heart 
failure.  This  was  the  only  patient  dying  with  atrial 
fibrillation. 

All  of  the  patients  received  Heparin  post- 
operatively.  Two  of  the  patients  dying  were  op- 
erated on  more  than  24-48  hours  after  the  onset 
of  symptoms.  Both  of  these  required  amputation 
after  failure  of  the  thrombectomy.  A neurological 
death  occurred  in  the  patient  who  had  been  ad- 
mitted with  a stroke  and  who  developed  her 
embolus  while  in  the  hospital. 

Amputation  was  performed  seven  times.  Six  of 
these  patients  had  ischemic  heart  disease,  two 
underwent  embolectomy  48  hours  after  the  onset 
ol  symptoms  and  death  occurred  in  two  patients, 
only  one  of  which  was  clearly  evolving  a myocar- 
dial infarction.  Table  III  shows  the  relationship 
between  the  onset  of  symptoms  and  the  time  of 
attempted  embolectomy. 


0-24  Hrs. 
24-48  Hrs. 
> 48  Hrs. 


Table  III 

TIME  TO  OPERATION 

# Result  Death 

30  2 6 

3 1 1 

5 2 1 


DISCUSSION 

The  term  embolus  is  derived  from  the  Greek 
embolos  meaning  a stopper  or  a wedge.  An  em- 
bolism can  arise  from  any  part  of  the  vascular 
tree.  The  heart,  however,  is  the  most  frequently 
reported  site  of  origin  of  the  embolus  as  it  ap- 
pears to  be  the  culprit  in  75-90%  of  the  reported 
1 2 

cases.1’  z 

An  embolus  arising  from  the  heart  may  be 
thrombotic,  mycotic,  neoplastic  or  prosthetic  in 
approximately  that  order  of  frequency.  While 
neoplastic  and  prosthetic  emboli  may  represent 
relatively  isolated  events,  those  emboli  of 
thrombotic  or  mycotic  origin  may  be  more  repe- 
titious and  indicate  a more  serious  underlying 
cardiac  disease. 

The  severe  nature  of  the  underlying  car- 
diopathy, the  presence  of  pre-existing  arterio- 
sclerotic vascular  disease  and  the  metabolic 
complications  of  revascularization  of  an  ischemic 
limb  have  all  been  suggested  as  major  factors 
influencing  survival  in  the  patients  undergoing 
embolectomy.3 

While  the  present  study  also  demonstrates  an 
increased  mortality  rate  in  those  patients  with 
acute  or  severe  cardiac  disorders,  no  inference 
can  be  made  regarding  the  adverse  metabolic 
effects  of  revascularization  of  an  ischemic  limb. 

Arteriosclerotic  heart  disease  is  now  the  most 
prevalent  cause  of  peripheral  emboli.4  This 
probably  accounts  for  the  older  age  group  of 
those  patients  being  seen.  In  the  report  by 
Freund,  et  al .,4  66%  of  the  patients  were  over  60 
years  of  age.  Seventy-five  percent  of  the  patients 
in  the  present  series  were  over  60  years  of  age. 
There  were  five  patients  less  than  50  years  of  age 
in  the  present  series.  Two  of  these  had  other  than 
ischemic  arteriosclerotic  heart  disease.  One  pa- 
tient had  asymmetric  septal  hypertrophy  and  the 
other  patient  had  severe  aortic  stenosis  and  mi- 
tral insufficiency  with  congestive  heart  failure. 
This  latter  patient  represents  one  of  those  pa- 
tients who  died. 

The  combination  of  arteriosclerotic  vascular 
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disease  and  atrial  fibrillation  seems  to  place  the 
patient  at  a particularly  high  risk  for  embolus.5 
Atrial  fibrillation  was  present  in  55%  of  Ed- 
ward’s6 patients  and  62%  of  McGowan’s ' pa- 
tients. In  the  present  series  atrial  fibrillation  oc- 
curred in  61%  of  the  patients.  Ninety  percent  of 
these  had  ischemic  heart  disease  as  a base  of  their 
embolic  phenomena.  Satiani2  reports  that  em- 
boli occurring  after  myocardial  infarction  will 
occur  within  two  weeks  in  approximately  two- 
thirds  of  the  patients.  The  present  series  did  not 
specifically  address  this  question.  Seven  patients 
(16%)  however,  did  present  with  an  evolving 
myocardial  infarction  and  three  (43%)  of  these 
died.  There  were  thirteen  patients  who  had  elec- 
trocardiographic evidence  of  remote  myocardial 
infarction.  Two  of  these  patients  died  and  two 
required  amputation  (one  of  whom  died). 

The  cause  of  pessimism  conveyed  in  the  litera- 
ture lor  the  clinical  course  of  the  patients  under- 
going embolectomy  for  emboli  of  cardiac  origin  is 
not  clear  in  this  series.  While  the  operative  mor- 
tality (8/43  or  19%)  is  significant,  the  amputation 
rate  (7/43  or  16%)  is  less  than  that  reported.  The 
causes  for  the  decreased  rate  of  amputation  re- 
main obscure.  Clearly  these  patients  would 
seem  to  be  at  high  risk  for  multiple  problems 
because  of  their  age  and  underlying  disease. 
There  is  no  relationship  shown,  however,  be- 
tween the  management  of  the  patient  at  the  time 
of  attempted  embolectomy  and  the  eventual 
need  for  amputation.  As  would  be  expected, 
those  patients  operated  on  during  myocardial 
infarction  tended  to  have  higher  mortality  rate 
(43%)  and  three  of  these  required  amputation 


(43%).  Current  anesthetic  management  tech- 
niques (particularly  the  increased  use  of 
physiological  monitoring  which  is  now  available 
and  has  been  used  increasingly  in  the  last  five 
years)  may  tend  to  improve  the  results  of  these 
high  risk  patients  in  the  future. 

SUMMARY 

Peripheral  emboli  of  cardiac  origin  occur  most 
frequently  in  those  patients  with  arteriosclerotic 
vascular  disease.  These  emboli  continue  to  rep- 
resent a threat  to  both  limb  and  life  to  these 
patients  but  the  results  are  not  as  grim  as  have 
been  portrayed  in  the  literature. 

It  is  anticipated  that  further  improvements  in 
perioperative  management,  particularly  with 
improved  physiological  monitoring,  with  the 
proper  pre  and  after  unloading  of  the  jeopardized 
myocardium,  may  further  improve  the  survival 
statistics.  □ 
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Choose  a practice 
you  can  live  with. 


Hospital  Corporation  of  America  knows  of 
many  practice  opportunities  in  communities 
across  the  nation  where  we  can  match  a 
physician  s professional  needs  and  personal 
desires  with  an  attractive  community  that 
needshisorher  skill. 

HCAownsand  manages  more  than  150 
hospitals  from  coast  to  coast  in  settings  rang- 
ing from  small,  rural  towns  to  large  metro- 
politan centers  Practice  opportunities  are 
available  in  solo,  groups,  associations, 
and  partnerships. 

And  HCA  will  help  ease  the  way  when 
you  and  your  practice  relocate.  Upon 


arrival,  you  should  find  a solid  practice,  con- 
veniently located  offices,  and  the  medical 
supportand  modern  equipmentyou  need. 

Contact  HCA  today.  Letourfree,  no  ob- 
ligation Professional  Relations  Program 
match  your  needs  with  an  HCA  practice  op- 
portunity. Just  send  yourcurriculum  vitae, 
along  with  information  on  your  personal,  pro- 
fessional, and  geographical  interests  to 
Charles  M.  Wooden,  Director,  Professional 
Relations,  Hospital  Corporation  of  America, 
One  Park  Plaza,  Nashville,  TN  37203. Tele- 
phone toll  free  1 -800-251  - 2561  or  call 
collect  (615)327-9551. 


HCA  Hospital  Corporation 


of  America 


TEGA-TUSSIN  - CIII 

FOR  MAXIMUM  RESULTS  IN  CONTROL  OF  COUGHS  DUE  TO  THE  COMMON  COLD 

EXCELLENT  TASTE 

Each  teaspoonful  (5  ml.)  contains: 

Hydrocodone  Bitartrate  5mg. 

(WARNING:  May  be  habit  forming.) 

Chlorpheniramine  Maleate  2mg. 

Phenylephrine  Hydrochloride  5mg. 

Potassium  Guaiacolsulfonate  lOOmg. 

TEGA-TUSSIN:  Provides  chlorpheniramine  maleate,  the  antihistamine 

with  virtually  no  side  effects. 

TEGA-TUSSIN:  Provides  potassium  guaiacol -sulfonate,  an  excellent 

expectorant. 

TEGA-TUSSIN:  Provides  phenylephrine  HCL,  an  effective  respiratory 

mucosal,  pulmonary  decongestant,  mild  bronchodilator  and  vaso  pressor. 
DOSAGE:  Adults  - One  teaspoonfull  every  3 to  4 hours.  Children  over 

6 years  - lk  Adult  dose.  Not  recommended  for  children  under  6 without 
very  close  supervision  by  physician. 

AVAILABLE  ON  RX  ONLY 

MORE  DETAILED  INFORMATION  AVAILABLE  ON  REQUEST 

WE  FEATURE  ONE  OF  THE  MOST  COMPLETE  LINE  OF  INJECTIBLES  IN  THE  SOUTH- 
EAST AT  THE  VERY  BEST  PRICE,  CONSISTENT  WITH  QUALITY. 

ORTEGA  PRODUCTS  ARE  DESIGNED  WITH  THE  FAMILY  PHYSICIAN  IN  MIND 

ORTEGA  PHARMACEUTICAL  CO.,  INC.  — JACKSONVILLE,  FLORIDA  32205 
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1982  MEMBERSHIP  DRIVE  UNDER  WAY 

Members  of  the  SCMA  Membership  Committee  and  SCMA  staff  are  heavily  involved  in 
trying  to  set  an  all-time  record  for  SCMA  membership  totals  in  1982.  The  state  has 
been  divided  into  three  regions  - Upper,  Central  and  Lower  - and  three  Regional 
Captains  have  been  appointed:  Kenneth  N.  OwenA , M.  V.,  LoweA  Region;  Jame^. 6 H. 

HoJitong,  M.  V.,  CentAaZ  Region;  and  Euta  M.  Colvin,  M.  V .,  UppeA  Region. 

The  first  dues  billing  to  all  South  Carolina  physicians  was  mailed  in  early  December 
and  the  response  looks  very  favorable  as  of  this  writing.  County  Society  officers 
and  other  SCMA  physicians  have  been  requested  to  form  a Membership  Committee  in  their 
county.  The  Membership  Committees  will  be  working  with  the  Regional  Captains  in 
their  sections  of  the  state  and  with  SCMA  staff  to  conduct  a "peer  - to  - peer" 
drive  in  each  county. 

I <5  you.  aAe  InteAeAted  In  AeAvlng  on  helping  In  thlA  campaign,  pleaAe  contact  youA 
County  Soctcty  PAeAldent  oa  Apeak  to  youA  colleagueA  who  have  not  joined  the  SCMA. 
ilAge  them  to  join  the  AankA  o\ j oAganlzed  medtetne  ao  the  SCMA  can  moAe  effectively 
AepAeAent  the  pAofeAAlon  tn  the  LegiAtatuAe,  to  the  public,  and  with  a tote  agencteA 
and  health- Abated  oAgantzatlonA ! 


SCMA  MEMBERSHIP  TOTALS  - 1981 

Listed  below  are  total  membership  figures  for  the  SCMA  for  the  calendar  year,  1981* 


LlcenAed  PhyAlclanA: 

[VlguAeA  i \Aom  State  BoaAd  of 
Medical  ExamlneAA) 

3,482 

SCMA  MembeAA: 

2,352 

Active  MembeAA: 

2,097 

New  MembeAA : 

82 

HonoAaAy  MembeAA : 

M3 

HouAeAtaff  PhyAlctan  M embeAA: 

163 

Student  M embeAA : 

20 

SOCPAC  M embeAA: 

521 

AMA-ERF: 


in 


SCMA  PARTICIPATION  IN  BLOCK  GRANT  FUNDING  PLANS 


The  South  Carolina  Medical  Association  will  be  participating  in  the  priority- 
setting process  for  block  grant  funding  in  the  areas  of:  Preventive  Health,  Materna  i 

and  Child  Health  Services,  Alcohol,  Drug  Abuse  and  Mental  Health,  and  Primary  Care.  I 
Under  the  block  grant  system,  federal  funding  of  11  programs  under  the.  above.  four 
block  grants,  will  be  coordinated  through  the  Governor* a office,  with  Input  from 
the  SCMA. 

SCMA  input  will  be  provided  through  the  Association's  newly-approved  liaison  program! 
whereby  physicians  serving  on  state  agency  advisory  committees,  councils  or  Boards 
communicate  agency  activities  to  SCMA  which,  in  turn,  reports  its  recommendations 
to  the  agency  through  either  the  liaison  physician  or  as  he/she  feels  appropriate. 
Fiscal  Year  1982  budgets  under  the  block  grants  have  been  recommended  as  a conti nuatj 
of  previous  years'  budgets,  however,  plans  will  soon  be  underway  for  Fiscal  Year 
1983.  This  is  the  expected  time  to  begin  SCMA  impact  on  South  Carolina's  health 
programs . 

To  this  end,  the  SCMA  Rural  Health  Committee,  chaired  by  Milton  SaJilln,  M.  V.,  of 
Pacolet,  is  currently  working  with  the  Governor's  Office,  Division  of  Health  and 
Human  Services  in  efforts  to  evaluate  the  feasibility  of  the  state  administering 
the  Primary  Health  Care  block  grant  which  would  be  used  to  provide  funding  for  the 
state's  Rural  Health  Initiative  Clinics  and  Community  Comprehensive  Health  Care 
Cl i n i cs . 

SCMA  members  will  be  kept  advised,  through  this  Newsletter,  0 f the  Association*  s 
recommendations  and  actions  by  the  Governor* s Office. 


RISK  MANAGEMENT  PROGRAM 

At  the  Council  Retreat  in  September  of  1 98 1 , a recommendation  of  the  Workshop  on 
Professional  Liability  to  assist  in  strengthening  and  improving  the  JUA  was 
approved  by  Council.  As  part  of  these  efforts,  the  SCMA  has  submitted  a proposal 
to  the  JUA  Board  which,  if  the  Board  approves,  would  establish  a physician  profession 
liability  risk  management  program  in  South  Carolina.  This  program  would  be  funded 
by  the  JUA  and  would  be  designed  to  aid  South  Carolina  physicians  in  avoiding  nuisane 
claims,  as  well  as  instructing  physicians  in  what  should  be  done  to  help  avoid  mal- 
practice suits  or  improve  the  chances  of  winning  litigation  once  a malpractice  suit 
is  filed  against  the  physician. 

The  JUA  Board  will  consider  the  SCMA*s  proposal  at  Its  January  11  meeting.  If  the 
proposal  Is  accepted  by  the  Board,  the  SCMA  will  begin  developing  the  risk  manage- 
ment program  Immediately . 

SOCPAC  WORKSHOP  - MARCH  3,  1982 

C.  Tucker  Weston,  M.  V.,  Chairman  of  SOCPAC,  has  announced  that  a SOCPAC  Workshop 
will  be  held  on  Wednesday,  March  3,  1982  in  Columbia  from  2:00  p.m.  until  5**30  p.m* 
The  Workshop  will  feature  speakers  from  AMPAC  (American  Political  Action  Committee) 
and  members  of  the  South  Carolina  State  Legislature.  All  physicians  Interested  In 
learning  more  about  the  workings  of  the  state  Legislature  and.  SOCPAC  are  urged  to 
attend.  More  details  will  be  forthcoming  In  the  Tebruary  Issue  of  this  Newsletter. 
Meantime,  mark  your  calendars  now  and  plan  to  be  in  Columbia  on  March  3* 


j[  34TH  ANNUAL  MEETING:  MAY  5-9,  1982 

L Gavin  A ppleby,  M.  V.,  SCMA  Speaken  ofi  the.  House,  reports  that  plans  are  well 
nder  way  for  the  1982  Annual  Meeting.  Again  this  year,  the  meeting  will  be  held 

it  the  Sheraton  Charleston  Hotel.  THE  DATES  ARE  MAY  5~9-  A wide  variety  of 

scientific  programs  will  be  available.  There  are  some  29  different  specialty 
irograms  scheduled  Wednesday  through  Saturday.  The  two  general  scientific  programs 
ill  deal  with  Sponts  Medicine,  Management  o{,  Chnonlc  Vain,  Radiology  and  Infections 
IjSeoiSes.  Unlike  last  year,  the  majority  of  the  scientific  programs  will  be  held 
in  the  hotel . 

!uke  Medical  School,  as  well  as  the  Medical  College  of  Georgia,  has  scheduled  alumni 
unctions  for  Thursday  evening,  May  6,  for  all  of  their  graduates  who  practice  in 
iouth  Carolina.  The  Medical  University  of  South  Carolina  is  also  scheduling  class 

eunions  in  addition  to  their  luncheon  honoring  the  class  of  1932. 

bounty  and  Specialty  Society  Presidents  have  been  asked  to  submit  names  of  their  Delegates 
:nd  Alternates  by  January  15,  1982.  County  Societies,  SCMA  Officer  and  Committee 
'.halnmen  should  also  be  awane  of  these  additional  deadlines: 

Reponts  and  Resolutions  fon  The  Journal  - Manch  1 , 1982 

Reports  and  Resolutions  fon  Pnepanatlon  oft  the  Handbook  - Manch  22,  1982 

he  SCMA  Auxiliary  has  participated  in  Annual  Meetinq  plans,  since  its  convention 
;oincides  with  the  SCMA's.  Auxiliary  Convention  Chairmen,  Mns . Many  Anne  Vouglns, 

:.nd  M ns.  Linda  Smith,  advise  that  their  Theme  for  1982  will  be  "Piedmont  PotpouAAl" , 
honoring  Auxiliary  President,  Mns.  Judy  Gallland,  Andenson,  and  William  H.  Hunten, 

M.  V.,  ClemAon,  SCMA  PncAldent. 

WATCH  YOUR  MAIL  FOR  PRE-REGISTRATION  MATERIALS  AND  SIGN  UP  EARLY  FOR 
'?HE  134TH  ANNUAL  MEETING  OF  THE  SOUTH  CAROLINA  MEDICAL  ASSOCIATION! 


)0  YOU  KNOW  AN  IMPAIRED  PHYSICIAN? 

-m  impaired  physician  has  been  defined  as  one  who  for  any  reason  is  unable  to  per- 
orm  professionally  at  an  optimal  capacity,  that  is  to  say,  any  disability  or 
mpairment  which  causes  a physician  to  be  unable  to  do  anything  other  than  his 
'ery  best.  This  definition  covers  everything  from  Alzheimer's  disease  to  Alcoholism, 
he  SCMA  Committee  on  Alcohol,  Drug  Abuse  and  Impaired  Physicians  is  the  disabled 
loctor's  advocate,  viewing  abuse  and  addiction  to  alcohol  and  other  drugs  as  an 
1 1 ness  and  dealing  with  it  non-j udgementa 1 1 y , non-pun i t i vel y and  therapeutically. 

Hsabled  doctors  are  usually  unable  to  ask  for  help  themselves.  You  can  assist 
:hem  by  writing:  Skottowe  B.  Plshbunne,  M.  V.,  SCMA,  P.  0.  Box  11188,  Columbia 

■ 92 11,  on  call  SCMA  Headquantens  ( 803 ) 252-6311  dunlng  wonklng  hounds,  on  leave 
loan  message  at  ( 803 ) 165-9341  aften  houns. 


PHYSICIAN  MANPOWER  IN  SOUTH  CAROLINA 


As  reported  in  the  December  issue  of  this  NeWAleHeA,  the  SCMA  Council  is  concerned 
about  the  impact  of  two  reports  reviewed  recently:  a ticponl  on  physician  supply 

and  demand  through  1985,  compiled  by  the.  S.  C.  BuAeau  Re*caJtch  and  Statistic* ; 
and  the,  recommendation*  made,  by  the,  Medical  Manpower  Study  Committee  [Ray  Ramage, 

M.  V.,  Chairman)  o\ j the,  S.  C.  Comml**lon  on  Higher  Education. 

An  Ad  Hoc  Committee  has  been  appointed  to  analyze  and  review  these  reports  and  advise 
Council  what  recommendations  the  SCMA  should  make  to  all  parties  concerned,  such  as 
the  Commission  on  Higher  Education  and  the  two  medical  schools.  Members  of  the 
Committee  are:  Euta  M.  Colvin,  M.  V. , Chairman ; J.  Erne*!  Lathem,  M.  V.,  Greenville; 

Jame*  W.  Forrester,  M.  V.,  Georgetown;  John  B.  Martin,  Jr. , Ander*on;  and  Jo*lah 
Matthew*,  M.  V.,  Varllngton. 


COUNTY  MEDICAL  SOCIETY  OFFICERS 

Elections  of  officers  in  county  medical  societies  throughout  the  state  have  been 
taking  place  since  early  September.  Listed  below  are  those  new  Presidents  for  1981- 
1982  about  which  the  SCMA  has  been  informed.  If  your  county  medical  society  has  not 
already  done  so,  please  submit  to  SCMA  Headquarters  as  soon  as  possible  a list  of 
your  new  officers.  This  updated  list  is  a valuable  tool  for  staff  and  the  leader- 
ship in  communicating  important  matters  to  the  county  medical  societies. 


Knder*on: 

Chester: 

Columbia: 

Varllngton: 

Edlito : 

Greenwood: 
Hampton: 
Lexington: 
Spartanburg : 
Sumter /Clarendon: 


Edward  C . M attl*on,  M.  V. 

Hal*  ted  M.  Stone,,  M.  V. 
Philip  W.  Falrey,  Jr.,  M.  V. 
Sidney  Grl^ln,  M.  V. 
Randolph  V.  Smoak,  Jr.,  M.  V, 
J.  R.  Scott,  M.  V. 

Harrl*on  L.  Peeple *,  M.  V 
Frank  (0.  Young,  M.  V. 

William  M.  Vavl*,  M.  V. 
William  H.  Carpenter,  M.  V. 
Kenneth  Manner  y,  M.  V. 


York: 


CLINICAL  DISORDERS  OF  VITAMIN  D METABOLISM* 


NORMAN  H.  BELL,  M.D.** 


The  purpose  of  this  report  is  to  describe  the 
role  of  vitamin  D in  normal  and  disease  states. 

Normally,  the  serum  ionized  calcium  is  main- 
tained within  a narrow  physiologic  range.  The 
two  most  important  regulatory  factors  in  this  re- 
gard are  parathyroid  hormone  (PTH)  and  vita- 
min D. 

For  optimal  biological  activity',  vitamin  D must 
first  undergo  hvdroxylation  at  two  positions.  Vi- 
tamin D3,  derived  from  activation  by  solar  ul- 
traviolet light  of  7-dehvdroeholesterol  synthe- 
sized in  the  skin,  and  dietary  vitamin  D2  are 
converted  in  the  liver  to  25-hydroxyvitamin  D 
(25-OHD)  by  action  of  the  enzyme  vitamin 
D-25-hydroxylase.  The  25-OHD  is  then  further 
hvdroxvlated  to  la,  25-dihydroxyvitamin  D [la, 
25(OH)2D]  in  the  kidney  by  action  of  the  enzyme 
25-OH  D- 1 a-hydroxylase . 

la,  25(OH)2D  is  the  most  biologically  active 
form  of  the  vitamin.  It  acts  to  increase  the  intes- 
tinal absorption  of  calcium  and  phosphorus  and, 
in  concert  with  PTH,  to  increase  the  release  of 
these  ions  from  the  skeleton.  The  primary  actions 
of  the  active  forms  of  vitamin  D are  to  prevent 
rickets  in  children  or  the  counterpart  in  adults, 
osteomalacia. 

Secretion  of  PTH  is  regulated  by  the  serum 
ionized  calcium  such  that  there  is  an  inverse 
relationship  between  the  serum  calcium  and 
serum  PTH  in  normal  individuals.  PTH  main- 
tains the  serum  calcium  (a)  by  enhancing  bone 
resorption,  (b)  by  increasing  the  renal  tubular 
reabsorption  of  calcium,  and  (c)  by  increasing  the 
intestinal  absorption  of  calcium.  The  actions  of 
the  hormone  on  the  first  two  processes  are  direct 
whereas  the  regulation  by  PTH  of  intestinal  ab- 
sorption of  calcium  is  indirectly  mediated  by  la, 
25(OH)2D.  As  shown  in  Figure  1,  augmentation 
of  serum  calcium  by  PTH  through  its  actions  on 


* From  the  Departments  of  Medicine  and  Pharmacology, 
Medical  University  of  South  Carolina,  Charleston,  S.  C. 

**  Address  correspondence  to  Dr.  Bell  at  the  Veterans  Ad- 
ministration Medical  Center,  109  Bee  Street,  Charleston, 
S.  C.  29403. 


the  skeleton,  kidney  and  small  intestine  and  in- 
hibition of  secretion  of  the  hormone  by  the  serum 
ionized  calcium  provide  a negative  feedback  con- 
trol system  for  the  regulation  of  the  serum  cal- 
cium. 


SERUM 


FIGURE  1 — Feed-back  regulation  of  serum  ionized  cal- 
cium ([Ca++])  by  serum  parathyroid  hormone  (PTH).  Note 
that  PTH  stimulates  bone  resorption  directly  (A)  and  that 
regulation  by  PTH  of  the  intestinal  absorption  of  calcium  is 
mediated  indirectly  by  stimulating  the  synthesis  of  1, 
25(OH)2D  (B). 

stimulation, inhibition. 


The  actions  of  PTH  on  the  kidnev  and  skeleton 

J 

are  mediated  by  the  second  messenger  cyclic 
adenosine  3',  5 '-monophosphate  (cyclic  AMP). 
PTH  binds  to  receptors  on  the  surface  of  cells  of 
target  organs  and  activates  adenylate  cyclase,  an 
enzyme  which  converts  adenosine  triphosphate 
to  cyclic  AMP.  Urinary  cyclic  AMP  is  increased 
when  there  is  excess  circulating  PTH  as,  for 
example,  in  primary  hyperparathyroidism,  and  is 
decreased  when  there  is  no  circulating  PTH  as, 
for  example,  in  hypoparathyroidism. 

PTH  regulates  the  renal  conversion  of 
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25-OHD  to  la,  25(OH)2D.  In  man,  the  major 
determinate  of  intestinal  absorption  of  calcium  is 
circulating  la,  25(OH)2D.  Thus,  serum  la, 
25(OH)2D  and  intestinal  absorption  of  calcium 
vary  with  each  other,  are  abnormally  low  in 
hypoparathyroidism,  and  are  abnormally  in- 
creased in  primary  hyperparathyroidism. 

PREGNANCY,  GROWTH,  LACTATION 
AND  AGING 

la,  25(OH)2D  is  important  for  skeletal  growth. 
Serum  la,  25(OH)2D  and  calcium  absorption  are 
increased  in  normal  children  as  compared  to 
adults  (Table  1)  and  serum  la,  25(OH)2D  corre- 
lates with  the  rate  of  growth.  In  adults,  the  renal 
conversion  of25-OHD  to  la,  25(OH)2D  is  tightly 
regulated.  That  is,  vitamin  D in  pharmacologic 
doses  increases  serum  25-OHD  but  does  not 
alter  serum  la,  25(OH)2D.  In  contrast,  the  renal 
production  of  the  metabolite  in  children  is  not  as 
closely  regulated  so  that  serum  values  increase 
significantly  in  response  to  challenge  with  vita- 
min D.1  This  lack  of  regulation  may  therefore 
contribute  to  the  high  values  of  la,  25(OH)2D 
observed  in  children. 

Serum  la,  25(OH)2D  and  calcium  absorption 
are  increased  during  the  third  trimester  of  preg- 
nancy and  during  lactation  (Table  1).  These  alter- 
ations provide  for  increased  needs  of  calcium  for 
growth  and  development  of  the  fetus  and  for 
production  of  milk  for  the  infant.  Physiologic 


secondary  hyperparathyroidism  occurs  during 
pregnancy  and  may  account  for  the  increased 
serum  la,  25(OH)2D.  Further,  recent  reports 
indicate  that  la,  25(OH)2D  is  also  produced  by 
the  human  placenta. 

Serum  la,  25(OH)2D  and  the  intestinal  ab- 
sorption of  calcium  are  abnormally  reduced  in 
normal  subjects  over  the  age  of  65  years  (Table  1). 
This  results  in  increases  in  serum  PTH  and  a 
tendency  toward  decreases  in  serum  calcium  and 
phosphate,  that  is,  the  development  of  secondary 
hyperparathyroidism  and  associated  hypophos- 
phatemia.2 As  a result  of  this  defect  in  vitamin  D 
metabolism,  elderly  normal  individuals  are  un- 
able to  adjust  from  a high  to  a low  calcium  diet  by 
increasing  their  intestinal  absorption  of  calcium. 
This  means  that  elderly  subjects  should  probably 
receive  supplemental  calcium  to  diminish  or 
prevent  a negative  calcium  balance  and  possibly 
the  development  of  metabolic  bone  disease.  Ide- 
ally, total  dietary  intake  should  be  on  the  order  of 
1.5  grams  per  day. 

HYPOPARATHYROIDISM 

In  hypoparathyroidism,  the  lack  of  PTH  re- 
sults in  hypocalcemia,  a normal  or  elevated 
serum  phosphorus,  low  serum  la,  25(OH)2D 
and  diminished  intestinal  absorption  of  calcium 
(Table  1).  As  illustrated  in  Figure  2,  administra- 
tion of  parathyroid  extract  corrects  these  abnor- 
malities. It  increases  serum  and  urinary  calcium. 


Table  1 

LABORATORY  FINDINGS  IN  NORMAL  AND  DISEASE  STATES 


Serum 

Calcium 

Serum 

Phosphorus 

Serum 

25-OHD 

Serum 

la,  25(0H)2D 

Serum 

PTH 

Intestinal  Absorption 
of  calcium 

State 

Physiologic  states 

Growth 

N 

N 

N 

T 

N 

t 

1 

t 

Pregnancy 

N 

N 

N 

t 

Lactation 

N 

N 

N 

N 

Ageing  (elderly) 

N or  sli 

N or  si  1 

N 

* 

t 

Hypocalcemic  states 

Hypoparathyroidi sm 

V 

N or  T 

N 

<u 

4r 

Pseudohypoparathyroidi  sm 

N or  t 

N 1 
N or  i 

t 

t 

Renal  failure 

N or  1 

N or  f 

T 

Vitamin  D-dependent  rickets 

type  I 

■i- 

N or  \L 

N 

* 

T 

* 

type  II 

if 

N or  i 

N 

tr 

t 

Hypercalcemic  states  + * a. 

Primary  hyperparathyroidi sm 

T 

N or  -i- 

N 

i 

1 

1* 

T 

Hypercalcemia  of  infancy 

t 

N ort 

t* 

N* 

Vitamin  D intoxication 

t 

N or T 

tr 

N 

t 

Sarcoi dosi s 

T 

N ort 

N 

T 

i 

T 

* Not  firmly  established. 

N is  normal;  si  is  slightly. 
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FIGURE  2 — The  effects  of  parathyroid  extract  (PTE),  6 U 
per  kg  per  day  for  four  days,  in  tvvo  patients  with  hypopara- 
thyroidism. See  text  for  discussion.  From  J.  Clin.  Invest. 
66:782,  1980,  with  permission. 


serum  la,  25(OH)2D,  urinary  phosphate  and 
urinary  cyclic  AMP  and  decreases  serum  phos- 
phate.3 

As  noted  already,  cyclic  AMP  is  a major 
mediator  of  the  actions  of  PTH.  As  shown  in 
Figure  3,  these  effects  of  parathyroid  extract  on 
serum  calcium  and  phosphate  in  a patient  with 
hypoparathyroidism  are  reproduced  by  di- 
butyryl  cyclic  AMP,  a lipid-soluble  derivative  of 
cyclic  AMP  which  readily  enters  cells.4 


PSEUDOHYPOPARATHYROIDISM 

Pseudohypoparathyroidism  is  a disorder  in 
which  resistance  of  the  kidneys  and  skeleton  to 
PTH  occurs  alone  or  in  association  with  other 
congenital  abnormalities.3’  4 These  include  short 
stature,  round  face,  short  phalanges,  metacarpal 
or  metatarsal  bones,  radius  curvus,  mental  retar- 
dation, and  expressionless  face.  The  metabolic 
defect  is  an  inability  of  the  adenylate  cyclase 
system  in  target  organs  to  respond  to  PTH.3’  4 
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FIGURE  3 — The  effects  of  dibutyryl  cyclic  3',  5 -adenosine 
monophosphate  (DR-CAMP)  and  of  parathyroid  extract 
(PTE)  in  a patient  with  hypoparathyroidism.  Note  the  simi- 
larity of  changes  in  serum  and  urinary  calcium  (Ca)  and 
phosphorus  (P)  produced  by  DR-CAMP  and  PTE.  From  J. 
Clin.  Invest.  51:816,  1972,  with  permission. 


Without  treatment,  serum  la,  25(OH)2D,  intes- 
tinal absorption  of  calcium  and  serum  calcium  are 
reduced,  serum  phosphate  is  normal  or  in- 
creased and  serum  PTH  is  increased  (Table  1).  As 
depicted  in  Figure  4,  parathyroid  extract  pro- 
duces little,  if  any,  response  of  serum  and  urinary 
calcium  and  phosphorus,  serum  la,  25(OH)2D 
or  urinary  cyclic  AMP  in  patients  with  pseudo- 
hypoparathyroidism. The  diagnosis  of  pseudo- 
hypoparathyroidism is  established  by  showing  an 
impaired  response  of  urinary  cyclic  AMP  to  para- 
thyroid extract  and  by  demonstrating  that  serum 
PTH  is  increased.  Patients  with  this  disorder 
may  rarely  develop  osteitis  fibrosa  cystica  as  a 
consequence  of  secondary  hyperparathyroid- 
ism.5 


RENAL  FAILURE 

In  chronic  renal  failure  the  renal  production  of 
la,  25(OH)2D  is  decreased.  This  leads  to  di- 
minished intestinal  absorption  of  calcium,  a ten- 
dency toward  hypocalcemia  and  secondary 


January,  1982 


23 


VITAMIN  D DISORDERS 


PSEUDOHYPOPARATHYROIDISM 

PTE 
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C • • 
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FIGURE  4 — The  effects  of  parathyroid  extract  (PTE),  6 U 
per  kg  per  day  for  four  days,  in  four  patients  with  pseudo- 
hypoparathyroidism. Note  the  lack  of  change  in  serum  and 
urinary  calcium  (Ca)  and  phosphorus  (P)  and  in  serum  la, 
25(OH)2D  and  urinary  AMP  as  compared  to  the  response  in 
patients  with  hypoparathyroidism  (Fig.  3).  From  J.  Clin. 
Invest.  66:782,  1980,  with  permission. 


hyperparathyroidism  (Table  1).  Late  in  the  dis- 
ease frank  hypocalcemia  and  hyperphosphatemia 
develop.  The  reduction  in  calcium  absorption  is 
caused  by  low  circulating  let,  25(OH)2D.  Pa- 
tients are  prone  to  develop  osteitis  fibrosa  cystica 
as  a result  of  increased  circulating  PTH  and  os- 
teomalacia or  rickets  because  of  abnormal  vita- 
min D metabolism. 

VITAMIN-D-DEPENDENT  RICKETS 

Vitamin  D-dependent  rickets  is  a syndrome  in 
which  the  clinical  and  biochemical  features  of 
rickets  in  children  or  osteomalacia  in  adults  occur 
despite  adequate  body  stores  of  vitamin  D and 
are  partially  or  completely  reversible  on  treat- 
ment with  pharmacologic  doses  of  vitamin  D or 
its  biologically  active  metabolites.  The  clinical 
features  include  convulsions,  impaired  growth, 
bowing  of  the  lower  extremities,  a waddling  gait, 
bone  pain,  muscle  weakness,  fractures  and 
pseudofractures.  Laboratory  findings  include 


hypocalcemia,  mild  hypophosphatemia  (in  some 
instances  the  serum  phosphate  is  normal),  eleva- 
tion of  serum  alkaline  phosphatase  and  aminoac- 
iduria. Serum  PTH  is  usually  increased.  X-rays  of 
the  skeleton  may  show  rachitic  changes  such  as 
diminished  density,  fractures,  pseudofractures 
and  changes  of  excess  PTH  such  as  subperiosteal 
resorption. 

One  form  of  the  disorder,  transmitted  as  a 
simple  autosomal  recessive  trait,  is  attributed  to 
conversion  of25-OHD  to  la:,  25(OH)2D:  serum 
la,  25(OH)2D  is  abnormally  low  and  patients 
respond  to  small,  possibly  physiologic,  doses  of 
la,  25(OH)2D3  (Table  1).  This  form  of  the  disease 
is  called  vitamin-D-dependent  rickets  type  I. 

Other  patients  have  the  same  clinical  picture 
but  exhibit  a striking  increase  in  serum  la, 
25(OH)2D.  The  clinical  findings  are  attributed  to 
resistance  of  the  target  organs  to  the  hormone.6 
Since  our  initial  report,  a number  of  cases  were 
described,  some  in  siblings  in  whom  there  was 
associated  alopecia  and  a history  of  parental  con- 
sanguinity. 

la,  25(OH)2D  is  taken  up  by  cells  of  target 
organs  and  is  bound  by  a cytosol  receptor.  The 
sterol-receptor  complex  is  transported  to  the  cell 
nucleus  where  it  exerts  its  biologic  action.  The 
sterol  thus  behaves  like  a classic  steroid.  Recent 
preliminary  studies  from  another  laboratory 
demonstrated  a defect  in  uptake  of  la,  25(OH)2 
by  cultured  skin  fibroblasts  from  patients  with 
vitamin-D-dependent  rickets  type  II.  These 
findings  provide  evidence  for  defective  receptor 
binding  of  la,  25(OH)2D  in  target  organs  of  these 
individuals. 

TREATMENT  OF  HYPOCALCEMIA 

Hypocalcemia  in  the  disease  entities  just  de- 
scribed can  often  be  treated  with  vitamin  D.  The 
dose  must  be  determined  in  the  individual  pa- 
tient and  may  range  from  50,000  to  200,000  units 
a day.  The  average  dose  is  between  50,000  and 
100,000  units  a day.  In  children  the  dose  is  pro- 
portionately smaller.  The  dose  of  25-OHD3  var- 
ies from  150  to  900  /xg  per  day  and  of  la, 
25(OH)2D3  from  0. 5 to  3.0  /xg  per  day  or  more.  In 
vitamin-D-dependent  rickets  type  II,  larger 
doses  of  la,  25(OH)2  may  be  required,  in  some 
instances  as  much  as  20/xg  per  day.  Dihydro- 
tachysterol,  a synthetic  derivative  of  vitamin  D, 
is  also  useful  in  treating  hypocalcemia.  The  dose 
required  varies  from  0.2  to  1.0  mg  per  day. 
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Not  uncommonly,  hypercalcemia  develops  in 
patients  who  are  on  long-term  treatment  with 
la , 25(OH)2D3.  This  can  occur  regardless  of  the 
underlying  illness  even  after  the  serum  calcium 
and  phosphorus  are  brought  to  within  the  normal 
range  for  several  months.  As  shown  in  Figure  5, 
the  hypercalcemia  is  associated  with  increases  in 
serum  la,  25(OH)2D.'  It  is  readily  treated  by 
stopping  the  drug  and  is  prevented  by  decreasing 
the  dose.  Thus,  patients  given  la,  25(OH)2D3 
and  other  forms  of  vitamin  D need  to  be  carefully 
followed  with  determination  of  serum  calcium  at 
regular  intervals. 

PRIMARY  HYPERPARATHYROIDISM 

In  primary  hyperparathyroidism,  serum  PTH, 
serum  la,  25(OH)2D,  serum  calcium  and  intes- 
tinal absorption  of  calcium  are  increased  and 
serum  phosphate  is  either  normal  or  decreased 
(Table  I).  As  a result  of  excess  PTH,  urinary  cyclic 
AMP  is  increased.  Indeed,  measurement  of  uri- 
nary cyclic  AMP  is  widely  used  as  a means  for 
diagnosis  of  the  disorder. 

Previously,  it  was  known  that  patients  with 
primary  hyperparathyroidism  fall  into  two 
groups,  those  with  kidney  stones  and  nephrocal- 
cinosis  as  a result  of  hypercalcemia  and  those 
with  bone  disease,  osteitis  fibrosa  cystica,  as  a 
result  of  excess  serum  PTH.  A recent  report 
indicates  that  as  a group  patients  with  kidney 
stones  have  a higher  serum  la,  25(OH)2D,  high- 
er intestinal  absorption  of  calcium  and  higher 
urinary  calcium  than  patients  who  do  not  have 
kidney  stones.  Thus,  circulating  la,  25(OH)2D 
appears  to  be  a major  determinant  of  the  clinical 
picture  in  primary  hyperparathyroidism. 

VITAMIN  D INTOXICATION 

As  noted  already,  renal  production  of  la, 
25(OH)2D  is  tightly  regulated  in  normal  sub- 
jects. In  vitamin  D intoxication  therefore  hyper- 
calcemia, hypercalciuria  and  increased  intestinal 
absorption  of  calcium  are  caused  by  increased 
serum  25-OHD  and  not  la,  25(OH)2D  (Table  1). 
The  diagnosis  is  established  by  a careful  history 
and  by  the  demonstration  of  marked  elevation  of 
serum  25-OHD. 


nephrocaleinosis  and  impaired  renal  function.8 
There  is  increased  sensitivity  to  vitamin  D and 
the  defective  calcium  metabolism  is  corrected  by 
glucocorticoids.  The  abnormal  calcium  metabo- 
lism results  from  increased  circulating  la, 
25(OH)2D.9  Treatment  with  glucocorticoids 
lowers  the  serum  la,  25(OH)2D  and  corrects  the 
abnormal  calcium  metabolism.  In  addition,  im- 
paired regulation  of  serum  la,  25(OH)2D  in  re- 
sponse to  challenge  with  vitamin  D is  often  found 
in  patients  with  sarcoid  who  have  normal  calcium 
metabolism. 10  The  findings  of  increased  serum 
la,  25(OH)2D,  hypercalcemia  and  suppressed 
serum  PTH  recently  reported  in  an  anephric 
patient  with  sarcoid  suggest  extrarenal  produc- 
tion of  la,  25(OH)2D  in  this  disorder. 

TREATMENT  OF  HYPERCALCEMIA 

Primary  hyperparathyroidism  is  treated  by 
surgical  removal  of  abnormal  parathyroid  tissue. 
Hypercalcemia  in  vitamin  D intoxication  and 
sarcoid  always  responds  to  treatment  with 
glucocorticoids.  Other  measures  such  as  restric- 
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SARCOIDOSIS 

In  sarcoid,  hypercalcemia,  hypercalciuria  and 
increased  intestinal  absorption  of  calcium  occur 
(Table  1)  and  are  associated  with  renal  stones, 


FIGURE  5 — The  effects  of  la,  25(OH)2D3  in  a patient  with 
pseudohypoparathyroidism.  Note  that  serum  la,  25(OH)2D 
is  elevated  (normal:  20  to  55  pg/ml)  when  serum  calcium  is 
increased.  The  hypercalcemia  is  corrected  by  stopping  the 
drug  and  is  prevented  by  reducing  the  dose.  From  N.  Engl. 
J.  Med.  298:1241,  1978,  with  permission. 
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tion  of  calcium  intake,  forcing  fluids,  oral  ad- 
ministration of  inorganic  phosphate,  and  furose- 
mide  in  association  with  saline  diuresis  may  be 
useful  as  well. 

In  summary,  recent  advances  in  our  under- 
standing of  the  metabolism  of  vitamin  D and  the 
mechanism  for  action  of  PTH  provide  insights 
into  the  mechanisms  for  physiologic  changes  of 
mineral  metabolism  in  normal  states  and  for 
pathophysiologic  changes  of  mineral  metabolism 
in  disease  states.  The  availability  of  the  active 
forms  of  vitamin  D,  25-OHD3  and  la, 
25(OH)2D3,  for  clinical  use  provides  an  impor- 
tant new  means  for  more  effective  treatment  of 
selected  patients.  □ 
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EHLERS-DANLOS  SYNDROME:  A CASE  REPORT 

HUGH  H.  WELLS,  M.D.* 


In  the  practice  of  family  medicine  in  a rural 
setting,  one  sees  daily  the  usual  upper  respirato- 
ry infections,  gastrointestinal  disturbances,  and 
skin  diseases.  Routine  physical  examinations  and 
well  baby  visits  occupy  a significant  portion  of  the 
physician’s  time.  However,  the  opportunity  to 
see  interesting  and  rare  diseases  is  ever  present, 
and  the  primary  care  physician  must  be  alert  to 
this  possibility.  Such  a case  is  reported  here. 

CASE  REPORT 

J.  L.,  a 3V2  year  old  white  male  was  born  of 
uncomplicated  delivery,  weighing  five  pounds, 
3V2  ounces.  He  was  noted  at  birth  to  have  an 
umbilical  hernia,  right  internal  strabismus,  and  a 
club  foot.  During  infancy,  he  gained  weight 
normally  and  had  apparently  normal  develop- 
ment. However,  his  parents  noted  that  he 
bruised  easily,  that  his  ears  bent  over  freely  and 
became  ecchymotic  with  mild  pressure,  and  that 
the  ear  cartilage  was  thin  and  pliable.  His  skull 
was  tall  and  square  in  shape,  and  his  eyes  ap- 
peared wide  apart.  His  jaws  were  square. 

Present  physical  examination  reveals  an  ac- 
tive, talkative,  mentally  alert  white  male  infant 
who  appears  friendly  and  well  adjusted,  with 
bright  blue  eyes  and  blond  hair.  His  head  is  tall 
for  his  age,  and  the  right  eye  shows  mild  strabis- 
mus. A large  patchwork  of  prominent  veins  is 
present  over  the  chest.  The  joints  are  extremely 
loose  and  mobile.  The  fingers  can  be  extended 
posteriorly  to  ninety  degrees.  The  toes  can  be 
flexed  out  of  joint.  All  joints  appear  freely  move- 
able  and  loose.  Scars  are  present  over  both 
knees;  these  are  shiny  and  have  bluish  discolora- 
tion. There  are  also  scars  over  both  lower  ex- 
tremities. Sacular,  reddened  skin  tabs  are  pres- 

*  Address  correspondence  to  Dr.  Wells  at  Seneca  Medical 

Associates,  P.A. , Drawer  834,  Seneca,  South  Carolina 

29678. 
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ent  over  both  Achilles  tendons.  Since  birth,  he 
has  had  a speech  defect. 

Course  and  present  treatment.  The  patient  was 
initially  referred  to  a consultant  because  ol  an 
abnormally  shaped  skull.  The  consultant’s  im- 
pression was  ‘tall  head,  without  abnormalities.” 
Nine  months  later,  excessive  bruising  and  ec- 
chvmoses  were  noted.  Evaluation  of  coagulation 
parameters  was  unrevealing.  At  age  two,  he  fell 
while  running,  suffering  a laceration.  Poor  heal- 
ing was  observed,  and  the  leg  required  splinting 
to  prevent  flexion  of  the  knee.  Two  months  later, 
he  suffered  a laceration  of  the  opposite  leg,  and 
again  poor  healing  was  observed.  Two  sub- 
sequent lacerations  healed  normally. 

The  patient  continues  to  develop  normally. 
His  mother  is  an  excellent  seamstress,  and  made 
pockets  in  his  blue  jeans  into  which  she  placed 
sponge  rubber  padding.  Since  this  was  done,  few 
bruises  and  no  serious  injuries  have  occurred. 

DISCUSSION  AND  SUMMARY 

The  major  features  of  the  Ehlers-Danlos  syn- 
drome are  summarized  in  Table  1.  Approxi- 
mately 500  cases  have  been  documented  in  the 
literature.  As  illustrated  by  the  present  patient, 
the  condition  is  interesting  and  uncurable,  yet  is 
manageable.  It  behooves  us  as  family  physicians 
to  assist  in  the  diagnosis  and  treatment  of  unusual 
and  rare  conditions,  but  to  be  ready  and  willing 
to  ask  our  colleagues  in  the  various  specialties  for 
support.  □ 
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EHLERS-DANLOS  SYNDROME 

Table  1 


CARDINAL  FEATURES  OF  THE  EHLERS-DANLOS  SYNDROME 

SKIN:  The  patient  may  note  easy  bruising  and  bleeding  and  poor  healing.  The  skin  is  soft,  velvety,  hyperelastie,  and  somewhat 
doughy  to  feel.  It  can  be  pulled  freely  from  the  underlying  tissue,  but  promptly  returns  to  the  original  position.  Scars  are  thin  and 
shiny. 

JOINTS:  Loose  and  hypermobile,  especially  the  fingers  and  feet. 

CONGENITAL  MALFORMATIONS:  Include  malformations  of  the  heart,  lungs,  bone  and  gastrointestinal  tract. 

ETIOLOGY:  Unknown.  Has  been  described  as  autosomal  dominant,  recessive,  or  X-linked  recessive. 

PATHOLOGY:  Eight  types  have  been  described,  ranging  from  mitis  (mild)  to  gravis  (severe).  Five  of  these  types  are  attributed  to 
abnormal  collagen  biosynthesis.  The  eight  varieties  are  described  in  various  texts  and  are  separated  on  the  basis  of  etiology, 
findings,  and  severity. 


FIGURE  1 — Sutured  laceration  above  the  left  knee,  show- 
ing poor  wound  healing  with  hematoma  formation. 


FIGURE  2 — Old  laceration  above  the  right  knee,  showing 
broad,  thin,  discolored  scar. 
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MYCOBACTERIAL  DISEASE  AND 
THE  ACID-FAST  SMEAR* 


JOHN  P.  MANOS,  M.D.** 

CRAIG  M.  NOVY,  M.D. 

ELAINE  V.  CONDON,  MT(ASCP) 
NICHOLAS  M.  BURDASH,  Ph.D. 


Tuberculosis  is  an  infectious  disease  whose 
morbidity  and  mortality  have  rapidly  declined  in 
the  past  centuiy.  In  the  last  two  decades  alone 
new  case  rates  of  tuberculosis  have  been  reduced 
in  the  United  States  by  more  than  half  or  from  28 
per  100,000  in  1960  to  13  per  100,000  in  1979. 1 
The  rate  for  South  Carolina  in  1979  was  slightly 
above  the  national  average  of  16.5  per  100,000.- 
Because  of  this  continually  decreasing  case  rate 
and  reports  in  the  literature  which  have  ques- 
tioned the  use  of  the  acid-fast  smear  in  low  inci- 
dence populations,3’  4 we  reassessed  the  role  of 
the  clinical  laboratory  in  the  diagnosis  and  man- 
agement of  this  disease  and  other  mycobacterial 
infections  by  retrospectively  examining  the  rec- 
ords of  all  specimens  submitted  to  the  Medical 
University  of  South  Carolina  mycobaeteriologv 
laboratory  for  the  years  1978-1979. 

In  the  period  under  study,  6,728  specimens 
were  submitted  to  the  mycobaeteriologv  labora- 
tory. All  specimens  were  processed  according  to 
standard  methodologies  as  recommended  by 
CDCD  and  cultures  were  examined  over  an  eight 
week  period.  Smears  were  stained  with  Truant's 
fluorescent  acid-fast  stain.6  Two  hundred 
eighty-seven  specimens  or  4.3%  were  culture 
positive  (Table  1).  This  is  in  accordance  with 


* From  the  Division  of  Clinical  Microbiology',  Department 
of  Laboratory  Medicine,  Medical  University  of  South 
Carolina. 

**  Address  correspondence  to  Dr.  Manos  at  the  Department 
of  Laboratory'  Medicine,  Medical  University  of  South 
Carolina,  171  Ashley  Avenue,  Charleston,  S.  C.  29425. 


other  reported  percentages  ranging  from  2.2%  to 
8.9%  positive  cultures.3,  4>  '■  8 As  would  be  ex- 
pected, the  greatest  number  of  specimens  was 
sputums  of  which  7.9%  were  culture  positive. 
The  highest  percentage  of  positive  cultures 
(11.1%),  however,  was  found  in  gastric  aspirates 
although  only  54  specimens  were  submitted.  All 
other  specimens  sources  had  positive  rates  of  less 
than  5%  (Table  1). 


Table  1 

SPECIMEN  SOURCE  FOR  MYCOBACTERLYL 
DETECTION  AND  CULTURE  POSITIVE  RATES 


Pos.  for  AFB 


Specimen  Source 

No. 

No. 

(%) 

Sputum 

2,714 

215 

7.9 

CSF 

1,138 

4 

0.4 

Urine 

868 

16 

1.8 

Other  Bodv  Fluids 

711 

11 

1.5 

Bronchial  Washing 

542 

8 

1.5 

Tissue 

380 

18 

4.7 

Other 

174 

7 

4.0 

Bone  Marrow 

116 

1 

0.9 

Gastric  Aspirate 

54 

6 

11.1 

Tracheal  Aspirate 

31 

1 

3.2 

Total 

6,728 

287 

4.3 

The  different  species  and  groups  of  mycobac- 
terial isolated  are  listed  in  Table  2 along  with  the 
number  of  isolates  of  each  species  and  the 
number  of  patients  with  each  type  of  microorgan- 
ism. Of  the  287  positive  specimens,  228  or  79% 
were  culture  positive  for  Mycobacterium  tuber- 
culosis while  the  remaining  21%  were  positive 
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for  ‘mycobacteria  other  than  tuberculosis’ 
(MOTT).  Although  MOTT  infections  are  not  re- 
portable according  to  CDC  guidelines,  the  fact 
that  one  out  of  five  mycobacteria  identified  was  in 
this  category  emphasizes  the  need  for  continued 
surveillance  for  infections  caused  by  these  or- 
ganisms. Specimens  positive  for  mycobacteria 
were  obtained  from  126  patients,  97  (77%)  of 
which  were  positive  for  M.  tuberculosis,  the  re- 
maining patients  being  positive  for  the  MOTT 
group.  The  incidence  of  M.  tuberculosis  among 
the  non-white  population  (81  patients)  was  83.5% 
as  compared  with  the  white  population  (16  pa- 
tients) with  a non-white: white  ratio  of  5 to  1. 
Alternatively,  the  incidence  of  the  MOTT  group 
of  organisms  in  the  non-white  population  (14  pa- 
tients) was  48.3%  as  compared  with  the  white 
population  (15  patients)  for  a non-white  :white 
ratio  of  1 to  1. 


Table  2 

1978-1979  MYCOBACTERIA  ISOLATES 


Organism 

Isolates 

Patients 

M.  tuberculosis 

228  (79%) 

97  (779 

Grp.  I 

M.  kansasii 

2 

1 

M.  marinum 

3 

3 

Grp.  II 

M.  scrofulaceum 

1 

1 

M.  szulgai 

1 

1 

M.  gordonae 

6 

5 

Grp.  Ill 

M.  avium  complex 

25  (8.7%) 

11  (8.79 

M.  terrae  complex 

2 

1 

Grp.  IV 

M.  fortuitum 

16  (5.6%) 

3 (2.49 

M.  chelonei  ss  chelonei 

1 

1 

M.  chelonei  ss  abscessus 

1 

1 

M.  phlei 

1 

1 

Total 

287 

126 

Since  culture  reports  may  take  as  long  as  eight 
weeks,  physicians  must  make  a decision  to  initi- 
ate therapy  in  a patient  likely  to  have  active 
mycobacterial  disease  based  on  clinical  and  his- 
torical grounds  alone.  The  acid-fast  smear  plays  a 
significant  role  in  this  decision  making.  In  an 
effort  to  evaluate  the  validity  of  the  acid-fast 
smear,  we  compared  smear  results  with  culture 
results  and  disease.  Of  the  287  positive  cultures, 
159  also  had  positive  smears  resulting  in  a true 
positive  rate  (a  measure  of  the  sensitivity  of  the 


acid-fast  smear)  of  55.4%  (Table  3).  Others3,  4 
have  reported  lower  values  for  the  sensitivity  of 
the  acid-fast  smear.  In  addition,  for  the  past  year 
we  have  increased  the  centrifugal  force  in  con- 
centrating the  specimens9  and  have  improved 
our  sensitivity  to  68.5%.  The  false  positive 
smears,  those  smears  which  are  positive  but  the 
specimen  is  culture  negative,  must  also  be  con- 
sidered. In  this  series,  of  the  6,441  specimens 
which  were  culture  negative  there  were  21 
(0.3%)  false  positive  smears.  Seven  smears  were 
from  six  patients  who  had  been  on  triple  anti- 
mycobacterial  therapy  for  an  average  of 31. 5 days 
after  the  first  positive  smear  had  been  reported. 
The  six  patients  had  a history  and/or  physical 
findings  compatible  with  probable  active  myco- 
bacterial disease  at  the  time  the  positive  smear 
was  reported.  It  can  be  presumed  that  the 
specimens  from  these  patients  contained  non- 
viable  organisms  as  a result  of  the  anti-mycobac- 
terial  therapy.  Since  the  acid-fast  smear  cannot 
distinguish  between  viable  and  non-viable  or- 
ganisms a positive  smear  report  might  be  ex- 
pected early  in  the  course  of  successful  anti- 
mycobacterial  therapy.  The  remaining  14  false 
positive  smears  were  absolute  since  they  were 
reported  within  two  days  of  a previous  positive 
smear,  were  followed  by  positive  smears  and 
cultures  or  were  from  the  only  specimen  submit- 
ted, single  specimens  being  totally  unreliable  for 
the  diagnosis  of  mycobacterial  disease. 


Table  3 

COMPARISON  OF  ACID-FAST  SMEARS 
WITH  CULTURES  AND  PAIRED  SAMPLE  ANALYSIS 


Sinear 

Culture  Pos  Neg 


Pos 

159 

Neg 

21 

Total 

180 

Total 

128  287 

6,420  6,441 

6,548  6,728 


true  positive  (sensitivity) 
true  negative  (specificity) 
false  positive 
false  negative 


159/287  = 155.4% 
6,420/6,441  - 99.7% 
21/6,441  = 0.3% 

128/287  = 44.6% 


According  to  certain  authors,3,  4 the  acid-fast 
smear  is  considered  to  be  a poor  screening 
technique  in  a population  with  a low  incidence  of 
mycobacterial  disease.  In  our  experience,  the 
acid-fast  smear,  with  improved  technology  and  in 
the  proper  setting,  continues  to  increase  in  relia- 
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bility  despite  a decreasing  incidence  of  the  dis- 
ease and  its  reliability  is  not,  as  others  propose, 
directly  related  to  the  incidence  of  mycobacterial 
disease  in  a given  population.  Analysis  of  our 
statistics  indicates  that  there  is  only  one  chance 
in  five  hundred  of  an  acid-fast  smear  being  a false 
positive  while  there  is  greater  than  two  chances 
in  three  of  getting  a positive  smear  from  patients 
with  active  mycobacterial  disease.  The  false 
negative  smears  remain  a concern  in  the  diag- 
nosis of  mycobacterial  disease.  Improved  tech- 
niques in  our  laboratory  have  decreased  this  rate 
from  57.3%  in  1974-75  to  a current  rate  of  31. 5%. 
Still,  one  in  every  three  smears  from  specimens 
of  patients  with  mycobacterial  disease  is  nega- 
tive. The  reasons  for  this  are  poor  specimen  col- 
lection, failure  of  good  laboratory  technique  or 
paucity  of  organisms  in  the  specimen.  Fortu- 
nately the  submission  of  multiple  specimens 
from  a given  patient  will  usually  result  in  sub- 
sequent positive  smears.  The  acid-fast  smear, 
thus,  is  a reliable  and  predictive  test  and  pro- 
vides the  clinician  with  early  and  valuable  infor- 
mation. □ 
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PORCELAIN  GALLBLADDER 


H.  B.  GREGORIE,  JR.  M.D.* 

H.  CLAY  ROBERTSON,  III,  M.D. 

BENJAMIN  TREEN 

JAMES  M.  RAVENEL,  M.D. 


Porcelain  or  calcified  gallbladder  is  an  un- 
common important  finding  because  of  associated 
carcinoma  involving  the  gallbladder  or  gastroin- 
testinal tract  in  one  fourth  of  the  cases.  These 
carcinomas  are  thought  to  develop  after  the  cal- 
cification of  the  gallbladder.  Because  of  associa- 
tion of  such  carcinoma,  removal  of  all  porcelain 
gallbladders  is  advisable  in  the  absence  of  indi- 
vidual contra-indications. 

It  is  the  purpose  of  this  report  to  describe  an 
illustrative  case  and  to  review  the  pertinent  liter- 
ature . 

CASE  REPORT 

A 92-year-old  white  female  was  admitted  to  St. 
Francis  Xavier  Hospital  for  evaluation  of  jaun- 
dice of  one  week  with  nausea  and  increasing 
epigastric  and  right  upper  quadrant  abdominal 
pain.  The  pain  radiated  posteriorly  and  was  unre- 
lated to  meals.  Four  months  previously,  she  had 
been  hospitalized  elsewhere  for  non-healing 
stasis  ulceration  of  her  right  leg.  Complaints  of 
abdominal  pain  at  that  time  led  to  an  upper  gas- 
trointestinal series  revealing  a large  sliding  hiatal 
hernia  and  a calcified  gallbladder.  (Figure  1) 

On  examination  the  patient  was  moderately 
obese,  elderly,  weak,  and  had  pronounced  jaun- 
dice. Tenderness  in  the  right  upper  abdomen 
and  epigastrium  was  moderate.  Her  stool  was 
quite  pale  with  a trace  of  bright  red  blood. 

The  serum  bilirubin  was  13.4  mg.  per  deciliter 
and  the  urine  was  positive  for  bile.  Serum 
amylase  was  90  Somogyi  units  and  the  complete 


* Address  correspondence  to  Dr.  Gregorie  at  Surgical  As- 
sociates of  Charleston,  P.A.,  158  Rutledge  Avenue, 
Charleston,  S.  C.  29403. 
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blood  count  was  normal.  Liver  function  de- 
rangement was  reflected  in  elevation  of  the  al- 
kaline phosphatase  to  780  units.  Lactic  dehydro- 
gense  (LDH)  29  Wacker  units,  Glutamic 
Oxaloacetic  transaminase  (SGOT)  590  units,  and 
albumin  of  3.4  mg.  per  deciliter. 

A diagnosis  of  obstructive  jaundice  was  made 
and  surgery  advised. 

A percutaneous  cholangiogram  revealed  di- 
lated intrahepatic  ducts  and  common  duct  stones 
with  slight  stenosis  of  the  distal  common  duct. 
(Figure  2)  Biliary  decompression  to  allow  im- 
provement of  the  patient’s  overall  condition  was 
achieved  through  the  cholangiographic  catheter. 

After  suitable  preparation,  laparotomy  re- 
vealed a stone-like  heavy  white  gallbladder  with 
obvious  malignant  neoplasm  extending  from  the 
gallbladder  wall  into  the  adjacent  surrounding 
liver  and  with  more  distal  spread  into  the  omen- 
tum and  subhepatic  structures.  The  neoplasm 
encased  the  biliary  radicals  to  make  dissection 
hazardous  and  futile.  The  extensive  nature  of  the 
neoplasm  indicated  impending  demise  and  an 
overall  hopeless  outlook. 

The  pathological  study  revealed  scirrhous 
adenocarcinoma  consistent  with  gallbladder  ori- 
gin in  a biopsy  taken  from  the  omentum. 

A later  transcutaneous  transhepatic  endopros- 
thesis was  inserted  in  an  attempt  to  dialate  the 
stenotic  segment  of  the  common  duct  and  enter 
the  duodenum.  This  could  not  be  successfully 
accomplished,  however,  the  endoprosthesis  was 
allowed  to  drain  externally  for  control  of  the 
jaundice,  which  subsequently  cleared.  After  a 
lingering  palliation  of  several  months,  she  ex- 
pired of  her  malignant  process. 
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FIGURE  1 — X-ray  of  the  abdomen  showing  right  upper 
quadrant  calcification  of  porcelain  gallbladder. 


REMEW  OF  LITERATURE 

Porcelain  gallbladder  has  been  recognized 
since  1831  when  the  condition  was  encountered 
at  necropsy  and  recorded  by  Fabre  of  France.  It 
is  easily  diagnosed  by  roentgenologic  techniques 
with  an  incidence  variously  reported  as  one  in 
1500  eholecystograms,  one  in  277  cholecystec- 
tomies or  0.4%  to  0.8%  of  cholecystectomies.  ^ 2- 
3 It  is  almost  exclusively  noted  in  the  elderly  and 
is  five  times  more  frequent  in  the  female. 

While  it  is  currently  accepted  that  somewhat 
less  than  1%  of  patients  with  cholelithiasis  de- 
veloped carcinoma  of  the  gallbladder,  there  is  a 
dramatic  20%  to  22%  range  of  carcinoma  in  those 
having  porcelain  gallbladder.3  Germain  noted 
that  11%  of  reported  cases  of  porcelain  gallblad- 
der had  carcinoma  of  the  gallbladder  while  9% 
had  carcinoma  elsewhere  in  the  gastrointestinal 
tract,  especially  the  colon,  in  which  a casual  rela- 
tionship remains  obscure.0 

Two  types  of  calcification  of  the  gallbladder  are 
known  and  may  occur  in  tandem.  Calcification  of 
the  muscularis  layer  of  the  gallbladder  wall  is 
seen  and  separately  calcification  of  the  mucosa 
which  may  be  plaque-like.6  The  two  types  repre- 
sent different  mechanisms  of  formation.  In- 


FIGURE 2 — Percutaneous  cholangiogram  showing  porce- 
lain gallbladder  and  dilated  biliary  ducts  with  stones  in  the 
distal  common  duct. 


tramural  or  dystrophic  calcification  ol  the  wall  is 
preceded  by  necrosis  and  fibrosis  caused  by 
chronic  inflammation.  Mucosal  calcification  may 
be  caused  by  deposition  ol  calcium  carbonate 
which  is  excreted  with  the  mucus  ol  the  gallblad- 
der. Both  types  are  related  to  obstruction  of  the 
cystic  duct  or  infundibulum  with  ensuing  chronic 
inflammation  and  probably  increased  mucus  se- 
cretion.2’ 6’  '■  8 Metabolic  abnormalities  of  cal- 
cium have  been  suggested  as  a cause.9  The  serum 
calcium  and  phosphorus  levels,  however,  are 
generally  within  normal  limits  Irom  studies  in 
most  patients.2 

Microscopic  sections  of  the  gallbladder  show 
varying  degrees  of  fibrous  tissue  reaction  with 
destruction  of  the  mucosa  and  squamous  meta- 
plasia, lymphocytic  infiltration,  small  hemor- 
rhages, and  nests  of  possible  precancerous  atypi- 
cal cells.2,  1 

Clinically  porcelain  gallbladder  is  usually 
asymptomatic.6’  1 It  is  typically  discovered  by  the 
appearance  of  a round  or  pear  shaped  opacity  in 
the  right  upper  quadrant  on  roentgenograms  of 
the  abdomen.  Differential  diagnosis  includes 
hepatic  abscess,  echinococcus  cyst,  costal  carti- 
lage calcification,  mucocele  of  the  appendix,  and 
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tumors  of  the  adrenal  gland.6,  7 Porcelain  gall- 
bladder may  be  distinguished  by  differential 
radiologic  techniques,  which  are  rarely  neces- 
sary beyond  the  plain  abdominal  film.6 

The  carcinoma  associated  with  porcelain  gall- 
bladder is  usually  scirrhous  infiltrating  adenocar- 
cinoma. Squamous  carcinoma  has  been  de- 
scribed.3 The  carcinoma  generally  arises  in  the 
epithelium  of  the  dome  or  neck  of  the  gallbladder 
and  spreads  by  direct  extension  initially  and  sec- 
ondarily by  lymphatics.9,  10  The  liver  is  the  ear- 
liest and  most  frequently  involved  of  the  adjacent 
structures.9 

Chronic  irritation  with  scarring  and  epithelial 
change  which  relate  to  the  calcification  are  prob- 
ably responsible  for  the  subsequent  develop- 
ment of  carcinoma.2, 4>  5 Chemical  carcinogens  in 
stagnant  bile  may  also  be  pathogenic. 

SUMMARY 

While  carcinoma  of  the  gallbladder  is  usually 
aggressive  and  fatal,  it  may  be  cured  by  early 
cholecystectomy.  It  is  recommended  that  porce- 
lain gallbladder  be  removed  promptly  due  to  the 
high  incidence  of  associated  carcinoma.  It  should 
be  regarded  as  a precancerous  lesion.  This  case 


report  and  a review  of  the  literature  document 
this  recommendation.  □ 
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SCMA  DOCTOR  OF  THE  DAY  PROGRAM 

Plans  are  underway  now  for  the  Doctor  of  the  Day  Program  during  the  1982  Legislative  Session.  This 
is  a valuable  service  provided  by  members  of  the  SCMA  for  legislators  and  employees  at  the  S.  C.  State 
House.  The  Doctor  of  the  Day  is  expected  to  handle  medical  emergencies  during  the  hours  of  9:00  a.m. 
and  3:00  p.m.  on  his  assigned  day.  If  you  would  like  to  give  one  day  of  your  time  to  this  most  worthwhile 
endeavor,  please  fill  out  the  form  below  and  return  to  Kay  Douglass  at  the  SCMA  Office,  P.  O.  Box 
11188,  Columbia,  S.  C.  29211. 


I would  like  to  serve  as  Doctor  of  the  Day  on 
If  that  date  is  taken,  I could  serve  on  


NAME  ADDRESS 


CITY 


ZIP  OFLICE  TELEPHONE 
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535  NORTH  DEARBORN  STREET 


Among  the  many  rewards  of  medicine  is  the 
opportunity  to  travel  each  year  to  one  of  the  “big 
towns”  for  a specialty  society  meeting  to  learn  of 
the  latest  scientific  developments,  to  visit  the 
fine  restaurants,  theaters,  and  art  galleries,  and 
to  renew  old  friendships  and  make  new  ones. 
Last  year,  my  specialty  society  meeting  was  in 
Chicago.  It  occurred  to  me  that  a visit  to  the 
American  Medical  Association  headquarters  on 
North  Dearborn  Street,  if  perhaps  “off  the 
beaten  path,  would  be  of  interest.  I learned 
from  our  SCMA  office  that  our  representative  in 
Chicago,  Mr.  Dan  Finch  of  the  Office  of  Medical 
Society  Relations,  would  be  delighted  to  arrange 
a guided  tour. 

My  imagination  had  always  perceived  the 
AMA  headquarters  as  a gigantic  marbled  sky- 
scraper competing  for  Chicago  sunshine  with  the 
best  of  them,  such  as  the  Sears  Tower  and  the 
John  Hancock  Center.  Much  to  my  surprise,  I 
found  the  headquarters  at  535  North  Dearborn 
Street  to  be  a quite  modest-looking  nine-story 
building  — an  efficient,  no-nonsense  kind  of 
place.  For  the  most  part,  there  was  a Spartan  look 
about  its  interior.  It  was  a building  of  linoleum 
floors  and  steel  desks  and  cabinets,  a crowded 
building  full  of  busy  people,  preoccupied  with 
their  various  tasks. 

Mr.  Finch  presented  himself  as  an  unpreten- 
tious Tar  Heel,  his  office  complete  with  a sign  on 
the  wall  proclaiming  Chapel  Hill  to  be  “the  beer 
drinking  capitol  of  the  world.  He  took  me  to  the 
eighth  floor  library,  which  proved  to  be  one  of 
the  most  unique  medical  libraries  in  the  world. 
Despite  its  mammoth  size  with  2500  journal  ti- 
tles and  17  librarians,  it  is  a remarkably  func- 
tional library  as  opposed  to  an  archival  library. 


There  appeared  to  be  little  or  no  duplication  of 
the  services  offered  by  research  libraries  such  as 
those  at  universities  and  at  the  National  Insti- 
tutes of  Health.  Instead,  the  AMA  library  retains 
only  recent  issues  of  journals,  develops  bibliog- 
raphies in  areas  neglected  by  others  (especially 
areas  dealing  with  the  socioeconomic  aspects  of 
medicine),  and  emphasizes  its  ability  to  respond 
to  the  needs  of  practicing  physicians,  public  or- 
ganizations, and  patients.  My  tour  guide,  Mrs. 
Mary  Jo  Dwyer,  pointed  with  pride  to  a restored 
portrait  of  Dr.  Nathan  Smith  Davis,  the  AMA 
founder. 

Reluctantly,  I left  the  library  and  Mrs.  Dwyer 
with  her  many  anecdotes  about  the  place  (“In 
1872,  the  North  Dakota  delegation  did  not  arrive 
for  the  annual  meeting  because  their  train  was 
attacked  by  Indians”).  Mr.  Finch  led  me  next  to 
the  Division  of  Survey  and  Data  Sources.  Like 
the  library,  this  office  offers  a unique  resource  to 
American  physicians.  Nowhere  else  can  one  find 
a computerized  data  base  on  every  physician  in 
the  Lbiited  States,  with  information  stored  from 
his  first  day  of  medical  school.  The  director  of 
Physician  Biographic  Records,  Mr.  George  A. 
Ryan,  led  me  to  a computer  terminal  where  my 
name  was  entered.  The  oversights  caused  by  my 
failure  to  update  my  curriculum  vitae  for  the 
AMA  office  were  corrected  within  a minute. 
With  one  magic  wave  of  her  finger,  the  computer 
operator  remov  ed  my  name  from  all  “junk  mail 
listings,  advising  me  that  my  postman  would  be 
burdened  no  longer  with  publications  such  as 
Hospital  Jetsam  and  Beleaguered  M.D.  I learned 
that  the  AMA  had  started  this  unique  data  file  in 
1906,  and  that  in  no  other  country  was  the  physi- 
cian population  so  readily  identified. 
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Next,  Mr.  Finch  escorted  me  to  the  vice  presi- 
dent of  the  Group  on  Public  and  Federation  Re- 
lations, Mr.  Steven  B.  Sekins.  I learned  of  the 
remarkable  ability  of  the  AM  A to  respond  both  to 
the  public  and  to  the  various  medical  societies  on 
just  about  any  conceivable  issue  affecting 
medicine  and  the  public  welfare. 

The  highlight  of  my  tour  was  a visit  with  Dr. 
William  Barclay,  Editor  oiJAMA.  My  imagina- 
tion had  always  perceived  the  editorial  offices  of 
JAMA  to  be  an  enormous  suite,  filling  at  least  two 
floors  of  office  space.  To  my  surprise,  I found  the 
work  being  carried  out  quietly  and  efficiently  by 
several  editors  and  a few  secretaries.  Dr.  Barclay 
proved  to  be  a remarkable  man.  Although  best 
known  as  a research  worker  and  as  an  editor,  I 
learned  within  several  minutes  that  he  is  also  an 
accomplished  fox  hunter,  skier,  golfer,  and 
sailor.  Sharing  some  of  the  concerns  of  our  own 
editorial  board,  he  expressed  his  opinions  about 
scholarship  in  clinical  medicine. 

“Our  profession  is  not  seeking  publication  of 
their  work  to  the  extent  that  they  should  be,’  Dr. 
Barclay  stated.  He  indicated  that  while  JAMA 
receives  many  more  manuscripts  than  can  be 
published,  there  has  been  a trend  in  recent  years 
for  the  number  of  manuscripts  submitted  each 
week  to  “fall  off.  ” Echoing  some  of  the  concerns 
which  have  appeared  from  time  to  time  in  our 
own  editorial  pages,  Dr.  Barclay  went  on  to  note 
that  “there  is  a difference  between  being  a 
tradesperson  and  a professional  person  ...  if  you 
are  a professional  in  the  real  sense  of  the  word, 


this  implies  a certain  degree  of  scholarship.”  He 
emphasized  that  even  the  preparation  of  a case 
report  is  extremely  valuable,  for  it  demands 
thinking  about  that  patient  in  great  depth.  “I  am 
distressed  that  professors  of  medicine  don’t 
stimulate  their  house  officers  to  publish,”  he  con- 
tinued. “I  want  to  encourage  young  people  to 
write.” 

Reflecting  on  the  origins  of  the  declining  ten- 
dency toward  scholarship  in  medicine,  Dr. 
Barclay  noted  that  this  phenomenon  pervades 
our  society.  In  our  age  of  instant  communication, 
relatively  few  persons  write  thoughtful  essays. 
Dr.  Barclay  illustrated  this  phenomenon  with 
the  story  of  physics.  The  future  historian  can  turn 
to  voluminous  correspondence  among  physicists 
at  the  turn  of  the  present  century  to  learn  how 
they  derived  their  theories.  However  in  physics, 
as  in  medicine,  “The  future  historians  looking 
back  on  today’s  breakthroughs  will  have  much 
less  to  go  by.” 

Dusk  was  falling  upon  Chicago,  and  I reluc- 
tantly left  535  North  Dearborn  Street,  realizing 
for  perhaps  the  first  time  that  our  membership 
dues  to  the  AMA  represent  dollars  which  are 
spent  both  efficiently  and  conscientiously.  And 
just  meeting  Dr.  Barclay  was  well  worth  the  trip 
to  Chicago  — he  indicated  that  he  would  proba- 
bly retire  to  Hilton  Head  within  several  years, 
and  would  be  delighted  to  help  us  with  our  own 
Journal  as  a way  of  “keeping  my  hand  in  medi- 
cine.” 

— CSB 


The  Editorial  staff  continues  to  welcome  letters  to  the  Editor  as  well  as  guest  editorials. 


56 


The  Journal  of  the  South  Carolina  Medical  Association 


SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

AUXILIARY 


WHAT  IS  THE  AMA-ERF? 

The  American  Medical  Association  Education  and  Research  Foundation  (AMA-ERF)  was 
begun  in  1951.  Since  that  time,  Auxiliary  members  have  made  fund  raising  for  AMA-ERF  a 
priority.  Auxiliary  members  nationwide  have  raised  more  than  33  million  dollars  lor  this 
worthycause.  Of the  1.7  million  raised  this  past  year,  South  Carolina’s  part  was  just  at  $20,000. 

AMA-ERF  is  a non-profit  foundation  established  to  help  provide  funds  to  meet  the  growing 
requirements  of  today’s  medical  schools.  It  supports  medical  education;  provides  financial 
assistance  to  medical  students,  interns  and  residents;  fosters  scientific  and  medical  research; 
and  provides  funds  for  rural  and  community-oriented  pilot  health  projects. 

The  work  of  the  AMA-ERF  is  made  possible  through  the  contributions  of  individuals. 
Approximately  two-thirds  of  its  income  has  come  from  physicians  and  the  fund-raising  efforts  ol 
AMA  Auxiliary  members  over  the  years. 

A donation  through  AMA-ERF  gives  medical  schools  two  important  financial  advantages: 
gifts  are  usually  unrestricted  and  may  be  used  by  the  schools  where  they  are  needed  most;  and 
the  foundation  covers  the  expenses  schools  might  normally  incur  in  fund  raising. 

Medical  schools  are  a principal  focus  of  AMA-ERF  support,  and  this  is  where  the  fund- 
raising efforts  of  the  auxiliary  are  directed.  But  there  are  a number  of  other  programs 
supported  through  AMA-ERF.  One  is  the  Unrestricted  Fund,  a flexible  fund  used  to  support 
special  demonstration  health  and  medical  programs,  research,  and  to  provide  other  grants  of 
national  impact.  Another  is  the  Rock  Sleyster  Memorial  Scholarship  Program,  funded  com- 
pletely by  a bequest,  which  provides  approximately  12  scholarships  of  $2,000  to  deserving 
medical  students,  normally  in  their  last  years  of  training,  who  have  demonstrated  interest  in 
psychiatry.  AMA-ERF  also  supports  a Categorical  Research  Grants  Program  which  awards 
grants  from  contributions  designated  by  donors  for  research  in  specific  fields. 

Funds  for  medical  schools  go  where  the  contributors  want  them  to  go.  If  no  particular  school 
is  designated,  the  money  wall  be  divided  equally  among  all  AM A-app roved  medical  schools. 

Because  only  a small  amount  is  donated  as  unrestricted  gifts,  the  AMA-ERF  board  focuses 
on  national  and  experimental  programs  in  awarding  grants.  Service  programs,  such  as  regional 
health  education  centers,  generally  are  beyond  AMA-ERF  resources. 

Every  dollar  contributed  which  is  designated  for  a specific  medical  school  goes  to  that 
school.  Earnings  on  contributions,  though  they  are  in  AMA-ERF  accounts  for  only  a short 
period  of  time,  largely  cover  the  expenses  of  soliciting,  receiving  and  handling  contributions. 
Many  services  are  also  contributed  to  the  foundation,  cost-free,  by  the  AMA. 

Your  contribution  is  a matter  of  importance  to  the  AMA-ERF.  It  could  mean  helping  a 
medical  school  upgrade  its  teaching  standards  or  increase  its  enrollment,  or  provide  a student 
with  the  financial  means  to  finish  his  or  her  education. 

Contributions  to  AMA-ERF  are  tax  deductible:  it  is  classified  by  the  Internal  Revenue 
Service  as  a 501(c)(3)  organization.  Gifts  are  regarded  as  charitable  contributions  to  a public 
foundation. 

( The  AMA  Auxiliary  magazine  September  1981  issue  of  FACETS  was  the  source  of  information  for  this 
article.) 
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FAMILY  PHYSICIAN  to  join  2-man  family  prac- 
tice next  door  to  300  bed  hospital.  Excellent 
privileges.  Salary  guaranteed  with  fringes  and 
incentives.  Partnership  at  end  of  second  year. 
Contact:  E.  P.  Dickerson,  M.D.,  Westside  Fam- 
ily Physicians,  Suite  5500,  2010  59th  Street, 
West,  Bradenton,  FL  33529  (813)  792-2211. 

SOUTH  CAROLINA  — HCA’s  Professional  Re- 
lations Office  offers  a free,  no  obligation  physi- 
cian placement  service.  We  are  aware  of  private 
practice  opportunities  for  many  medical  special- 
ties in  communities  served  by  HCA  hospitals. 
For  more  information,  address  confidential  in- 
quires to  Fee  Nelson;  Manager,  Medical  Rela- 
tions; HCA;  One  Park  Plaza;  Nashville,  TN  37203 
or  call  toll-free:  1-800-251-2561. 

PHYSICIANS  — LOCATE  IN  REAUTIFUL 
CHARLESTON,  SOUTH  CAROLINA. 

For  Lease:  Brick  building  on  one-acre  comer  lot. 
1600  sq.  ft.  Ideal  office  for  two  physicians.  Paved 
parking  area.  Excellent  exposure.  Much  room  for 
expansion  for  Medical  Complex.  Folly  Road  and 
Means  Street,  Highway  171,  Cross  Creek  Shop- 
ping Center  area,  Charleston,  S.  C.  Write  John 
W.  Shealey,  664  Gregg  Drive,  Charleston  29412 
or  call  (803)  795-0466. 

DOCTORS  OFFICE  BUILDING  FOR  RENT: 

1589  square  feet  of  space  converted  for  medical 
occupant.  Central  heat  and  air.  Security  system. 
Convenient  downtown  location.  Off-street  park- 
ing available.  Contact:  Rosen  Real  Estate,  1716 
Bull  Street,  Columbia,  SC,  29201,  252-9321. 
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Write:  The  Arthritis  Foundation 
3008  Millwood  Avenue 
Columbia,  S.  C.  29205 
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From  the  State  House: 

LEGISLATIVE  UPDATE 


February,  1982 


Other  than  the  continuing  stalemate  on  Reapportionment,  the  Legislature  is  in 
full  swing  going  into  mid-February. 

The  Chiropractic  Scope  Bill  ( S.636 ) has  been  reported  out  (unanimously)  of  the 
Senate  Medical  Affairs  Committee  (henceforth  SMA)  favorably  with  amendments.  It  is 
currently  "pending  debate"  on  the  Senate  floor  and  could  even  have  had  one  of  the  two 
necessary  readings  to  "pass"  the  full  Senate  by  the  time  this  Update  reaches  you. 

(Once  a bill  passes  the  Senate,  the  House  repeats  the  entire  process — Committee  study 
then  consideration  on  the  House  floor.)  The  members  of  the  SMA  Committee  who  met  and 
"voted  out  favorably"  on  S.636  should  receive  our  thanks  for  voting  for  ours  and  the 
public's  interest.  Those  Senators  are  Hyman  RubZn,  Ryan  SkcaZy , AZcx  M acauZay , Ha/ivcy 
PceZe/i,  W cZZ  SmZth,  RZckaJtcUon,  GZcn  McConnell.,  HanJty  Chapman,  CoZman  Poag , 

HeyivaAct  McVonaZd,  VavZd  Tu/inZp&  ccd , Notuna  RlmacZZ,  M.  E.  McVonaZd,  Tom  Mo  otic,  LZz 
Patt&uon,  and  A/uthuA  RavcncZ. 


We  are,  more  than  ever,  urging  all  physicians  to  contact  your  entire  legislative 
delegation — House  and  Senate  members  both  on  this  issue.  Urge  them  to  support  the 
"compromise"  version,  which  was  recommended  by  a sub-committee  of  the  SMA  Committee 
and  was  later  agreed  to  by  the  full  SMA  Committee.  The  "compromise",  if  we  may  refer 
to  it  as  such,  did  not  give  SCMA  all  of  the  protections  against  Chiropractors  that  we 
asked  for,  but  it  does  keep  in  tact  our  basic  request — to  limit  Chiropractors  to  the 
spine  and  the  related  functions  of  its  diagnosis  and  treatment.  S.636 , as  recommended 
by  SCMA  does  this  and  also  specifically  prohibits  "invasive  diagnostic  techniques" 
(including  blood  work  and  urine  analysis) . 

After  basically  agreeing  to  the  so-called  "compromise,"  the  Chiropractic  repre- 
sentative later  reneged,  urging  the  SMA  and  later  the  full  Senate  and  House  to  allow 
Chiropractors  to  take  body  specimens — the  diagnostic  lab  work-ups  of  body  fluids. 

The  following  "Fact  Sheet"  outlines  the  arguments  of  the  Mixer  Chiropractors 
and  the  reasons  for  refusal  of  this  request  by  SCMA: 


Arguments  by  Chiropractors 

1.  The  Chiropractic  Board  has  held  that 
diagnostic  work  is  within  the  purview 
of  D.C's  in  order  to  separate  medical 
problems  from  chiropractic  problems. 


Chiropractors  refer  medical  problems 
to  medical  doctors  or  appropriate 
health  care  professional. 


Rebuttal  by  SCMA 

1 . Diagnosis  of  medical  problems  requires 
medical  training.  Ruling  out  a medical 
problem  requires  as  much  training  as 
diagnosing  a medical  problem.  Chiro- 
practors do  not  have  adequate  training 
to  make  medical  diagnoses. 

Referrals  from  D.C.'s  to  M.D.'s  are 
extremely  rare.  Independent  studies 
back  this  argument. 


2.  Chiropractic  diagnosis  of  bodily  fluids 
is  safe. 


3.  Lab  technicians  with  less  training  than 
Chiropractors  are  allowed  to  draw  blood. 


4.  Without  urine  or  blood  analysis,  a 
Chiropractor  cannot  rule  out  medical 
problems  and,  therefore,  cannot  treat 
a patient  for  fear  of  malpractice. 

South  Carolina  will  become  a "straight" 
Chiropractic  state  with  no  "mixers" 
left  to  treat  the  patients. 


5.  Chiropractors  are  trained  to  do  diagnoses. 


6.  To  disallow  urinalysis  and  blood  tests 
will  drive  Chiropractors  out  of  business 
in  South  Carolina  and  into  other  states. 


2.  Not  safe.  Patients  lured  into  think 
ing  Chiropractor  who  "diagnoses" 
internal  bodily  fluids  and  systems 
has  completely  "cleared"  him  of  any 
disease . 


3.  Lab  technicians  draw  and  analyze 
blood  but  do  not  make  diagnoses  of 
the  results. 

4.  Chiropractors  who  make  medical  diag- 
noses would  be  subject  to  malpractic 
suits,  also.  Plus,  Chiropractors  wi . 
"misdiagnose"  medical  cases. 

The  people  of  the  State  of  South 
Carolina  are  entitled  to  a clear 
definition  of  what  a Chiropractor  is 
and  what  is  within  the  scope  of  prac 
tice  of  that  profession — a "cut  off" 
to  allow  insurance  companies  to  judg 
appropriate  claims  for  Chiropractors 

5.  Chiropractors  are  trained  to  give 
chiropractic  diagnoses  (i.e.  misalign 
vertebrae) . Chiropractic  schools  do 
not  have  access  to  medically  ill 
people.  These  students  only  see  tho i 
with  possible  misaligned  vertebrae. 

6.  Only  20-35  estimated  Chiropractors  a 2 
now  performing  this  procedure.  Only 
approximately  30-odd  Chiropractors 
have  ever  had  the  nerve  to  seek  reim 
bursement  for  this  procedure  from  a 
third  party  payor.  Doing  lab  work-us 
does  not  appear  to  be  a large  part  o 
chiropractic  practice  in  S.  C. — prin 
cipally  because  the  Chiropractic 
Practice  Act  does  not  authorize  work 
of  this  nature. 


Child  Restraint  Legislation 


The  legislation  which  would  require  vehicle  passenger  restraints  for  children  under 
four  years  of  age  was  recently  considered  by  the  Senate  Transportation  Committee.  That 
committee,  on  a unanimous  vote,  agreed  to  have  this  legislation  reflected  as  a committee 
bill.  Now  taking  the  form  of  S.750,  it  is  expected  to  be  taken  up  by  the  full  Senate  by 
early  to  mid-February. 

SOCPAC  Workshop 

The  South  Carolina  Political  Action  Committee  (SOCPAC)  is  sponsoring,  in  conjunctior 
with  the  American  Medical  Political  Action  Committee  (AMP AC) , a Workshop  for  all  Auxiliss 
and  physicians  in  Columbia  on  March  3,  1982  at  the  William  S.  Hall  Institute  Forum.  The 
time  is  2:00  p.m.  until  5:00  p.m.  Representatives  from  both  the  National  Democratic  an< 
Republican  Committees  will  be  featured,  as  well  as  a member  of  the  AMPAC  Board  and  a 
representative  of  the  AMA  (American  Medical  Association)  Auxiliary.  We  are  counting  on 
a good  turnout  for  this  first-ever  function,  so  please  make  every  effort  to  attend  and 
bring  your  wife.  Call  the  SCMA  office  for  further  information  at  252-6311. 
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EMOTIONAL  STRESS  IN  THE  PATIENT  WITH 
CORONARY  ATHEROSCLEROSIS 

GRADY  H.  HENDRIX,  M.D.* 


Recent  information  which  allows  one  to  docu- 
ment in  a quantitative  way  tire  contribution  of 
behavorial  factors  to  cardiovascular  diseases  and 
the  effect  of  these  factors  in  patients  with  known 
coronary  atherosclerosis  have  led  us  into  an  en- 
tirely new  area.  However,  the  basic  ideas  are  old 
ones.  In  1628,  Dr.  William  Harvey  stated  “even* 
affection  of  the  mind  that  is  attentive  with  either 
pain  or  pleasure,  hope  or  fear,  is  a cause  of  an 
agitation  whose  influence  extends  to  the  heart. 
Dr.  John  Hunter  once  stated  “my  life  is  in  the 
hands  of  any  rascal  who  chooses  to  annoy  me  and 
Dr.  Hunter’s  life  ended  when  he  died  suddenly 
while  attending  a board  meeting  at  St.  George’s 
Hospital  in  London  in  1793.  Sir  William  Osier 
was  among  one  of  the  first  to  observe  that  the 
stresses  and  strains  associated  with  ones'  living 
habits  rather  than  excesses  in  eating  and  drinking 
probably  were  responsible  for  arterial  degenera- 
tion. Xot  only  does  emotional  stress  play  a role  in 
atherogenesis.  but  its  impact  in  the  patient  with 
coronarx'  atherosclerosis  and  its  manifestations  is 
immense.  This  paper  will  attempt  to  deal  with 
this  in  three  aspects;  emotional  stress  as  a precur- 
sor to  acute  cardiac  events,  emotional  stress  in 
the  patient  with  an  acute  myocardial  infarction, 
and  emotional  stress  in  the  post  myocardial  in- 
farction patient. 


* Division  of  Cardiology.  Medical  University  of  South 
Carolina.  171  Ashley  Avenue,  Charleston.  S.  C.  29425. 


Emotional  Stress  As  A Precursor  to  Acute  Car- 
diac Events  Acute  Myocardial  Infarction,  Un- 
stable Angina,  Sudden  Death.) 

The  role  that  the  emotions  can  play  in  pre- 
cipitating acute  cardiac  events  in  individuals  with 
coronary  atherosclerosis  cannot  be  more  aptly 
pointed  out  than  by  observing  patients  undergo- 
ing cardiac  catheterization  and  coronary  ar- 
teriography. The  evening  before  the  procedure, 
the  individual  is  told  the  exact  nature  of  what  is 
going  to  happen  and  the  fact  that  complications, 
including  death,  are  associated  with  it.  It  is  not 
unusual  to  have  the  patient  experience  an 
exacerbation  of  his  angina  throughout  the  night 
and  even  on  occasions  acute  myocardial  infarc- 
tion and  sudden  death  have  been  known  to  oc- 
cur. One  report  compared  a large  series  of  pa- 
tients gathered  from  many  hospitals  who  were 
prepared  for  cardiac  catheterization  and  coro- 
nal-}' arteriography  and  at  the  last  moment  it  was 
cancelled  for  one  reason  or  another,  to  a group 
who  underwent  the  procedure.  The  incidence  of 
acute  myocardial  infarction,  sudden  death,  and 
complex  ventricular  arrhythmias  was  as  great  in 
the  group  who  did  not  undergo  the  procedure  as 
those  who  did.1  This  is  obviously  an  example  of 
extreme  emotional  stress  and  the  question  is,  is 
there  really  a precursor  of  emotional  stress  to  the 
occurrence  of  acute  cardiac  events  in  daily  life? 

The  most  indepth,  presently  available  work  in 
diis  area  has  been  conducted  by  Ray  and  As- 
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sociates  at  the  Naval  Healtli  Research  Center  in 
San  Diego,  California.  By  construction  of  a Re- 
cent Life  Changes  Questionnaire,  they  have  ac- 
quired a tremendous  amount  of  data  on  the  ef- 
fects of  life  change  and  stress  in  the  patient  with 
coronary  atherosclerosis.  Their  data  are  available 
on  patients  who  suffered  and  survived  an  acute 
myocardial  infarction,  those  who  died  suddenly, 
and  those  who  died  between  one  hour  and  one 
month  after  suffering  an  acute  myocardial  infarc- 
tion. Two-thirds  of  patients  who  survived  an 
acute  myocardial  infarction  indicated  that  they 
underwent  a substantial  increase  in  recent  life 
change  experience  over  the  six  month  period 
prior  to  their  myocardial  infarction  and  three- 
fourths  of  those  who  did  not  survive  experienced 
a significant  increase  in  recent  life  changes  in  the 
preceeding  six  months.2  Wolfe  demonstrated 
that  not  only  did  major  life  stress  events  such  as 
divorce,  loss  of  job,  and  death  of  a spouse  or  loved 
one  have  a major  impact,  but  that  post- 
myocardial  infarction  patients  with  the  usual 
type  A personality  characteristics  had  a higher 
risk  of  sudden  death  and  recurrent  myocardial 
infarction  than  patients  who  did  not  have  a type  A 
personality  behavior.3 

Two  approaches  are  suggested  for  preventive 
medicine  in  this  aspect  of  emotional  stress  and 
heart  disease.  First,  the  recognition  of  life’s 
stress  buildup  and  its  significance  is  necessary  by 
the  patient  and  his  physician.  Education  in  this 
aspect  of  the  patient’s  health  and  alertness  by  his 
physician  is  essential.  When  recognized,  altera- 
tion of  the  life’s  stress  load  should  be  undertaken 
to  maintain  health  and  avoid  a catastrophic  car- 
diovascular event.  Second,  behaviors  and  at- 
titudes typical  of  coronary  heart  disease  patients 
as  reflected  in  their  behavior  pattern  may  be 
more  dangerous  once  they  have  developed  clini- 
cal atherosclerosis  of  the  coronary  circulation. 
Therefore,  every  effort  must  be  made  to  make 
them  more  adaptive  and  to  influence  their  per- 
sonality and  life  style  so  that  a recurrence  of 
myocardial  infarction  or  sudden  death  is  less 
likely. 

Emotional  Stress  In  The  Patient  With  Acute 
M yocardial  I nfarction . 

The  patient  who  has  suffered  an  acute  myocar- 
dial infarction  is  probably  in  the  most  stressful 
and  difficult  situation  of  his  entire  life.  His  life  is 
threatened  and  catastrophe  has  struck.  He  sees 
his  whole  future  changed  and  realizes  that  he 
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may  not  even  survive.  It  is  a time  when  every- 
thing possible  must  be  done  to  help  the  patient 
handle  his  stress  and  anxiety  without  contribut- 
ing to  the  disease  process  itself. 

An  individual  who  is  able  to  cope  with  this 
acute  event  in  the  Coronary  Care  Unit  will  be 
able  to  communicate  his  feelings,  to  manage  his 
emotions,  and  to  control  his  behavior.  He  will  be 
able  to  demonstrate  verbally  that  he  can  perceive 
things  clearly,  logically,  and  will  cooperate  in  his 
care. 

The  patient  who  has  suffered  an  acute  myocar- 
dial infarction  must  deal  with  the  somatic  distress 
of  the  sudden  onset  of  the  clinical  event,  the 
helplessness  of  being  unable  to  resolve  it  himself, 
the  awareness  of  having  had  a “heart  attack,” 
entrance  to  the  Emergency  Room  and  hospital 
while  totally  helpless  in  the  presence  of  strang- 
ers, being  put  to  bed,  monitoring  in  a Coronary 
Care  Unit,  and  the  separation  from  familiar  per- 
sons and  places.  Many  studies  have  shown  an 
increase  in  serum  catecholamine  levels  during 
this  time  which  are  no  doubt  related  to  the  emo- 
tional distress  of  the  event.4  Studies  indicate  that 
it  may  take  weeks  for  the  biochemical  and 
physiological  responses  of  the  cardiovascular  and 
neuroendocrine  systems  to  subside.5  There  are 
well  documented  cases  of  death  occurring  under 
the  effects  of  acute  emotional  stress  in  patients 
without  acute  myocardial  infarction6,  1 as  well  as 
in  patients  with  acute  myocardial  infarction.8 
Elevated  catecholamine  levels,  which  in  the  pa- 
tient with  acute  infarction  are,  at  least  in  part, 
due  to  emotional  stress,  can  lead  to  myocardial 
necrosis  or  spread  of  the  infarcted  myocardium  in 
the  sense  that  cells  which  are  ischemic  but  not 
yet  dead  may  suffer  death.9, 10  Numerous  studies 
have  shown  a relationship  between  emotionally 
stressful  states  and  physiologic  events  such  as  an 
increase  in  heart  rate  for  as  long  as  four  hours 
after  witnessing  a resuscitation  procedure11  and 
large  number  of  visitors  resulting  in  a higher 
frequency  of  ventricular  arrhythmias.12  Every- 
thing possible  must  be  carried  out  to  help  the 
patient  with  the  acute  infarction  cope  with  his 
illness  and  his  surroundings  and  to  reduce  the 
levels  of  emotional  stress.  This  is  most  critical  in  a 
Coronary  Care  Unit  but  continues  throughout 
the  entire  hospitalization.  The  nurse  plays  a vital 
role  in  this  endeavor.  The  nurse  will  determine 
whether  or  not  the  patient  can  cope  and  whether 
fears  can  be  alleviated  so  that  the  patient  has  a 
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maximum  chance  of  survival  and  recovery.  One 
should  consider  giving  the  patient  information 
about  his  illness  so  that  he  does  feel  he  has  a 
reasonable  chance  of  recovery,  allowing  him  as 
many  conveniences  of  life  as  possible  without 
jeopardizing  his  health,  encouraging  welcome 
visitors  and  avoiding  unwelcome  visitors,  allow- 
ing ambulation  as  soon  as  possible  and  getting  the 
patient  out  of  the  CCU  to  a regular  hospital  room 
as  soon  as  possible.  Toward  the  end  of  this  hos- 
pitalization, the  patient  should  be  started  on  a 
physical  and  emotional  rehabilitation  program 
and  educated  thoroughly  in  his  disease  and  how 
to  cope  with  it. 

Emotional  Stress  in  the  Patient  After  an  Acute 
Myocardial  Infarction. 

The  patient  who  has  suffered  an  acute  myocar- 
dial infarction  is  very  much  aware  that  “the  ani- 
mal’s heart  is  the  basis  of  his  life,  the  sun  of  his 
microcosm;  on  the  heart  all  of  his  activity  de- 
pends, from  the  heart  all  of  his  liveliness  and 
strength  arrives  as  stated  by  William  Harvey  in 
1628.  The  post-mvocardial  infarction  patient 
needs  behavioral  modification  and  emotional 
stress  rehabilitation  as  much  as  he  needs  physical 
rehabilitation.  One  of  the  major  problems  for  the 
post-myocardial  infarction  patient  is  the  fear  of 
another  infarction  or  possibly  sudden  death.  Two 
factors  suggest  that  elevated  catecholamines  con- 
tribute to  sudden  death  or  recurrent  myocardial 
infarction  in  the  post-myocardial  infarction  pa- 
tient. A number  of  studies  have  shown  that 
cigarette  smoking  after  a myocardial  infarction 
greatly  increases  the  chance  of  sudden  death. 
Mulcahv  demonstrated  that  the  incidence  of 
sudden  death  was  times  greater  in  those  who 
continue  to  smoke  than  in  those  who  simply  stop 
smoking  at  the  time  of  their  myocardial  infarc- 
tion.13 The  other  factor  is  that  a number  of 
studies  have  shown  that  patients  on  long  term 
beta  blockade  therapy  after  a myocardial  infarc- 
tion have  a significant  reduction  in  cardiac  deaths 
as  well  as  non-fatal  reinfarction.  One  such  large 
study  demonstrated  that  the  incidence  of  these 
two  events  was  almost  double  in  patients  on 
placebo  as  opposed  to  those  on  beta  blockers.14 
Therefore  it  would  seem  logical  to  assume  that 
emotional  stress  which  raises  catecholamine 
levels  would  be  expected  to  behave  in  the  same 
fashion  in  patients  who  have  suffered  an  acute 
myocardial  infarction.  Many  of  these  patients 
have  their  underlying  emotional  stress  proclivity 


exacerbated  by  a depression  and  fear  in  the  post 
infarct  period.  Clinical  depression  occurs  in  a 
high  percentage  and  in  some  studies  as  high  as 
55%  of  patients  during  the  first  three  months 
after  an  acute  myocardial  infarction  suffer  clinical 
depression.13  In  addition  to  depression,  the  pa- 
tient frequently  suffers  from  anxiety7,  weakness, 
fear  of  sexual  activity,  disturbed  sleep,  fear  of 
death,  and  frequently  irritability  and  nervous- 
ness.16 In  order  to  relieve  this  anxiety,  compul- 
sive intervention  is  necessary.  The  patient’s 
spouse  and  family  as  well  as  his  primary  physician 
are  in  the  forefront  of  this  rehabilitation.  Impor- 
tant areas  to  focus  on  are  reassuring  the  patient 
that  he  can  lead  a reasonably  satisfactory  life.  It  is 
also  very  important  to  get  him  back  to  his  occupa- 
tion as  soon  as  possible.  If  this  is  not  feasible,  one 
should  encourage  retraining  in  some  other  area. 
If  at  all  possible,  the  patient  should  be  enrolled  in 
a physical  rehabilitation  program.  Physical  activ- 
ity is  one  of  the  best  ways  to  relieve  emotional 
stress  as  well  as  to  build  confidence  while  the 
body  is  being  reconditioned.  Sexual  activity 
should  be  allowed  at  the  earliest  possible  time 
but  extramarital  sexual  activity  should  be 
strongly  discouraged  as  it  has  been  shown  to  be  a 
distinct  risk  factor  for  sudden  death  due  to  the 
unusual  emotional  stress  associated  with  it  in 
conjunction  with  the  physical  stress.1.  The  basis 
for  much  post  infarction  stress  is  the  threat  of 
invalidism  and  the  loss  of  economy  and  indepen- 
dance.  As  soon  as  the  patient’s  self-esteem  is 
restored,  the  more  rapidly  this  will  resolve  and 
become  manageable.  There  is  no  better  ap- 
proach to  this  than  to  make  the  patient  active 
again.  The  sooner  he  can  become  active  and  in 
particular  return  to  his  occupation,  the  better. 
Most  of  the  efforts  to  relieve  his  emotional  stress 
should  be  directed  along  those  lines  along  with 
education  regarding  his  disease  process.  Efforts 
also  should  be  directed  at  changing  his  underly- 
ing coronary  prone  personality  behavior  traits  if 
they  have  existed  over  his  lifetime.  These  are 
even  more  of  a threat  to  his  life  once  he  has 
suffered  an  acute  infarction,  and  efforts  should  be 
made  to  modify  this  behavior.  This  can  be  done 
in  a number  of  ways  and  in  well-motivated  intro- 
spective individuals  psychological  intervention 
in  the  form  of  psychological  and  psychiatric  pro- 
fessional help  has  been  useful  in  many  instances 
and  probably  is  the  most  useful  mechanism  if 
practical.18  □ 
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Injuries  and  their  sequelae  are  an  inevitable 
product  of  athletics.  Sports  trauma  constitutes  a 
significant,  though  generally  unappreciated 
number  of  the  medical  and  certainly  the  or- 
thopedic problems  seen  by  the  practicing  physi- 
cian today.1  Indeed,  this  “epidemic”  has  reached 
such  a high  incidence  as  to  be  recognized  by  the 
Surgeon  General  as  one  of  the  major  health  prob- 
lems of  adolescents.2 

When  “athletic  injuries’  are  mentioned,  foot- 
ball immediately  comes  into  the  minds  of  most 
individuals  and  with  just  cause;  football  has  been 
statistically  confirmed  as  the  leading  contributor 
to  athletic  injuries.3  Although  overall  mortality 
and  morbidity  rates  from  football  are  low,4  neck 
and  head  injuries,  overwhelmingly  the  most 
serious  and  frightening  outcome,  occur  year  after 
year  with  the  majority  in  high  school  partici- 
pants.5 

Less  severe  injuries,  meanwhile,  continue  in 
epidemic  proportion,  with  ankle  injuries  alone 
resulting  in  very  high  dollar  and  man  hour  cost.6 
In  South  Carolina,  211  high  schools  sponsor  a 
varsity  level  competitive  football  program;  con- 
servatively estimating  50  players  per  program, 
there  were  thus  well  over  10,000  participants  in 
1980,  this  total  in  but  one  of  our  fifty  states! 

To  decrease  the  severity  and/or  prevent  foot- 
ball injuries,  various  action  programs  have  been 
developed.  As  part  of  every  pre-season  physical 
examination  a complete  medical  history  focusing 
particularly  on  past  injuries  has  been  emphasized 
to  the  physician.7 

The  Committee  on  Pediatric  Aspects  ol  Physi- 
cal Fitness,  Recreation,  and  Sports  also  recom- 
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mends  that  the  same  physician  be  readily  avail- 
able to  athletic  teams  at  all  times. 

However,  such  medical  support  is  not  a com- 
mon practice  here  or  elsewhere.  In  many  schools 
the  school  nurse,  who  at  best  has  had  only  limited 
training  in  athletic  medicine,  is  part-time  re- 
sponsible for  the  athletic  program.  The  athletic 
trainer  in  high  school  programs  is  slowly  becom- 
ing an  accepted  part  of  the  athletic  staff;  how- 
ever, few  high  schools  as  yet  have  available  this 
valuable  individual.8  In  addition,  the  course  of 
medical  treatment  for  the  athletes  needs  to  be 
carefully  assessed,  as  inadequate  treatment  of 
the  “routine”  injury,  such  as  the  sprained  ankle, 
can  lead  to  further  complications  and/or  re- 
injury.9 

The  Surgeon  General  and  the  Committee  on 
Pediatric  Aspects  of  Physical  Fitness,  Recrea- 
tion, and  Sports  are  promoting  athletic  injury 
prevention  among  adolescents  as  a major  prior- 
ity.10  Proper  epidemiologic  study  in  turn  re- 
quires accurate,  consistent  and  complete  athletic 
injury  information  and  reporting  with  broad  par- 
ticipation. Various  past  programs  have  been 
noteworthy,  yet  complexity,  lack  of  funds  and/or 
athletic  administrator  apathy  have  been  a few  of 
the  reasons  that  questions  have  not  been  an- 
swered and  problems  are  not  being  solved. 

The  study  and  testing  of  a simple  and  more 
complete  athletic  information  and  reporting  sys- 
tem is  needed  to  develop  an  efficient  and  accu- 
rate mechanism  of  collecting  and  analyzing  ath- 
letic injuries.  The  purpose  and  objectives  of  this 
program  are: 

1.  To  assess  the  medical  needs  of  high  school 
athletic  programs  and  assist  in  providing 
available  medical  care. 

2.  To  act  as  a resource  in  providing  informa- 
tion to  medical  educators  to  develop  and 
update  existing  athletic  medical  personnel 
(M.D.’s,  trainers,  nurses)  with  continuing 
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education  and  training  on  current  con- 
cepts. 

3.  To  provide  an  acceptable  athletic  medical 
history  of  each  program  to  the  medical  care 
providers  and  program  co-ordinators.  (In- 
dividual analysis  as  requested  would  also  be 
provided  to  aid  in  assessment  of  the  indi- 
vidual program.) 

4.  To  establish  a method  of  recording  athletic 
injuries  in  such  a form  that  epidemiologic 
and  statistical  analysis  may  be  applied. 

5.  To  act  as  a resource  to  athletic  rules  and 
governing  boards  to  develop  rule  changes 
to  promote  safety  in  athletics. 

This  pilot  study  tests  the  feasibility  of  utilizing 
a simple  form  and  data  collection  program  for 
South  Carolina  high  school  athletic  programs. 

MATERIALS  AND  METHODS 

Nineteen  South  Carolina  High  Schools  agreed 
to  participate  in  this  pilot  study.  The  schools 
were  solicited  either  through  the  head  coach  di- 
rectly or  utilizing  the  athletic  director  as  an  in- 
termediary. School  locations  were  broadly  dis- 
tributed throughout  the  state. 

Each  school  received: 

1.  A basic  information  sheet  which  requested 
the  name  of  the  physician  responsible  for 
medical  needs  of  the  team,  availability  of  an 
athletic  trainer,  and  the  team’s  contact  per- 
son. 

2.  Instructions  for  completing  forms. 

3.  A sample  completed  form. 

4.  Blank  forms.  (Figure  1) 

5.  A cover  letter  explaining  the  purpose  and 
underscoring  confidentiality. 

Team  and  injury  numbers  were  assigned  by 
the  investigators  by  ordered  numbers.  For  the 
purpose  of  this  study,  an  injury  was  defined  as 
any  event  recognized  as  altering  the  usual  per- 
formance of  the  athlete.  The  fact  that  all  minor 
injuries  (severity  1)  would  not  necessarily  be  re- 
corded nor  reported  was  accepted  as  inevitable 
by  the  investigators,  but  it  was  hoped  that  this 
minimal  definition  would  at  least  encourage  the 
reporting  of  all  other  injuries  of  severity  2 and 
above. 

Player  numbers  are  assigned  by  each  indi- 
vidual team  co-ordinator,  thus  preventing  the 
investigators  from  identifying  any  individual 
athlete. 

The  completed  forms  were  returned  by  the 
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individual  schools  throughout  the  season.  The 
data  thus  submitted  were  stored  in  the  Comput- 
er Center  at  the  University  of  South  Carolina. 

RESULTS  AND  DISCUSSION 

From  the  19  high  schools,  528  football  injuries 
were  reported  during  the  1980  season.  Injuries 
were  stratified  both  by  team  and  by  individual 
player,  thus  providing  a complete  medical  his- 
tory for  each  player,  as  well  as  for  the  team  as  a 
whole  provided  to  each  team. 

Reported  injuries  were  widely  dispersed 
throughout  the  body  anatomy  and  Table  1 pre- 
sents a cross  tabulation  of  type  of  injury  and 
anatomical  location.  Sprains  and  strains  contrib- 
uted to  the  highest  percentage  (54.7)  of  any  types 
of  injuries.  Knees  and  ankles  were  the  most  fre- 
quently injured  anatomical  areas,  found  in  17.2% 
and  18.8%  respectively. 

Table  2 shows  a breakdown  of  average  severity 
by  injury  location.  Injuries  to  the  chest  and  knee 
were  found  to  be  the  most  severe. 

62.6%  of  all  injuries  were  reported  as  occur- 
ring during  game  situations.  However,  only 
56.3%  of  the  reported  injuries  were  seen  by  a 
physician;  in  fact,  of  the  19  schools,  six  reported 
having  no  physician  responsible  for  their  football 
team.  Among  the  13  teams  with  a physician, 
various  physician  specialities  were  reported;  five 
family  practitioners,  four  orthopedic  surgeons, 
two  pediatricians,  one  obstetrician,  and  one  oc- 
cupational medicine  practitioner.  Ten  teams  had 
the  services  of  an  athletic  trainer.  Of  these,  two 
had  the  services  of  a trainer  without  a physician. 

This  pilot  study  has  demonstrated  that  a com- 
puterized, coachbased  program  of  reporting  high 
school  athletic  injuries  in  South  Carolina  is  in- 
deed feasible,  practical  and  can  be  utilized  for  the 
purposes  for  which  it  was  created.  As  a pilot 
study,  the  results  here  presented  are  not  a con- 
clusive finished  reference,  but  rather  a demon- 
stration of  the  types  of  information  which  could, 
by  such  means,  be  made  available.  It  is  hoped 
that  with  the  cooperation  of  medical,  athletic, 
educational,  and  technical  staffs  this  program  can 
be  developed  into  a valuable  and  continuing  ser- 
vice. With  100%  participation  from  South  Caro- 
lina Schools,  South  Carolina  could,  by  building 
on  such  a solid  statistical  base,  become  a leader  in 
th  e development  of  safer  competitive  in- 
terscholastic sports.  □ 
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Figure  1 


Date  — / — / 


School  Code  - - - 

Injury  Location 

Injury 

Injury  number  - - - - 

Player  - - - 

( 

) 

854.00 

Head 

( 

) 

521 

Abrasion 

( 

) 

996.00 

Neck 

( 

) 

829 

Fracture 

Position 

( 

) 

996.20 

Shoulder 

( 

) 

848 

Sprain 

(Check  one) 

( 

) 

996.31 

Elbow 

( 

) 

848 

Strain 

( ) 001 

Offensive  Back 

( 

) 

996.30 

Wrist 

( 

) 

929 

Contusion 

( ) 002 

Quarterback 

( 

) 

996.20 

Arm 

( 

) 

992 

Heat 

( ) 003 

Offensive  Recvr 

( 

) 

996.40 

Hand 

( 

) 

780 

KO’d  (unconscious) 

( ) 004 

Offensive  End 

( 

) 

996.50 

Fingers 

( 

) 

854 

Stunned 

( ) 005 

Off  Tackle/Guard 

( 

) 

958.60 

Spine 

( 

) 

Other 

( ) 006 

Center 

( 

) 

911.00 

Ribs 

( ) 007 

Defensive  Back 

( 

) 

996.10 

Chest 

( ) 008 

Defensive  Line 

( 

) 

867.00 

Pelvis 

( ) 009 

Linebacker 

( 

) 

996.61 

Thigh 

( ) 010 

Kicker 

( 

) 

996.60  Hip 

( ) Oil 

Other 

( 

) 

996.71 

Knee 

( 

) 

996.72 

Ankle 

( 

) 

996.73 

Shin 

Age 

- - years 

( 

) 

996.70 

Foot 

Weight  - - -pounds 

( 

) 

996.74 

Toe 

Height  - - inches 

( 

) 

Other 

Severity 

( ) 1.  Player  has  pain,  is  examined,  and  continues  playing. 

( ) 2.  Player  does  not  participate  after  injury  for  the 
remainder  of  day. 

( ) 3.  Player  is  incapacitated  from  play  for  6 days  or  less. 

( ) 4.  Player  is  incapacitated  from  play  for  7-21  days. 

( ) 5.  Player  is  incapacitated  from  play  for  22-42  days. 

( ) 6.  Player  is  incapacitated  from  play  for  remainder  of 

season  or  surgery  is  performed. 

( ) 7.  Player  ends  playing  for  life. 


* * * * * 


***************** 


Was  injury  during  practice  or  game? 
( ) practice  0 

( ) game  1 

Was  athlete  seen  by  physician? 

( ) yes  0 

( ) no  1 
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Table  1 

CROSS  TABULATION  OF  TYPE  OF  INJURY  RY  LOCATION 

KO’D 


Abrasion 

Fracture 

Sprain/Strain 

Contusion 

Heat 

Unconscious 

Stunned 

Total 

Head 

1 

1 

0 

1 

12 

4 

16 

35 

Neck 

0 

1 

7 

2 

0 

0 

3 

13 

Arm /Shoulder 

2 

16 

28 

32 

0 

0 

3 

81 

Elbow 

1 

2 

5 

4 

0 

0 

0 

12 

Wrist 

0 

3 

12 

1 

0 

0 

0 

16 

Hand 

2 

9 

5 

10 

0 

0 

0 

26 

Finger 

1 

19 

13 

0 

0 

0 

0 

33 

Spine 

0 

0 

4 

6 

0 

0 

0 

10 

Ribs 

0 

2 

1 

12 

0 

0 

0 

15 

Chest 

0 

1 

4 

0 

0 

0 

2 

7 

Pelvis 

0 

0 

6 

3 

0 

0 

0 

9 

Thigh 

0 

0 

20 

11 

0 

0 

0 

31 

Hip 

1 

0 

7 

9 

0 

0 

0 

17 

Knee 

1 

2 

73 

15 

0 

0 

0 

91 

Ankle 

4 

3 

89 

3 

0 

0 

0 

99 

Shin 

0 

5 

6 

6 

0 

0 

0 

17 

Foot 

1 

3 

2 

2 

0 

0 

0 

8 

Toe 

1 

1 

5 

1 

0 

0 

0 

8 

Other 

0 

0 

0 

0 

0 

0 

0 

0 

Total 

15 

68 

287 

118 

12 

4 

24 

528 

Table  2 

AVERAGE  SEVERITY  BY  LOCATION  OF  INJURY 


Head 

2.17 

Pelvis 

2.56 

Neck 

2.69 

Thigh 

2.19 

Arm /Shoulder 

2.70 

Hip 

2.18 

Elbow 

2.92 

Knee 

3.21 

Wrist 

3.00 

Ankle 

2.70 

Hand 

2.88 

Shin 

2.76 

Finger 

2.48 

Foot 

2.75 

Spine 

2.50 

Toe 

2.50 

Ribs 

2.33 

Other 

0.00 

Chest 

3.43 
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NEWSLETTER 


***  NEWS  FROM  COUNCIL  MEETING:  JANUARY  8,  1982 
DOCUMENTARY:  THE  MAKING  OF  A PHYSICIAN 


The  SCMA  Public  Relations  Committee  was  given  Council  approval  for  the  production 
of  a documentary  on  "The  Making  of  a Physician",  for  educational  purposes.  The 
Board  of  The  Roe  Foundation  has  approved  a $5,000  grant  toward  this  project.  A 
28-minute  film  will  be  produced  by  the  Health  Communications  Network,  Division  of 
Continuing  Medical  Education,  Medical  University  of  South  Carolina,  under  the 
direction  of  an  Advisory  Committee  of  the  SCMA  consisting  of  William  H.  Hunter, 

M.  V.,  0 . Marion  Burton,  M.  V.,  Committee  Chairman,  and  Mr.  Charles  Johnson,  SC MA 
Executive  Mice  President,  This  Advisory  Committee  is  also  charged  with  soliciting 
the  remainder  of  funds  needed  for  production  purposes. 


GOVERNORS  TASK  FORCE  ON  PRESCRIPTION  DRUG  ABUSE 

Council  considered  a report  from  Skottowe  F IshbuAne , M.  V.,  SCMA  member  on  the 
Governor's  Task  Force  on  Prescription  Drug  Abuse.  The  report  contained  six  re- 
commendations to  the  Governor  regarding 

(7)  no  more  than  two  refills  on  a written,  signed  prescription  and  no 

refills  on  telephone  prescriptions  ok  any  schedule  Ill,  11/  and  \J  drug s; 

(2)  the  addition  ofi  ^our  on  more  Investigative  stafifi  ^or  the.  BuAe.au  o£ 

VAug  Control; 

(3)  legislation  to  standardize  prescription  pad  format; 

(4)  legislation  which  would  Limit  to  one  the  numbeA  o £ prescriptions 
on  a single  ^orm; 

(5)  amendments  to  the  PhaAmacy  Act  requiring  pharmacists  to  mountain 
patient  profile  records  and  to  consult  with  the  patient  at  the 
time  a prescription  Is  dispensed;  and 

(6)  Increased  emphasis  by  medical,  dental  and  allied  health  sciences  schools 
on  educating  future  practitioners  In  prescribing  practices  to  mini- 
mize the  potential  ^ or  patient  misuse  ofi  controlled  drugs . 

The  Task  Force  was  originally  created  to  study  the  feasibility  of  legislation 
requiring  triplicate  prescriptions,  but  the  support  for  this  legislation  was 
defeated  and  the  above  alternatives  were  proposed.  Council  has  referred  these 
recommendations  to  the  SCMA  Committee  on  Alcohol,  Drug  Abuse  and  Disabled  Physicians. 
The  report  of  this  Committee  will  be  heard  by  Council  next  month,  and  SCMA  comments 
will  be  submitted  to  the  Governor's  office.  Further  reports  to  the  membership 
will  be  forthcomi ng . 


GUIDELINES  FOR  EMERGENCY  CARE  CLINICS 


The  SCMA  Committee  on  Medical  Services,  Chaired  by  HunAy  VAizAAOn,  M.  V. , has 
been  asked  by  Council  to  develop  criteria  for  patient  care  in  emergency  care 
clinics  throughout  the  state,  for  referral  and  use  by  county  medical  societies 
in  monitoring  such  clinics  in  their  areas.  These  criteria  will  be  considered 
by  Council,  published  in  this  NeWAteXteA,  and  furnished  to  county  societies  when 
avai lable. 


SEAL  OF  THE  SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

The  American  Medical  Association  has  requested  copies  of  seals  for  all  state  medical 
assoc i at i ons for  display  at  AMA  offices  in  Chicago  and  Washington.  This  request 
has  prompted  Council  to  create  a special  committee  to  study  the  possibility  of  a 
new  seal  for  the  SCMA,  which,  if  proposed  and  designed,  would  be  submitted  to 
Council  and  then  to  the  SCMA  House  of  Delegates  for  approval.  If  approved,  the 
new  seal  would  replace  the  one  adopted  in  1906. 

The  committee  will  consist  of  CkaAt&i  5.  BAyan,  M,  V.,  CkcuAman;  FoAde,  A.  Mc.1  vqa, 

M.  V HaA/uAon  L . Peep£e^,  M.  V.;  Jam&i  H.  HeAtong,  M.  V.;  0.  WahXon  BuAton, 

M.  V.;  and  WdJXXam  H.  HunteA,  M.  V. 

PRIMARY  HEALTH  CARE  BLOCK  GRANT 

Council  has  approved  SCMA  participation  with  the  Governor's  office  in  a study  to 
determine  the  advisability  of  accepting  the  federal  Primary  Health  Care  Block 
Grant  and  to  develop  recommendations  regarding  the  future  operations  of  Rural  Health 
Initiative  Clinics  and  Community  Comprehensive  Health  Clinics.  At  the  same  time, 
Council  reiterated  its  continued  opposition  to  such  clinics  as  now  administered 
and  funded  because  of  what  the  SCMA  perceives  to  be  an  ineffective  cost  to  quality 
benefit  ratio. 


AUDIT  REVIEW  OF  PSRO 


Concerns  have  been  brought  to  Council  regarding  the  procedures  for  professional 
review  by  PSRO.  As  a result,  a committee  has  been  appointed  by  the  President 
and  Chairman  of  Council  to  study  and  evaluate  the  review  processes  being  used. 

The  committee  will  consist  of  U . Hoyt  Bodice,,  M.  V.,  ChacAman;  WaXtuA  0.  TanneA, 
M.  V.;  John  C.  Hawk,  Ja.,  M.  P.;  and  J.  Sidney  VuJbnoA,  M.  V . 


PROPOSED  STANDARDS  FOR  LICENSING  AMBULATORY  SURGICAL  FACILITIES 

The  SCMA  has  been  asked  by  DHEC  to  review  licensing  criteria  for  ambulatory 
surgical  facilities,  and  Council  has  asked  that  the  Commission  on  Scientific 
Affairs  and  Medical  Education  [KznneXh  W.  Owznb,  M.  V .,  CommdJi^AonQA)  to  under- 
take this  review.  Watch  this  NzWAleXtOA  for  further  details. 


* * * 


PREVIEW:  134TH  ANNUAL  MEETING 


* * * 


Listed  below  are  "preview"  highlights  of  the  134th  Annual  Meeting  of  the  South 
Carolina  Medical  Association,  to  be  held  at  the  Sheraton  Charleston,  May  5“9, 
1982.  Complete  details  and  hotel  reservation  forms  will  be  ma i 1 ed  from  SCMA 
Headquarters  soon.  MARK  YOUR  CALENDARS  NOW  AND  PLAN  TO  ATTEND! 


WEDNESDAY,  MAY  5 

Theme:  "Piedmont  Potpourri" 

9:30  a .m.  - 5:00  p.m. 
THURSDAY,  MAY  6 

Council  Meeting 

8:30  a.m.  - 11:30  a.m. 

SCMA  House  of  Delegates  Meetings  (194  authorized 
Delegates  for  1982) 

12:00  p.m.  - 1:30  p.m. 

MUSC  Alumni  Luncheon  honoring  Class  of  1932 

2:00  p.m.  - 3**30  p.m. 

Scientific  Specialty  Workshops 

2:00  p.m.  - 5:30  p.m. 
FRIDAY,  MAY  7 

Reference  Committee  Meetings 

8:30  a.m.  - 12:30  p.m. 

General  Scientific  Session:  Pa.cLLoZ.OQy  and 

Infectious  Viscoses 

1 :00  p.m.  - 5:00  p.m. 

Pediatric  and  Sports  Medicine  Workshops 

2:30  p.m.  - 4:00  p.m. 

Scientific  Specialty  Workshops 

7:00  p.m.  - 8:00  p.m. 

SCMA  Reception 

8:00  p.m.  - 10:00  p.m. 
SATURDAY,  MAY  8 

SCMA  Banquet:  Theme.:  "Foothills  Festival  of 

Fun,  Food  and  Frivolity"  Presentation  of  special 
awards  and  installation  0 f 118th  SCMA  President, 
Euta  M.  Colvin,  M.  V. 

8:00  a .m.  - 12:30  p.m. 

General  Scientific  Session:  Management  o\ 5 Chronic 

Pain  and  Sports  Medicine 

1 :00  p.m.  - 2:30  p.m. 

S0CPAC  Luncheon:  Menu  Theme:  "Foxfire  Luncheon" 

Guest  Speaker  to  be  announced . 

2:00  p.m.  - 4:00  p.m. 

Scientific  Specialty  Workshops 

6:30  p.m.  - 7:30  p.m. 
SUNDAY,  MAY  9 

SCMA  President's  Reception 

8:30  a.m.  - 12:00  Noon 

SCMA  House  of  Delegates  Meetings 

CAPSULES 


Congratulations  to  J.  Loren  Mason,  M.  D,,  newly-elected  Chairman  ofi  the,  Board  ofi 

the.  South  Carolina  Department  ofi  Health  and  Environmental  Control David  J. 

Gattl  M.  V.,  has  been  appointed  to  the  SCMA  Insurance  Peer  Review  Committee, 
upon  the  nomination  of  the  S,  C.  Chapter,  American  College  of  Surgeons .... Euta  M. 
Colvin,  M.  D,  , SCMA  Rresldent- Elect,  was  nominated  as  a Regional  Delegate  from, 
the  southeastern  area  to  the  American  Hospital  Assoc iat i on ... .The  SCMA  has  nominated 
William  M*  Hull,  M.  V.;  Halsted  M.  Stone.,  M.  V.;  William  Goudelock,  M.  V.;  U.  Hoyt 
Bodle :,  M.  V ,;  and  Edward  Catalano,  M.  D,;  to  the  Board  of  Directors  of  the  S.  C. 

Medical  Care  Foundation Ce.cll  G.  White. , M.  D,,  was  recently  awarded  honorary 

membership  status  in  the  SCMA. 


SCMA  MEMBERS:  ASK  YOUR  NON -MEMBER  COLLEAGUES  THESE  QUESTIONS: 


],  Are  you  concerned  about  the,  fiuture  ofi  me.dlc.al  practice.? 

1,  Do  you  worry  that  state  and  fie. deral  regulations  will  continue, 

to  add  mo  tie.  and  more  unseasonable  bookkeeping  to  your  present  burden? 
3,  Do  you  fieel  that  something  should  be  done  about  non-medical 

practitioners  who  use  unproven  methods  ofi  dlagnos.ls  and  treatment? 

If  they  answer  "yes"  to  any  of  these  questions,  urge  them  to  support  the  South 
Carolina  Medical  Association  in  its  efforts  to  place  our  medical  concerns  before 
the  appropriate  persons  and  groups  at  the  state  legislative  level  to  educate  and 
guide  them  in  these  matters  of  vital  importance  to  physicians  and  their  patients. 
Efforts  on  the  part  of  the  SCMA  continue  to  grow,  but  the  need  for  the  backing  of 
ALL  physicians  in  the  state  also  grows  with  each  new  effort.  URGE  YOUR  MOM-MEMBER 
WLLEAGUES  TO  JOIN  IN  THIS  EffORT  BY  RETURNING  THEIR  DUES  BILLING  AND  CHECK  TODAY ! 


J.  J.  J.  J.  J.  J.  J.  J.  J.  JU  J,  J.  J.  JU  J,  J.  JU  J.  JU  JU  JU  J,  J.  JU  J. . J,  J.  JU  J.  J U J.  J.  JU  J,  J.  JU  _U  J.  JU  JL  J,  JU  JU  J,  J JU  JU  _U  J,  _U  «u  JU  A JU  JU  JU  J,  J,  JU  JU  JU  A JU  JU  JU  JU  A A JU  J.  JU  JU  J.  J.  JU  JU  A JU  J. 
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DISABILITY  DETERMINATION  DIVISION  NEWS 

The  Disability  Determination  Division  ofi  the  Department  ofi  Vocational  Rehabilitation 
asks  fior  cooperation  In  providing  objective  medical  evidence  ofi  a descriptive  nature, 
in  order  to  visualize  the  patient's  degree  of  impairment  through  the  objective 
findings  that  the  Examiner  provides.  The  determination  of  the  severity  of  psy- 
chiatric impairments  for  Social  Security,  for  example,  is  based  on  the  consistency 
and  totality  of  the  various  aspects  of  the  mental  status  description. 


Frequently,  an  examining  psychiatrist  may  report  a conclusion  without  presenting  the 
response  or  facts  that  led  to  the  conclusion  or  inference.  A statement  by  the 
examining  psychiatrist , fior  example,  that  "the  patient  has  hallucinations" , Is 
an  Infierence;  whereas  the  observation  that  "Mr,  A.  sees  pink  elephants  In  his  bath- 
tub and  Is  actively  hallucinating  dally"  Is  an  objective  report  ofi  what  the 

patient  Is  experiencing, 

’ 1 3 ***** 

IMPORTANT l ! I ...  .CNA  Insurance  Company  announced  that  as  of  1/1/82,  they  are  handling 
the  phasing-out  of  the  remaining  CNA  professional  liability  policies  in  S.  C.  All 
communications  regarding  CNA  professional  liability  insurance  should  be  directed  to: 

Ms,  Mary  Baker,  CNA  Customer  Services  Department,  Chicago,  Illinois  60685;  or  call 
collect  [31 2)  811-4055, 


When  you  want  to  give 
your  diet  patients  more . . . 


Less. 


Most  patients  on  low  calorie  diets  miss  the  luxury  of  biting 
into  a full  slice  of  good-tasting  bread.  Diet  breads  are  usually 
thin  sliced  to  give  the  illusion  of  fewer  calories  and  toast  up 
to  nothing. 


But  now  there's  Less  Bread  — the  great  tasting  high  fiber  bread  con- 
taining only  40  calories  per  slice.  Ounce-for-ounce,  pound-for-pound, 
Less  Bread  has  33-1/3%  less  calories  and  30%  less  assimilable  carbo- 
hydrates than  ordinary  dark  or  white  breads. 


This  comparison  of  the  U.S.D.A.  data  on  white  bread,  whole  wheat 
bread  and  Less  Bread  will  give  you  a picture  of  the  dietary  benefits 
of  Less: 


White  Bread 

Whole  Wheat  Bread 

Less  Bread 

Calories/100  gm. 

275 

243 

180 

Crude  Fiber  % 

.2 

1.6 

5.3 

Protein  % 

9.0 

10.5 

10.1 

Fat  % 

3.2 

3.0 

2.5 

Equally  important,  the  fiber  content  of  Less  is  400%  greater  than  whole 
wheat  bread.  Two  slices  are  about  equal  to  a one-ounce-serving  of 
whole  bran  cereal. 

Less  Bread  is  the  sensible  way  for  your  diet  patients  to  cut  back  on 
calories.  And  they'll  enjoy  their  diets  and  feel  more  satisfied  after  their 
meals,  too.  Because,  any  way  you  slice  it,  they  get  more  with  Less. 


BREAD 


VASECTOMY  REVERSAL: 

USE  OF  MICROSURGICAL  TECHNIQUE 

FLETCHER  C.  DERRICK,  JR.,  M.D.* 

RAYMOND  ROSENBLUM,  M.D. 


In  1948  O’Connor  reported  the  results  of  a 
questionnaire  sent  to  members  of  the  American 
Urological  Association  asking  for  their  results  in 
vaso-vasostomy.  With  the  finding  of  spermatozoa 
in  the  semen  as  an  indication  of  good  results,  the 
conclusion  at  that  time  was  that  the  success  rate 
was  30  to  40%:  420  operations  had  been  per- 
formed by  135  surgeons.1 

In  1973,  Derrick  and  Associates  reported  the 
results  of  a similar  questionnaire,  this  time 
gathering  1630  cases  performed  by  542  doctors 
with  an  overall  success  rate  of  around  20%. 2 

The  very  dismal  results  reported  in  these  two 
questionnaires  led  many  of  us  into  the  research 
laboratory  to  try  to  achieve  some  better  results  at 
vasectomy  reversal.  A flurry  of  research  en- 
thusiasm resulted  in  some  reports  of  reversible 
vas  devices,  however;  these  devices  were  unpre- 
dictable. 3 

Since  1977,  several  microsurgical  techniques 
of  vaso-vasostomy  have  been  developed  and  re- 
ported with  a far  greater  expection  than  previous 
techniques  or  devices.  Some  investigators  are 
reporting  up  to  90  to  95%  incidence  of  expected 
sperm  return  and  as  much  as  60  to  70%  chance  of 
pregnancy.4,  5’  6’  7>  8>  9>  10 

We  have  been  using  the  microsurgical  tech- 
nique of  a two  layer  closure  placing  8-0  Polygly- 
colic  Acid  in  the  muscularis  of  the  vas  deferens 
and  8 or  9-0  Nylon  in  the  mucosal  layer.  (Fig.  1) 
The  microsurgical  instruments  such  as  the  vas 
approximately  needle  carriers,  probes  and  nee- 
dle guides  have  been  proven  absolutely  neces- 
sary in  the  performance  of  this  type  surgery. 


* Address  correspondence  to  Dr.  Derrick  at  216  Calhoun 
Street,  Charleston,  S.  C.  29401. 
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Most  recently  we  have  performed  20  vaso- 
vasostomies utilizing  the  microsurgical  tech- 
nique described  in  this  paper  with  a 95%  inci- 
dence of  sperm  return  to  the  semen  and  a 70% 
pregnancy  rate. 

SUMMARY 

With  the  development  of  microsurgical  tech- 
niques we  can  now  offer  an  excellent  chance  of 
vas  reversal  to  the  patient  who  has  had  a previous 
vasectomy.  The  technique  requires  between  2 
and  3 hours  of  operating  room  time,  approxi- 
mately a 48  to  72  hour  hospital  stay  and  patients 
usually  return  to  their  work  in  about  7 to  10 
days.  □ 
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FIGURE  1 — Technique  of  microsurgical  vaso-vasostomy.  A vas  approximator  is  used  to  immobilize  the  two  ends.  Posterior 
muscularis  sutures  of  8-0  polyglycolie  acid  are  placed  (A)  first  to  further  immobilize  the  vasa  before  mucosal  sutures  of  9-0  nylon 
are  placed  (B-C-D).  Anterior  muscularis  sutures  can  then  be  easily  placed  (D). 
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A SUMMARY  OF  THE  SOUTH  CAROLINA 
PHYSICIANSCARE  HEALTH  PLAN'S 
HMO  FEASIBILITY  STUDY 

GERALD  E.  COSTELLO,  Ed.D.* 

WAITUS  O.  TANNER,  M.D.** 


The  purpose  of  this  article  is  to  discuss  the 
history,  rationale,  findings  and  conclusions  of  the 
recently  completed  Individual  Practice  Associa- 
tion (IP A)  ty  pe  of  Health  Maintenance  Organiza- 
tion (HMO)  feasibility  study  undertaken  by  the 
South  Carolina  Physicians  Care  Health  Plan,  Inc. 

It  seems  appropriate  to  state  from  the  outset 
that  certain  organizational  and  philosophical 
ground  rules  were  established  by  the  Board  of 
Directors  of  the  plan  which  may  result  in  a var- 
iance in  how  physicians,  businessmen,  allied 
health  care  providers,  health  insurance  persons 
or  others  may  interpret  the  data,  conclusions, 
implications  or  actual  feasibility  of  operationaliz- 
ing such  a program  in  the  midlands  area  of  South 
Carolina.  The  Board  of  Directors  of  the  plan  was 
composed  of  seventeen  (17)  persons  represent- 
ing a wide  variety  of  professions.  This  blue  rib- 
bon group  was  comprised  of  ten  (10)  physicians 
with  others  representing  the  areas  of  govern- 
ment, industry,  law,  hospital  management  and 
insurance.  The  specific  charges  to  the  project 
staff  included  the  following: 

1.  assume  a conservative  posture  throughout 
all  phases  of  the  study. 

2.  insure  data  accuracy  through  the  utilization 
of  information  specific  only  to  that  part  of 
South  Carolina  in  which  this  program 
would  impact; 

3.  be  as  objective  as  possible  in  all  interpreta- 
tions of  the  data;  and 

4.  maintain  a low  profile  on  any  promotional 
or  public  relations  activity  related  to  the 
study. 


* Former  Project  Director,  South  Carolina  PhysieiansCare 
Health  Plan,  Inc.  Address  correspondence  to  Dr.  Costello 
at  the  College  of  Health,  Blatt  Center,  University  of  South 
Carolina,  Columbia,  S.  C.  29208. 

**  Former  President  and  Medical  Director,  South  Carolina 
PhysieiansCare  Health  Plan,  Inc. 


It  is  firmly  believed  that  the  study  was  con- 
ducted, interpreted  and  evaluated  with  these 
constructs  fully  realized. 

An  HMO  is  defined  as  a system  which  provides 
comprehensive  health  care  to  voluntarily  en- 
rolled persons  for  a fixed,  prepaid  fee.  The 
specific  form  of  HMO  that  this  study  was  inves- 
tigating is  the  IPA  type.  Within  this  structure, 
the  physician  provides  care  for  enrollees  in  his 
own  office  rather  than  an  HMO  facility.  He  is 
reimbursed  by  the  HMO  usually  on  a fee-for- 
service  basis.  The  physician’s  contract  is  with  the 
IPA  which  is  a legal  entity.  As  a member  of  this 
peer  organization,  he  has  a distinct  voice  in  gov- 
ernance issues  and  in  the  selection  of  the  leader- 
ship of  the  group.  The  IPA  enters  into  a legal, 
binding  relationship  with  the  HMO  on  things 
such  as  reimbursement  rates,  quality  assurance 
issues,  utilization  reviews  and  others. 

BACKGROUND  AND  RATIONALE 
FOR  THE  STUDY 

Early  in  1979  the  Board  of  Directors  of  the 
South  Carolina  Medical  Care  Foundation  in- 
structed the  Foundation  staff  to  conduct  a feasi- 
bility study  for  a Health  Maintenance  Organiza- 
tion in  South  Carolina.  It  was  felt  that  an  Indi- 
vidual Practice  Association  model  would  be  the 
tvpe  of  HMO  that  would  be  most  easily  accepted 
by  the  state’s  physicians.  The  IPA/HMO  would 
not  pose  a threat  to  private  practice,  and  it  would 
also  give  each  physician  an  opportunity  to  choose 
whether  or  not  he  wanted  to  participate  in  a 
prepaid  system  of  health  care. 

Initially,  it  was  thought  that  the  HMO  would 
include  the  entire  state  as  its  serv  ice  area.  How- 
ever, further  research  indicated  that  this  would 
be  too  great  a task  to  undertake  considering  none 
of  the  Foundation’s  staff  had  any  prior  HMO 
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experience.  The  service  area  was  reduced  to  the 
four  counties  of  Richland,  Lexington,  Kershaw 
and  Aiken,  with  a combined  population  of 
508,437.  The  Columbia  Standard  Metropolitan 
Statistical  Area  (SMS A)  had  been  designated  by 
the  Department  of  Health  and  Human  Services 
as  a high  priority  area  for  HMO  development 
because  of  its  rapid  growth  rate.  Subsequent  de- 
velopments reduced  the  service  area  to  include 
only  the  counties  of  Richland  and  Lexington  for 
study. 

The  project  was  begun  with  the  understanding 
that  federal  funds  would  not  be  requested. 
Therefore,  it  was  necessary  for  the  Foundation  to 
solicit  support  from  a private  company  or  the 
physicians  themselves.  Since  the  physicians  in 
the  state  were  aware  that  the  financial  risk  in 
starting  an  HMO  is  high,  it  was  felt  that  little 
monetary  gain  would  be  realized  in  taking  this 
approach. 

The  Foundation  was  successful,  however,  in 
locating  a private  insurance  company.  Liberty 
Life  in  Greenville,  that  was  interested  in  par- 
tially funding  the  feasibility  study.  The  Founda- 
tion and  Liberty  together  put  $15,000  into  the 
feasibility  study.  For  their  contribution  toward 
this  study,  Liberty  Life  would  be  given  the  first 
opportunity  to  carry  the  reinsurance  contract  for 
the  plan. 

Upon  the  completion  of  this  feasibility  study, 
the  Foundation  realized  that  in  order  for  the 
project  to  continue,  federal  funding  would  have 
to  be  sought.  Foundation  staff  met  with  rep- 
resentatives from  the  Department  of  Health  and 
Human  Services  to  learn  if  the  completed  feasi- 
bility study  would  satisfy  the  criteria  and  allow 
the  Foundation  to  apply  for  a planning  grant.  The 
opinion  expressed  by  DHHS  was  that  the  project 
would  have  a better  chance  of  being  funded  if  the 
normal  cycle  of  events  were  followed. 

Consequently,  a feasibility  study  grant  appli- 
cation was  submitted  in  order  to  obtain  the  hinds 
required  to  revise  the  initial  feasibility  study  to 
meet  federal  guidelines.  This  grant  application 
was  approved  and  the  project  was  funded  for 
$75,000  as  of  July  1,  1980  for  a twelve  month 
period. 

The  intent  in  establishing  an  HMO  in  the  Co- 
lumbia metropolitan  area  (Richland  and  Lexing- 
ton Counties)  was  to  create  a health  care  delivery 
system  as  per  subpart  A of  regulations  pursuant 
to  the  Health  Maintenance  Organization  Act  of 
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1973,  as  amended.  This  alternative  mode  of  pro- 
viding and  financing  medical  care  was  seen  to  be 
a potentially  effective  system  for  impacting  posi- 
tively on  controlling  the  cost  of  health  services, 
making  available  primary  and  secondary  care, 
establishing  appropriate  levels  of  health  re- 
sources utilization  and  effectively  dealing  with 
the  health  status  of  the  subscribing  population. 
An  affiliated  Individual  Practice  Association, 
comprised  of  primary  care  physicians  and 
specialists,  would  be  established  for  assuming 
the  responsibility  of  providing  physician  services 
to  enrollees.  The  marriage  of  the  IPA  and  HMO 
would  allow  for  the  essential  ingredients  of  the 
present  health  care  system  to  be  maintained 
while  adding  a financing  mechanism  which 
would  provide  cost  control  incentives  and  a 
planned,  systematic  approach  to  health  care 
coverage. 

At  the  present  time,  there  is  no  operational 
prepaid  health  care  system  in  the  Columbia  met- 
ropolitan area.  Perhaps  as  a partial  result  of  that, 
the  costs  of  health  care  within  the  area  have  risen 
markedly  over  the  past  decade  or  so.  The  South 
Carolina  PhysiciansCare  Health  Plan  would  at- 
tempt to  control  this  situation  by  employing 
specific  cost  control  measures,  common  to  the 
HMO  industry,  which  attempt  to  assure  prudent 
and  appropriate  utilization  of  inpatient  services 
and  encouragement  of  ambulatory,  outpatient 
care. 

Another  issue  of  consideration  concerns  the 
fact  that  within  the  standard  indemnity  insurance 
industry  reimbursement  for  preventive  health 
services  is  inadequate  if  at  all  existing.  Since 
comprehensive  health  care  is  provided  by  the 
defined  HMO  package,  such  services  would  be 
more  adequately  covered.  Health  awareness  ac- 
tivities as  well  as  incentives  to  utilize  preventive, 
diagnostic  and  treatment  services  would  con- 
tribute to  the  fulfillment  of  the  HMO  goal  of 
improving  the  health  status  ol  the  enrollee  by 
providing  necessary  high  quality  care. 

It  was  envisioned  that  operationalizing  the 
HMO  would  impact  on  three  distinct,  different 
groups:  employers,  employees  and  consumers, 
and  providers.  The  following  statements  detail 
how  specifically  such  impact  would  be  made. 

A.  The  HMO  would  impact  on  the  employer  by: 

a.  serving  as  a health  insurance  cost  con- 
tainment device; 

b.  Increasing  competition  in  the  health  in- 
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surance  marketplace,  and  thus  prompting 
current  health  insurers  to  be  more  re- 
sponsive to  the  needs  of  employers  and  to 
such  insurer’s  own  cost  containment 
strategies; 

c.  Increasing  productivity  by  allowing  for 
prompt  treatment  of  disease  and  illness, 
preventive  health  care  services,  thus, 
possibly  decreasing  work  absenteeism 
and  production  loss  due  to  illness;  and 

d.  Making  employees  more  aware  of  their 
health  insurance,  employee  fringe  bene- 
fits package  and  the  employers’  contribu- 
tions to  the  cost  of  such  a package. 

B.  The  HMO  would  impact  on  the  employees 

and  consumers  by: 

a.  Providing  expanded  health  insurance 
benefits,  especially  in  the  areas  of  preven- 
tive health  care  and  ambulatory  care, 
through  an  organized  system  of  health 
services  delivery; 

b.  Lowering  the  total  cost  (premiums  plus 
out-of-pocket  expenses)  of  health  care 
services; 

c.  Providing  a health  care  delivery  and 
financing  system  which  must,  of  neces- 
sity, (through  the  consumer’s  right  to  vol- 
untarily enroll,  and  periodically  disenroll, 
an  organized  grievance  system,  sub- 
scriber Board  membership  require- 
ments, etc.)  be  more  responsive  to  the 
needs  of  subscribers  than  less  organized 
systems  of  health  care  and  financing;  and 

d.  Potentially  allowing,  through  its  cost  con- 
tainment impact,  for  the  release  of  funds 
currently  used  for  maintenance  of  existing 
health  insurance  plans  for  application  in 
other  areas  of  negotiated  compensation 
and  fringe  benefits. 

C.  The  HMO  would  impact  on  the  providers  of 

health  care  services  by: 

a.  Promoting  high  quality  care  for  subscrib- 
ers/patients by  allowing  and  reimbursing 
for  the  most  appropriate  and  cost- 
effective  treatment  without  regard  to  ser- 
vice restrictions  and  limitations  found  in 
traditional  health  insurance  coverages; 

b.  Preserving  the  traditional  fee-for-service 
method  of  private  practice  within  an  or- 
ganized system  which  reduces  bad  debts, 
provides  prompt  reimbursement,  pro- 
vides outside  management,  and  typically 


utilizes  claim  forms  easy  to  complete; 

c.  Reallocating  the  financial  resources 
through  a reduction  of  inpatient  utiliza- 
tion and  expansion  of  reimbursable  outpa- 
tient services; 

d.  Providing  a realistic  reimbursement  sys- 
tem under  the  direction  of  the  providers; 
and 

e.  Identifying  the  physician  as  the  gate 
keeper  of  the  system. 

REQUIRED  COMPONENTS  OF  THE 
FEASIBILITY  STUDY 

The  awarding  of  a feasibility  grant  by  the  fed- 
eral office  of  Health  Maintenance  Organizations 
carries  with  it  requirements  concerning  specific 
components  of  the  study  which  must  be  con- 
ducted. These  components  are  investigated  and 
reviewed  independently  to  determine  partial 
feasibility'  but  then  are  also  evaluated  collectively 
to  determine  the  total  viability  such  a program 
might  have  if  it  were  to  be  developed.  The 
specific  areas  which  were  studied  with  a brief 
description  of  each  are  as  follows: 

1.  Legal  Feasibility 

This  component  involves  an  analysis  of  the 
pertinent  and  applicable  state  laws  which 
would  facilitate  the  development,  licens- 
ing, marketing  and  otherwise  successful 
operation  of  an  Individual  Practice  Associa- 
tion type  of  Health  Maintenance  Organiza- 
tion. 

2.  Marketing  Feasibility 

This  component  involves  an  extensive 
analysis  of  the  major  employers  in  the 
proposed  service  area.  Information  col- 
lected for  analyses  included  the  number  of 
employees,  type  of  health  care  benefits  ex- 
tended, name  of  company  insuring  the 
employees  and  policy  anniversary  date, 
cost  of  insurance,  and  amounts  paid  by 
employers  and  employees  for  the  coverage. 

3.  Financial  Feasibility 

This  aspect  of  the  study  consisted  of  the 
collection  and  analyses  of  specific  health 
care  cost  data  along  with  projected  adminis- 
trative costs  that  would  allow  for  the  de- 
velopment of  a premium  structure,  a cash 
flow  forecast  and  a projected  plan  break- 
even date  with  total  financial  deficits  de- 
termined. 

4.  Provider  Feasibility7 
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Successful  completion  of  this  component 
involves  an  analysis  of  the  number  and 
types  of  providers  located  within  the  ser- 
vice area  as  well  as  their  location  as  related 
to  major  employers.  The  level  of  docu- 
mented support  for  such  a program  as  well 
as  the  willingness  of  providers  to  partici- 
pate in  the  plan  determined  by  survey  or 
interview  is  a major  data  element. 

ANALYSIS  OF  THE  DATA 

For  simplicity  purposes,  relevant  findings  will 
be  presented  for  each  component  of  the  study.  As 
stated  previously,  each  component  was  reviewed 
independently  but  then  the  collective  impact 
was  considered  in  determining  the  Board’s  offi- 
cial statement  of  feasibility  which  was  submitted 
to  OH  MO  following  completion  of  the  study. 

Perhaps  the  easiest  and  most  cleareut  area  for 
determining  plan  feasibility  was  in  the  legal  sec- 
tion. Since  an  already  operational  federally  qual- 
ified HMO  exists  in  the  Greenville  area,  it  was 
clear  that  current  laws  do  allow  for  the  develop- 
ment of  an  HMO.  Since  our  proposed  type,  IPA, 
is  different  than  theirs,  group  type,  the  major 
issue  to  be  investigated  involved  the  establish- 
ment and  operation  of  an  IPA.  The  legal  consul- 
tant, after  a thorough  examination,  declared  that 
a federally  qualified  Individual  Practice  Associa- 
tion type  of  HMO  is  legally  feasible  in  the  state  of 
South  Carolina. 

An  analysis  of  marketing  components  yields 
information  which  makes  a feasibility  statement 
more  difficult  to  make.  As  stated  earlier  in  the 
text,  the  Columbia  metropolitan  area  had  been 
designated  by  the  federal  government  as  a high 
priority  area  for  HMO  development  due  to  its 
rapid  rate  of  population  growth.  This  fact  would 
initially  lead  one  to  suspect  that  a strong  viable 
market  should  exist.  The  demographic  analysis 
completed  during  the  study  supported  this  con- 
tention with  the  only  questions  relating  to  the 
area  population’s  overall  educational  level  and 
income  level  which  appeared  to  be  below  the 
national  average. 

The  actual  marketing  data  and  analyses  were 
based  upon  the  receipt  of  questionnaires  from 
ninety-seven  (97)  area  firms  which  employ  ap- 
proximately 52,000  people  in  the  service  area. 
There  were  only  seven  (7)  firms  indicating  they 
had  unionized  employees  which  totaled  8,033 
persons.  The  analysis  coupled  with  assumptions 
provided  by  the  plan’s  consultants,  indicated  that 

too 


initial  market  penetration  to  enroll  consumers 
would  be  4.39%.  At  the  end  of  year  five  it  was 
projected  that  the  total  enrollment  of  subscribers 
would  be  approximately  18,000  people.  This  en- 
rolled group  would  be  persons  under  the  age  of 
65. 

From  the  information  received  on  the  ques- 
tionnaires the  following  items  were  computed: 
(1)  a premium  pricing  methodology;  (2) 
penetration  rates;  (3)  account  growth  projec- 
tions; (4)  forecast  timing  and  account  entry 
assumptions;  (5)  specific  enrollment  compu- 
tations for  identified  groups;  and  (6)  assump- 
tions of  growth  in  unidentified  groups  after 
year  two. 

The  final  analysis  of  the  marketing  component 
indicated  that  the  employed  population  could 
support  a prepaid  health  plan.  The  most  signifi- 
cant questions  and  areas  of  doubt  were  related  to 
the  diff  erentials  in  the  projected  premium  of  the 
HMO  and  premiums  currently  being  paid  by 
employers  and  employees  for  their  health  insur- 
ance. The  HMO,  by  nature  of  its  more  com- 
prehensive benefit  package,  would  generally  be 
more  expensive.  It  should  be  noted  that  an  ob- 
servation made  during  the  study  was  that  the 
benefit  packages  for  most  groups  in  the  area  were 
barely  adequate  and  as  a result  were  not  very 
expensive.  This  situation  could  lead  to  the 
phenomenon  of  adverse  selection  in  marketing 
an  HMO  which  means  that  persons  who  tend  to 
be  high  utilizers  of  health  care  enroll  in  the 
HMO.  Such  a condition  usually  creates  signifi- 
cant financial  problems  for  the  prepaid  plan. 

The  primary  objective  in  completing  the  fi- 
nancial feasibility  component  of  the  feasibility 
study  was  to  evaluate  the  potential  fiscal  viability 
of  an  IPA/ HMO  operating  in  the  Columbia  met- 
ropolitan area.  In  accomplishment  of  this  com- 
ponent, the  following  measures  were  applied: 

1.  Using  current  revenue  and  health  care  cost 
assumptions  about  the  Lexington-Bichland 
County  area,  could  the  plan  breakeven 
within  a five  year  span  with  a reasonable 
and  realistic  membership  volume? 

2.  Would  the  projected  deficit  schedule  in- 
curred prior  to  breakeven  appear  to  be  con- 
sistent with  current  federal  loan  program 
requirements? 

3.  Would  financial  recovery  beyond  break- 
even be  sufficiently  strong  so  that  the  plan 
could  sustain  cash  drain  necessary  for  fed- 
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eral  loan  retirement  and  establishment  of 
the  required  twelve  year  sinking  funds  as 
protection  against  default  on  the  federal 
loan? 

4.  Where  cost  containment  assumptions  were 
made,  would  the  health  plan  have  the  oper- 
ational ability  and  authority  to  influence 
necessary  controls  and  containment  mea- 
sures? 

These  tests  were  methodically  applied  to  the 
financial  plan  as  it  was  developed.  In  addition  to 
these  considerations,  the  project  staff  believed  it 
was  important  to  develop  an  approach  and 
methodology  for  financial  management  which 
could  serve  the  plan’s  future  requirements 
throughout  the  remainder  of  the  developmental 
period. 

The  staff  was  successful  in  collecting  accurate 
financial  information  related  to  physician,  in- 
stitutional and  allied  health  care  services  ren- 
dered in  the  Columbia  area.  As  part  of  the  pre- 
mium determination  process,  certain  assump- 
tions were  made  concerning  the  utilization  ol  all 
services  by  enrollees.  These  assumptions  were 
used  in  determining  the  medical  capitation  fig- 
ure and  when  added  to  projected  administrative 
costs  yielded  the  basis  for  the  per  member  per 
month  cost  that  would  need  to  be  realized  for  the 
plan  to  operate  successfully. 

Plan  breakeven  could  be  calculated  by  com- 
bining these  revenues  with  anticipated  expendi- 
tures and  relating  them  to  projected  enrollment 
increases.  The  analysis  indicated  that  breakeven 
would  occur  during  the  forty  third  (43rd)  month 
of  operation  after  realizing  a deficit  ol  approxi- 
mately $930,000.  The  plan  would  be  sustained 
through  this  period  by  federal  HMO  loan  guaran- 
tees which  would  begin  to  be  repaid  two  years 
after  breakeven  occurred.  To  retire  such  a debt,  a 
year  total  of  8141,000  would  need  to  be  repaid  for 
approximately  sixteen  (16)  years.  Such  a financial 
situation  is  common  to  start-up  HMOs  and  in  fact 
may  be  less  than  what  many  group  and  staff 
model  HMOs  might  realize  due  to  necessary 
capital  expenditures  for  facilities  and  equipment. 

The  final  component  of  the  study  that  was 
investigated  was  the  area  of  provider  feasibility. 
It  was  initially  felt  by  the  staff  and  Board  of  Direc- 
tors that  this  component  would  create  the  major- 
ity of  problems  to  be  encountered  during  the 
study  period.  The  reasoning  for  this  was  based 
upon  the  following: 


1.  Many  physicians  were  biased  against 
HMOs  regardless  of  type; 

2.  No  HMO  currently  exists  in  the  Columbia 
area  which  would  create  a competitive 
marketplace. 

3.  Population  growth  in  the  area  is  currently 
allowing  most  physicians  to  have  a full  pa- 
tient roster;  and 

4.  A general  lack  of  M.D.  familiarity  with 
HMOs  and  in  particular  the  IPA  type 
would  create  difficult  situations  in  attempt- 
ing to  gain  documented  support  of  the  pro- 
gram and  an  indication  concerning  a wil- 
lingness to  participate  as  a provider. 

Analysis  of  the  information  received  from  pro- 
viders through  informal  conversations  and  from 
questionnaires  returned  following  presentations 
at  both  the  Lexington  and  Columbia  Medical 
Society  meetings  results  in  far  more  favorable 
reactions  than  antieipted. 

One  hundred  fifty-nine  (159)  physicians  re- 
sponded to  the  questionnaire  of  which  half  (80) 
were  designated  as  primary  care,  i.e.,  General 
Practice,  Family  Practice,  Internal  Medicine, 
OB-GYN,  Pediatrics  and  General  Surgery.  Of 
the  total  (159),  seventy-one  (71)  physicians  indi- 
cated support  of  the  HMO,  seventy-six  (76)  indi- 
cated a willingness  to  participate  in  the  IPA  and 
eighty-two  (82)  stated  support  for  seeking  addi- 
tional funds  for  the  project.  Only  twenty-nine 
(29)  physicians  were  opposed  to  the  project,  sev- 
enteen (17)  opposed  to  participating  in  the  IPA 
and  twenty-two  (22)  opposed  to  seeking  addi- 
tional monies  for  continuation.  The  remaining 
physicians  indicated  a position  of  neutrality  on 
the  questions.  It  was  felt  by  the  staff  and  cautious- 
ly interpreted  by  the  Board  that  more  than 
adequate  physician  support  exists  in  Richland 
and  Lexington  Counties  to  operationalize  an  IPA 
type  of  HMO. 

STATEMENT  OF  OMERALL  FEASIBILITY 

As  one  can  clearly  see,  there  was  much  infor- 
mation that  was  collected  and  needed  to  be  re- 
viewed and  interpreted  before  a statement  of 
feasibility  could  be  made.  As  a result  of  many 
discussions  and  deliberations  on  the  part  of  the 
Board  of  Directors,  the  following  statement  was 
attached  to  the  study  and  submitted  to  the  fed- 
eral officials  in  Atlanta  and  Washington,  D.C. 

The  Board  of  Directors  of  the  South  Carolina 
Physicians  Care  Health  Plan,  Inc.  and  the  project 
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staff  have  determined  that  it  is  not  feasible  to 
successfully  develop  and  operate  an  Individual 
Practice  Association  type  of  Health  Maintenance 
Organization  in  the  proposed  service  area  of 
Richland  and  Lexington  Counties  in  accordance 
with  provisions  of  Public  Law  93-222,  as  amend- 
ed, because  of  the  following  reasons: 

1.  The  calculated  and  projected  rate  differen- 
tials for  singles  and  especially  families 
would  appear  to  be  excessive  and  when 
added  to  what  is  currently  being  paid  by 
potential  enrollees  for  their  current  health 
care  insurance  would  result  in  negative 
marketing  conditions. 

2.  The  benefit  packages,  high  and  low  option, 
have  many  areas  of  copayment.  This  situa- 
tion causes  the  HAIO  benefit  package  to 
look  like  a standard  indemnity  insurance 
package  and  could  create  difficult  market- 
ing conditions. 

3.  Since  there  are  currently  no  prepaid  health 
plans  operating  in  the  Richland  and  Lexing- 


ton Counties  area,  consumer  ignorance, 
provider  resistance  and  employer  skepti- 
cism could  create  overly  difficult  conditions 
for  successful  plan  development  and  im- 
plementation. 

4.  The  future  availability  of  federal  and  pri- 
vate monies  in  the  form  of  guaranteed  loans 
appears  to  be  questionable  which  reflects 
negatively  on  the  fiscal  viability  of  the 
proposed  program. 

It  was  generally  felt  by  those  persons  inti- 
mately involved  with  the  study  that  we  were  very 
successful  in  completing  our  obligation  to  the 
grant’s  sponsors  as  well  as  to  the  federal  govern- 
ment. Such  an  undertaking  was  never  free  from 
limited  criticism  or  controversy.  The  study  did 
serve  to  educate  a number  of  institutional  and 
individual  providers  as  to  the  HMO  concept  and 
will  hopefully  be  useful  as  a future  reference  if 
the  topic  of  prepaid  health  plans  should  arise  in 
the  midlands  or  other  areas  of  South  Carolina.  □ 


"I  told  him  to  get  help 
for  his  drinking.  He 
told  me  to  go  to  hell." 

Too  often,  the  hardest  part  of  treating  alcoholism  is 
persuading  patients  to  seek  help.  Many  patients  refuse 
because  they  think  their  problem  is  “just  a little  one.” 
Fenwick  Hall  has  the  staff,  the  facilities  and  the  com- 
passion to  treat  any  stage  of  alcohol  or  drug  addiction. 
Our  4 to  6 week  specialized  program  incorporates  medi- 
cal detoxification  and  counseling  with  a unique  Family 
Program,  comprehensive  After  Care  and  the  tenets  of 
AA  to  enhance  self-growth  and  recovery  without  sacrific- 
ing dignity. 

If  one  of  your  patients  has  a pro- 
blem with  alcohol  or  drugs,  you 
need  to  know  about  Fenwick  Hall. 

JCAH  ACCREDITED.  BLUE  CROSS/CHAMPUS  PROVIDER. 

MOST  PRIVATE  INSURANCE  ACCEPTED. 

FENWICK  HALL 

John  H.  Magill,  Executive  Director 
P.O.  Box  688,  Johns  Island,  South  Carolina  29455  (803)  559-2461 
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The  following  editorial  was  written  by  our  Editor  Emeritus,  Dr.  Edward  Kimbrough.  His  pen  has  lain 
dormant  for  too  long! 


— CSB 


PREVENTION  OF  FOOTBALL  INJURIES  — ONE  PERSPECTIVE 


Football  is  a violent  game,  as  Lackland,  Akers 
and  Hirata  point  out  elsewhere  in  this  issue.1 
Whether  the  game  is  worth  the  great  number  of 
injuries  it  generates  (528  injuries  from  only  19 
South  Carolina  high  schools  during  the  1980  sea- 
son) is  difficult  to  assess;  but  the  57,000  fans  at 
Will  iams-Brice  Stadium,  the  63,000  fans  in 
Death  Valley,  and  the  many  thousands  who 
watch  other  college  and  high  school  games  in  the 
state  each  fall  weekend  might  suggest  football  is 
worth  everything. 

Football  is  a violent  game  but  the  age  group 
that  plays  high  school  and  college  football  is  a 
violent  age  group.  Just  a few  generations  back, 
these  same  lads  who  play  football  now  were 
scrimmaging  and  skirmishing  at  Bull  Run  and 
Atlanta  against  the  Buckeyes  and  the  Hoosiers 
and  the  Huskers;  and  some  more  generations 
back,  this  same  age  group  was  crusading  against 
the  infidel  in  search  of  the  Holy  Grail  — and  if  not 
at  war,  this  coterie  would  be  speeding  with  hot 
rods  or  fast  ponies  over  mountains  and  through 
dales.  This  is  a violent  generation,  so  perhaps  we 
must  accept  some  danger,  some  injury  among 
them;  but  any  incidence  of  injury  which  is  reduc- 
ible is  not  acceptable;  any  preventable  injury  is 
not  acceptable. 

Can  football  injuries  be  prevented?  Lackland 
et.  al.  correctly  tell  us  that  head  and  neck  injuries 
are  the  most  frightening  injuries  and  that  they 
regularly  occur  year  after  year;  yet  in  their  table 
showing  “Average  Severity  by  Location  of  In- 
jury, head  injuries  rate  2.17  severity,  the  very 


lowest  severity  of  all  areas  identified.  Addition- 
ally, Truxal,  Shenker  and  Nussbaum2  recently 
noted  only  one  concussion  in  31  high  school 
games  with  a total  of  39  injuries.  Undoubtedly, 
improved  protective  headgear  has  reduced  head 
injury.  Prior  studies  such  as  this  one  by  Lackland 
et.  al.  showed  the  necessity  for  better  helmets 
which  have  effectively  reduced  this  type  injury. 
Continued  research  of  this  ty  pe  can  show  us  how 
to  further  reduce  injury  and  such  research  must 
be  continued. 

It  has  been  clearly  shown  that  an  effective 
method  of  reducing  injuries,  probably  the  most 
effective,  is  coaching  which  is  enlightened  and 
sensitive  to  injury  prevention.  The  Committee 
on  the  Medical  Aspects  of  Sports  of  the  South 
Carolina  Medical  Association  continues  to  edu- 
cate coaches  and  trainers  on  these  techniques. 

We  physicians,  like  all  good  parents  and  citi- 
zens, can  and  should  insist  that  our  athletic  teams 
provide  the  best  available  equipment  and  the 
smartest  and  safest  coaches  to  protect  our 
athletes.  We  must  all  do  this.  But  as  physicians 
we,  and  we  only,  can  go  one  step  further  in 
reducing  and  minimizing  injury.  We,  and  only 
we,  can  provide  physician  coverage  of  all  high 
school  football  games,  and  physicians  who  are 
familiar  with  and  available  to  every  high  school 
football  team.  The  Committee  on  Pediatric  As- 
pects of  Physical  Fitness,  Recreation  and  Sports 
recognizes  this  need  as  do  Truxal  and  friends2 
whose  data  “suggest  the  need  for  continuous  at- 
tendance of  a medically  trained  person  at  football 
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games,  as  has  been  suggested  by  others.  ” 
Football  is  a violent  game,  played  by  an  histor- 
ically violent  generation.  Some  injury  perhaps 
can  be  accepted,  but  no  preventable  injury  is 
acceptable.  To  help  reduce  injury  to  our  youth, 
we  physicians  as  all  citizens  should  (1)  support 
research  such  as  Lackland,  Akers  and  Hirata 
proffer  in  this  issue  of  The  Journal  of  the  South 
Carolina  Medical  Association  so  we  can  identify 
and  then  correct  problem  areas;  (2)  insist  that  all 
institutions  provide  the  best  possible  equipment; 
and  (3)  insure  that  coaches  are  informed  and 


proper  in  their  duties.  Finally,  we,  and  only  we, 
can  provide  full  medical  coverage  of  high  school 
athletics.  We  must  do  no  less.  □ 

— EEK 
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HURRAH  FOR  THE  MEN  IN  ORANGE! 

/ need  not  tell  you  that  true  patriotism  sometimes  requires  of  men  to  act  exactly  contrary,  at  one  period,  to 
that  which  it  does  at  another,  and  the  motive  which  impels  them  — the  desire  to  do  right  — is  precisely 
the  same.  The  circumstances  that  govern  their  actions , change,  and  their  conduct  must  conform  to  the 
new  order  of  things. 

— Robert  E.  Lee  to  P.G.T.  Beauregard, 
October  3,  1865 


In  the  Fall  of  1980,  as  University  of  South 
Carolina  running  back  George  Rogers  made  his 
bid  for  college  football’s  most  prestigious  indi- 
vidual award,  a few  bumper  stickers  appeared 
around  the  state  with  the  sarcastic  question,  “a 
CHICKEN  for  the  HEISMAN?”  Leaders  among 
Clemson  University’s  supporters  promptly 
pointed  out  that  South  Carolinians  should  put 
aside  their  factional  rivalries  whenever  anyone 
from  our  state  earns  national  respect  and  admira- 
tion. The  bumper  stickers  stopped  appearing.  At 
the  season’s  finale,  played  at  Clemson,  Tiger  fans 
cheered  in  unison  when  USC  cheerleaders 
paraded  a banner  around  the  field  promoting 
their  Heisman  Trophy  candidate.  Clemson  won 
the  game;  Rogers  won  the  award. 

In  the  Winter  of  1981,  as  the  Clemson  football 
team  prepared  for  an  Orange  Bowl  showdown  for 
the  national  championship  against  the  powerful 
Nebraska  Cornhuskers,  not  a word  (that  we 
heard,  anyway!)  was  raised  against  the  Tigers. 
Carolina  and  Clemson  supporters  joined  coach 
Danny  Ford  in  his  hope  that  the  underdogs  from 
South  Carolina  would  not  be  humiliated  before  a 
national  television  audience.  When  Homer  Jor- 
dan, Perry  Tuttle,  and  company  in  their  all- 
orange uniforms  whipped  the  Cornhuskers  on 
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New  Year’s  Day,  1982,  we  recognized  a tre- 
mendous victory  not  only  for  Clemson  Univer- 
sity but  also  for  the  entire  state.  Before  it  was 
over,  millions  knew  the  geographic  location  of 
Clemson  for  the  first  time;  it  literally  put  us  “on 
the  map. 

Sports  are  useful  to  us,  in  part,  for  the  exam- 
ples which  they  provide  for  us  on  how  to  compete 
and  how  not  to  compete.  Athletes  and  their 
coaches,  often  made  larger  than  life  by  the  news 
media,  remind  us  of  the  alternative  methods  of 
dealing  both  with  victory  and  with  agony  and 
frustration.  Fierce  competition  also  tests  the 
magnanimity  of  us,  the  fans.  To  the  aphorism  that 
“sports  bring  a people  together,”  Bill  Russell 
once  replied  cynically  that  “a  public  hanging 
would  do  the  same  thing.”  But  this  is  a short- 
sighted view.  Eyewitness  observers  at  the 
Orange  Bowl  told  us  of  the  good  feelings  which 
were  exchanged  in  the  stands  between  Clemson 
and  Nebraska  supporters.  The  news  media  told 
us,  after  the  game,  of  the  obvious  mutual  respect 
between  the  opposing  players  and  coaches. 
Clemson  and  Carolina  supporters  exhorted  each 
other:  “Isn’t  this  great!  George  Rogers  won  the 
Heisman,  and  Clemson  won  the  national  cham- 
pionship!” 
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Just  as  the  Tigers  were  claiming  the  national 
championship,  the  newspapers  carried  another 
story  suggesting  acrimonious  rivalry  between  the 
state’s  two  medical  schools  — the  newer  school  in 
Columbia  (USC)  and  the  Medical  University  of 
South  Carolina  in  Charleston  (MUSC).  A high- 
ranking  MUSC  official  was  quoted  as  having  said 
that  the  programs  at  USC  should  be  “cut  out”  or 
“shouldn’t  exist.’  Urging  restraint,  we  should 
remember  that  reporters  seldom  define  avoid- 
ance of  controversy  as  their  primary  responsibili- 
ty — as  dramatically  illustrated  by  the  current- 
ly-showing motion  picture,  “Absence  of  Malice. 
However,  the  setting  for  these  remarks  appeal's 
to  have  far-reaching  implications  for  medical 
education  in  South  Carolina. 

A blue-ribbon  committee  of  nationally-recog- 
nized experts  in  medical  education,  headed  by 
Dr.  Edgar  Lee,  Jr. , undertook  last  year  a study  of 
medical  education  in  our  state  at  the  request  of 
the  Commission  on  Higher  Education.  The  Lee 
report  has  not  yet  been  considered  by  the  full 
commission,  as  of  this  writing,  and  it  would  seem 
to  be  premature  to  comment  on  the  report  in 
detail  in  The  Journal.  Rather,  we  hope  that  a 
detailed  synopsis  of  the  report  can  be  prepared  at 
a later  date,  and  that  interested  parties  could 
discuss  the  report’s  implications  in  these  pages  as 
editorials  or  as  letters  to  the  editor.  As  reported 
by  the  newspapers,  the  report  gives  constructive 
criticism  to  both  medical  schools.  The  report 
then  recommends  that  the  total  number  of  medi- 
cal students  in  South  Carolina  should  be  kept  at 
approximately  200  per  year  — a figure  identical 
to  that  reached  recently  by  the  Medical  Man- 
power Study  Committee  of  the  Commission  on 
Higher  Education.  It  recommends  that  the 
number  of  students  in  each  class  at  MUSC  should 
be  gradually  reduced,  while  the  number  of  stu- 
dents in  each  class  at  USC  is  gradually  increased. 


The  report  limits  its  scope  to  medical  education, 
and  does  not  review  the  research  programs  at  the 
two  institutions. 

Beginning  with  the  famous  Flexner  report,  we 
have  learned  that  the  objective  conclusions  of 
non-partisan  outside  observers  of  medical  educa- 
tion can  be  extremely  valuable.  Let  us  hope  that 
the  Lee  report  can  be  digested  and  discussed  in  a 
calm  atmosphere.  Let  us  hope  that  the  publica- 
tion of  the  report  would  not  be  used  as  a 
springboard  to  re-open  the  controversy  sur- 
rounding the  creation  of  the  second  medical 
school.  The  circumstances  of  medical  education 
in  South  Carolina  have  changed  considerably 
since  the  second  medical  school  was  formed. 

In  the  seven  years  since  the  creation  of  under- 
graduate medical  programs  at  USC,  the  school 
has  quietly  accomplished  its  goals.  It  has  re- 
ceived full  accreditation.  It  has  operated  remark- 
ably smooth  on  a limited  budget,  and  its  pro- 
grams have  avoided  controversy.  Some  old  scars 
from  the  school’s  conception  might  benefit  from 
cosmetic  surgical  revision,  but  old  incisions  do 
not  need  re-opening.  Although  it  seems  unlikely 
that  our  state  can  finance  a medical  research 
M ecca,  we  should  take  note  that  the  era  of  medi- 
cal research  Meccas  is,  itself,  probably  passing 
into  memory.  There  is  little  or  nothing  to  prevent 
South  Carolina  from  achieving  national  promi- 
nence, however,  in  the  education  of  physicians. 

We  should  remember  the  lessons  learned  from 
Carolina  and  Clemson  supporters,  and  remem- 
ber that  there  are  times  for  putting  factional 
rivalries  aside.  Let  us  not  awaken  one  day  only  to 
express  the  regrets  of  Nebrasks  coach  Tom  Os- 
borne who,  while  praising  Clemson,  neverthe- 
less lamented:  “We  beat  ourselves. 

— CSB 


February,  1982 


111 


We're  Number  One. 


CompuSystems  is  proud  to  be  the  largest  supplier 
of  Medical  Insurance  Processing  and  Billing  Systems 
to  physicians  in  South  Carolina.  Reaching  this  goal 
only  four  years  after  selling  its  first  computer  can  be 
attributed  to  the  company's  commitment  to  the 
medical  market  and  its  policies  of: 


Providing  "Total  Systems 
Responsibility”  — hard- 
ware, software,  training, 
and  maintenance  — 
from  one  vendor 


Providing  "State  of  the 
Art”  features  such  as 
teleprocessing  insurance 
(a  CompuSystems  first  in 
early  1979) 


Using  the  finest  equip- 
ment from  the  major 
computer  companies 
(IBM,  Xerox,  AT&T, 
Exxon,  etc.) 


Call  today  to  arrange  for  your  personal  demonstration  - 1-800-922-5528 
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From  the  State  House: 

LEGISLATIVE  UPDATE 


March  1982 

The  Legislature  is  approaching  what  should  be  the  mid -point  of  the  1982  session. 

The  session  could  be  extended  if  House  reapportionment  is  stalemated.  The  U.  S.  Justice 
Department  had  objected  to  what  it  termed  the  dilution  of  black  voting  strength  in  14 
of  the  124  House  districts  of  the  House-passed  Reapportionment  Plan. 

As  of  this  writing,  the  House  Judiciary  Committee  was  continuing  work  towards  satis- 
fying Justice  Department  officials  with  an  acceptable  plan.  March  15  is  the  filing 
deadline  for  candidates  in  House  races.  If  the  deadline  is  pushed  back  because  of  an 
impasse  in  reapportionment,  it  would  likely  have  the  effect  of  extending  the  Legislative 
session  well  into  the  summer  months. 

On  the  Senate  side,  several  matters  were  postponed  because  of  lengthy  debate  on 
whether  to  expell  Senator  Eugene  Carmichael  from  that  body.  At  publication  time,  the 
Senate  seemed  to  be  gradually  getting  back  to  business  as  usual. 

Of  more  immediate  interest  to  physicians,  and  something  that  should  be  duly  noted  is 
the  fact  that  the  SCAPELL  (South  Carolina  Auxiliary-Physician  Educational  Legislative 
Liaison)  Program  for  increased  grass-roots  lobbying  is  beginning  to  show  positive  results. 
These  "results"  have  been  reflected  in  procedural  votes  taken  on  one  major  bill  (S.636) 
and  actions  taken  or  legislative  sentiments  expressed  on  three  other  pending  bills  that 
are  reported  in  this  Update. 

CHIROPRACTIC 

On  February  18,  1982  the  State  Senate  made  S.636 , the  bill  to  redefine  Chiropractic 
practice,  a "special  order" — effectively  giving  it  a priority  status  for  debate.  The 
bill  will,  therefore,  certainly  be  debated  very  soon — possibly  before  this  Update  reaches 
you.  The  issue  has  not  changed  one  iota  from  the  last  month.  It  is  still  a circumstance 
of  Mixer  Chiropractors  reneging  on  committee  compromises,  and  their  attempting  to  "back 
into  medical  practice"  by  doing  blood  and  urine  work-ups  (lab  work) . Perhaps  we  are 
getting  ahead  of  ourselves,  but  at  this  juncture  we  feel  that  the  Seante  has  been «duly 
informed  of  our  position.  Several  State  Senators  have  remarked  to  SCMA  representatives 
that  they  have  received  goodly  amounts  of  mail  from  physicians  and  Auxilians  supporting 
S.636.  More  letters  and  contacts  with  State  Senators  would  certainly  not  hurt  our  cause, 
but  we  are  now  urging  an  emphasis  be  made  on  contacting  members  of  the  S.  C.  House  of 
Representatives.  Urge  them  to  refuse  to  "expand"  Chiropractic  practice  by  having  them 
(Chiropractors)  diagnose  (and  thereby  charge  at  the  going  rate)  all  their  patients  on 
the  pretense  that  they  have  the  training  (they  have  no  training  on  seeing  medically  sick 
people — only  those  with  backaches,  etc.)  to  analyze  blood  and  urine  samples. 

Contact  all  Representatives  in  your  area.  This  includes  the  district  you  live  in, 
plus  the  districts  your  patients  come  from.  This  is  because  many  House  districts  have 
no  physicians  while  one  or  two  in  a metropolitan  or  rural  area  may  have  nearly  all  the 
M.D.’s.  Our  President  wishes  to  express  appreciation  to  those  physicians  for  their 
efforts  made  thus  far  this  year  on  this  issue. 


MUSC  BOARD  BILL— S. 731 


Due  to  a government  report  which  lamented  the  lack  of  minorities  sitting  on  the 
Boards  of  the  various  state-supported  colleges  in  South  Carolina,  several  bills  were 
introduced  by  a State  Senator  to  cure  this  "defect."  S.731  is  one  of  these  bills  and 
it  would,  among  other  things,  change  the  MUSC  Board  of  Trustees  so  as  to  delete  the 
current  requirement  of  having  members  of  certain  health  professions  sit  on  that  Board. 
(Currently,  one  "health  professional"  from  each  Congressional  District  sits  on  the 
Board,  along  with  a "consumer"  member — making  for  twelve  trustees  in  all.)  The  bill 
would  also  enlarge  the  MUSC  Board  by  giving  the  Governor  three  appointees  in  addition 
to  the  other  twelve  who  are  appointed  by  the  Legislature. 

Dr.  Waitus  0.  Tanner,  Past-President  of  SCMA,  testified  in  opposition  to  this  legis- 
lation at  a public  hearing  on  February  24,  1982.  It  was  pointed  out  that  the  Legisla- 
ture elects  the  Board — ergo,  it  is  their  fault  if  they  elect  no  minorities  to  this 
Board;  that  the  "exclusive  mission"  for  MUSC  is  to  train  the  professionals  that  can 
now  sit  on  the  Board — nurses,  M.D.’s,  pharmacists,  and  dentists;  and  that  the  current 
"mix  of  consumers  and  professionals.  . .is  in  the  best  interest  of  the  people  of  South 
Carolina."  (We  note  that  currently  five  physicians  sit  on  the  MUSC  Board.) 

This  legislation  is  not  expected  to  pass  since  such  strong  opposition  has  been 
registered  to  this  proposed  change. 

STRICT  LIABILITY  FOR  PHYSICIAN  SERVICES— S .350 

This  legislation,  in  a nutshell,  would  change  S.  C.  liability  laws  to  stipulate 
that  anyone  who  "supplies  or  performs  services  (such  as  a physician)  in  such  a manner 
that  harm  will  necessarily  or  probably  ensue.  . ."  will  be  liable.  The  problem  is  that, 
under  the  provisions  of  this  bill,  the  physician  (or  other  person)  could  be  held  liable 
for  medical  problems  incurred  by  a patient  even  if  he  is  not  negligent  in  the  way  the 
"services"  are  delivered!  This  is  called  "strict  liability"  by  lawyers.  The  bill  is 
being  pushed  by  the  S.  C.  Trial  Lawyers’  Association  (lawyers  who  bring  actions  on 
behalf  of  the  injured  clients — plaintiffs)  and,  if  passed,  could  turn  health  care 
delivery  in  this  state  on  its  head. 

On  March  3,  1982  William  H.  Hunter,  M.  D. , SCMA  President,  in  a speech  before  the 
Senate  Labor,  Commerce  & Industry  Committee  (LC&I)  strongly  urged  the  defeat  of  the 
legislation  which  he  said  "would  . . . drastically  increase  the  cost  of  delivering 
health  services  . . ."in  South  Carolina. 

As  the  March  3rd  hearing  before  the  LC&I  was  drawing  to  a close,  supporters  of 
S.350  indicated  to  SCMA  representatives  that  the  language  dealing  with  "services"  as 
would  pertain  to  physicians  would  be  deleted  jif  we  would  withdraw  our  objections.  Such 
an  outcome  seems  likely  at  this  point  in  time. 

CHILD  RESTRAINT  LEGISLATION— S .750 

On  February  10,  1982  the  legislation  which  would  require  vehicle  passenger  restraints 
for  children  under  four  years  of  age  was  passed  viva  voce  (by  voice  vote)  by  the  State 
Senate.  Little  or  no  dissent  was  heard  to  this  SCMA-sponsored  measure  and  only  one 
relatively  minor  amendment  was  made  to  the  bill  upon  passage.  The  legislation  was 
referred  to  the  House  where  it  is  now  being  considered  by  the  Education  and  Public 
Works  Committee.  That  committee  held  a public  hearing  on  the  measure  on  February  23, 
1982  at  which  time  the  testimony  was  generally  favorable.  This  committee  is  expected 
to  vote  on  passage  of  S.750  in  the  very  near  future. 

For  further  information  on  the  above  matters,  please  contact  the  SCMA  Department 
of  Public  Affairs  at  252-6311. 
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Of  those  who  recover  from  a state  approaching 
to  dissolution  a greater  number  will  owe  their 
recovery  to  unassisted  nature,  than  to  the  most 
judicious  treatment.  But  let  us  not  on  this  ac- 
count undervalue  the  knowledge  which  phys- 
iological investigations  throw  on  this  interesting 
subject. 

Sir  Benjamin  Brodie,  1846 

Historically,  resuscitation  attracted  little  se- 
rious attention  from  clinicians  and,  as  Brodie  ob- 
served over  a century  ago,  remedies  for  restoring 
victims  of  suspended  animation  were  based  on  the 
concept  of  stimulating  the  deceased.  These  were 
either  mischievous  or  useless,  proposed  by  those 
who  did  not  know  what  to  do,  but  thought  they 
were  expected  to  do  something.  Unfortunately 
this  attitude  still  characterizes  the  unsubstantiated 
pontifications  of  many  authorities.  However,  a 
new  era  dawned  about  25  years  ago  during  which 
a few  clinican  — investigators  started  a deter- 
mined effort  to  establish  a firm  scientific  basis  for 
resuscitation  measures. 

BASIC  TECHNIQUES 

The  trend  started  with  the  demonstration  of  the 
greater  effectiveness  of  exhaled  air  artificial  ven- 
tilation than  of  the  chest  pressure  methods,1  then 
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advocated.  Only  two  years  later  the  fact  that 
sternal  compression  could  create  artificial  circula- 
tion during  cardiac  arrest  was  reported.2  The 
question  of  how  the  new  method  of  sternal  com- 
pression compared  to  the  accepted  technique  of 
thoracotomy  and  internal  cardiac  compression 
was  answered  by  a controlled  comparison  in  dogs3 
which  showed  that  the  methods  produced  approx- 
imately equal  blood  flow  and  that  the  external 
method  was  less  fatiguing.  These  studies  were  the 
basis  for  the  currently  accepted  techniques  of  car- 
diopulmonary resuscitation  (CPR),  and  made  re- 
suscitation possible  in  a multitude  of  new 
circumstances. 

DROWNING 

Although  drowning  was  the  second  most  com- 
mon cause  of  death  among  young  people  under 
age  24,  little  was  known  about  the  condition.  No 
measure,  other  than  removal  from  the  water  be- 
fore death,  had  been  shown  to  be  helpful.  Con- 
trolled experiments  in  animals  showed  that 
ventilation  of  the  lungs  with  air  led  to  survival  of 
asphyxiated  animals  who  had  not  aspirated  fluid, 
but  that  positive  pressure  ventilation  only  delayed 
pulmonary  edema  and  death  if  sea  water  was 
aspirated,  and  did  not  prevent  ventricular  fibrilla- 
tion if  fresh  water  was  aspirated.4  Asphyxiated 
animals  which  aspirated  sea  water  survived  after 
positive  pressure  ventilation  with  oxygen  and 
plasma  infusion.5  Positive  pressure  ventilation, 
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sternal  compression  and  external  electrical  coun- 
tershock restored  circulation  in  animals  with  ven- 
tricular fibrillation  due  to  fresh  water  aspiration.6 
A sound  approach  to  resuscitation  of  drowning 
and  near-drowning  victims  was  established,7 
which  is  still  essentially  unchanged. 

ASPHYXIA 

Since  asphyxia  was  a common  cause,  and  the 
invariable  consequence,  of  all  except  the  most 
transient  episodes  of  cardiac  arrest,  an  experiment 
was  devised  to  clarify  the  roles  of  external  chest 
compression  and  positive  pressure  ventilation  in 
resuscitation  from  acute  asphyxia.8  Relief  of  air- 
way obstruction  led  to  resuscitation  as  long  as 
apnea  had  not  developed.  Positive  pressure  ven- 
tilation was  successful  about  50%  of  the  time  if  the 
systolic  blood  pressure  was  50  torr.  Ventilation 
and  external  compression  started  one  minute  after 
circulatory  arrest  restored  normal  arterial  oxy- 
genation within  one  minute.  However,  spon- 
taneous circulation  was  restored  in  only  20%  of 
animals.  When  ventilation  and  sternal  compres- 
sion were  started  10  minutes  after  circulatory 
arrest,  90%  were  resuscitated  if  epinephrine  1 mg 
was  injected  into  a cardiac  ventricle.  Clearly  drug 
therapy  greatly  increased  the  effectivenes  of  re- 
suscitation. Further  study  was  needed. 

DRUG  THERAPY  DURING 
CARDIAC  ARREST 

Recommendations  for  drug  therapy  during 
cardiac  resuscitation  were  obscure,  conflicting 
and  based  on  inference  from  the  actions  of  the 
agents  under  other  circumstances.  In  the  absence 
of  artificial  ventilation  and  circulation,  no  phar- 
macological maneuvers  could  possibly  correct 
cardiac  arrest. 

Epinephrine’s  value  in  cardiac  resuscitation 
had  been  known  since  1896, 9 and  as  early  as  1906 
the  importance  of  securing  coronary  pressure  of 
30  to  40  torr  during  cardiac  massage  was  noted  to 
be  crucial  to  success.  It  was  not  usually  possible  to 
achieve  this  by  cardiac  massage,  unless  epi- 
nephrine was  used  in  addition.10  A series  of  experi- 
ments demonstrated  that  intracardiac  injections 
of  epinephrine  markedly  increased  the  effective- 
ness of  artificial  ventilation  and  sternal  compres- 
sion in  correcting  asystole  due  to  asphyxia,  and 
that  it  was  equally  effective  in  resuscitation  from 
ventricular  fibrillation.11 

Because  epinephrine  had  a strong  cardiac  in- 
otropic (beta)  effect  and  caused  intense  pe- 
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ripheral  vasoconstriction  (alpha  effect),  there  was 
confusion  regarding  its  useful  property  in  restart- 
ing an  arrested  heart.  A comparison  of  several 
drugs  having  either  or  both  of  these  properties, 
and  which  were  recommended  in  cardiac  arrest, 
showed  that  all  which  caused  peripheral  vas- 
oconstriction were  as  effective  as  epinephrine 
(Table  I),  while  those  which  acted  principally  by 
cardiac  stimulation  were  useless.12  Moreover  a 
peripheral  vasoconstrictor  was  shown  to  be  as 
effective  as  epinephrine  in  resuscitation  from  ven- 
tricular fibrillation.  Further  experiments13  made 
it  clear  that  the  primary  objective  of  drug  therapy 
in  resuscitation  from  cardiac  arrest  is  to  increase 
peripheral  vascular  resistance,  transiently  de- 
creasing perfusion  of  most  of  the  body,  but  in  the 
process  increasing  aortic  diastolic  pressure.  Since 
coronary  blood  flow  occurs  during  diastole  in 
either  the  spontaneously  beating  or  arrested  heart 
which  is  being  compressed,  the  result  is  increased 
coronary  flow  and  myocardial  reoxygenation.  In  a 
recent  reexamination  of  this  phenomenon,  it  was 
found  that  alpha  receptor  blockade  prevented 
resuscitation  of  animals  with  cardiac  arrest,  while 
resuscitation  of  animals  with  beta  receptor  block- 
ade was  uniformly  successful.14  Further  confir- 
mation was  obtained  by  attempting  resuscitation 
of  animals  with  cardiac  arrest  using  only  CPR, 
CPR  with  a pure  alpha  stimulator,  and  CPR  with 
peripheral  resistance  increased  by  abdominal 
compression.15  Few  dogs  were  resuscitated  by 
CPR  alone,  but  resuscitation  was  successful  in  the 
groups  in  which  peripheral  resistance  was  in- 
creased by  alpha  stimulation  or  abdominal  com- 
pression. Every  dog  which  was  successfully 
resuscitated  developed  a diastolic  pressure  during 
resuscitation  of  at  least  40  torr. 


Table  I 

DRUG  THERAPY  OF  ASPHYXIAL  CARDIAC  ARREST 

Drug 

Circulation  Restored 

Epinephrine  1 mg 

10/10 

Phenylephrine  10  mg 

9/10 

Metaraminol  10  mg 

9/10 

Methoxamine  20  mg 

9/10 

Isoproterenol  0.4  mg 

0/10 

Mephentermine  150  mg 

3/10 

Calcium  Chloride  20  mg 

6/10 

Dopamine  40  mg° 

10/10 

Dobutamine  50  mg° 

2/10 

After  Redding  + Pearson,  Anesthesiology,  1963 
“Otto,  et  al.,  Crit  Care  Med,  1981. 
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DRUG  THERAPY  OF  VENTRICULAR 
FIBRILLATION 

The  vasoconstrictor  effect  is  as  important  in 
resuscitation  from  ventricular  fibrillation  as  it  is  in 
cardiac  standstill.  When  drugs  and  drug  combina- 
tions (Table  II)  were  studied  in  resuscitation  from 
ventricular  fibrillation,  resuscitation  employing 
epinephrine  1 mg  prior  to  the  countershock  was 
significantly  more  effective  than  when  no  drug 
was  used.  Methoxamine  20  mg  was  significantly 
more  effective  than  epinephrine  under  these  cir- 
cumstances.16 This  probably  is  due  to  the  fact  that 
inotropic  drugs  worsen  myocardial  ischemia  by 
raising  oxygen  demands  while  impeding  suben- 
docardial blood  supply.  Methoxamine  improves 
coronary  flow  without  increasing  myocardial  oxy- 
gen demand.17  An  interesting  recent  study18  has 
shown  dopamine  in  dosage  sufficient  for  an  alpha 
adrenergic  response  to  be  as  effective  as  epi- 
nephrine in  both  asystole  and  ventricular  fibrilla- 
tion, while  dobutamine,  a beta  adrenergic  agent, 
was  useless  in  either  condition. 

Table  II 

DRUG  THERAPY  OF  FIBRILLATORY 
CARDIAC  ARREST 


Drug 

Successful 

Defibrillation 

Circulation 

Restored 

10  min  arrest" 

None 

3/15 

1/15 

NaHCO, 

6/15 

0/15 

Epinephrine 

7/15 

7/15 

Epinephrine  + Lidocaine 

13/15 

7/15 

Phenylephrine 

12/15 

10/15 

Methoxamine 

14/15 

13/15 

Epinephrine  + NaHCO, 

13/15 

13/15 

5 min  arrest"  ° 

None 

10/10 

3/10 

Dopamine 

9/10 

9/10 

Dobutamine 

9/10 

2/10 

Epinephrine 

10/10 

10/10 

“Redding  + Pearson,.  JAMA,  1968 
° °Otto,  et  al.,  Crit  Care  Med,  1981 

EFFECTIVE  ROUTES  OF  DRUG  THERAPY 

When  experimental  evidence  showed  that  the 
useful  action  of  drugs  during  cardiac  resuscitation 
was  on  the  peripheral  circulation,  rather  than 
directly  on  the  myocardium,  a study  was  designed 
to  determine  which  routes  of  administration 
would  be  effective  under  conditions  of  circulatory 
arrest  and  resuscitation.19  Intramuscular  and  in- 
tralingual  injections  were  no  better  than  no  drug 
therapy.  Administration  of  epinephrine  1 mg  by 


the  intracardiac  route  was  no  more  effective  than 
intravenous  injection.  When  the  drug  was  diluted 
tenfold  with  water  and  injected  down  an  endo- 
tracheal tube  it  was  as  effective  as  when  given  by 
the  other  two  routes,  and  there  was  no  difference 
in  time  from  injection  by  any  of  the  three  routes 
until  return  of  spontaneous  circulation.  Dilution 
was  advantageous  only  when  the  intratracheal 
route  was  used.  Intravenous  and  intratracheal  in- 
jections are  not  associated  with  the  hazards  of 
using  the  intracardiac  route. 

DRUG  THERAPY  OF  METABOLIC 
ACIDOSIS 

It  is  well  established  that  in  the  absence  of 
adequate  tissue  perfusion  anaerobic  metabolism 
causes  production  of  acid  metabolites.  Following 
the  adoption  of  CPR,  there  were  many  advocates 
of  use  of  sodium  bicarbonate  to  correct  this  acid- 
osis on  the  assumption  that  it  would  promote  early 
restoration  of  cardiac  function.  It  was  common  to 
observe  administration  of  large  amounts  of  so- 
dium bicarbonate  while  drugs  of  established  value 
were  neglected.  This  attitude  was  based  on  obser- 
vations that  bicarbonate  given  to  animals  before 
induction  of  cardiac  arrest  made  them  easier  to 
resuscitate,  that  acidotic  animals  had  diminished 
response  to  catecholamines,  and  that  calves  made 
hypotensive  by  infusion  of  hydrochloric  acid 
could  be  restored  by  infusion  of  sodium  bicarbo- 
nate. There  were  recommendations  that  “No  time 
should  be  wasted  in  the  first  instance  with  adrena- 
lin and  other  drugs.  The  apporpriate  treatment  is 
the  intravenous  administration  of  8.4%  sodium 
bicarbonate  solution.  ” Investigation20  showed  that 
sodium  bicarbonate  alone  given  during  CPR  did 
not  promote  return  of  cardiac  contractility.  Accu- 
rate correction  of  the  acidosis  was  not  feasible 
until  cardiac  resuscitation  was  successful  and  im- 
proved tissue  perfusion  mobilized  metabolites  se- 
questered in  the  tissues.  On  the  other  hand, 
epinephrine  1 mg  was  highly  effective  even  in  the 
presence  of  severe  metabolic  acidosis  (Figure  1.) 

Other  experiments  showed  that  susceptibility 
of  the  heart  to  ventricular  fibrillation  was  in- 
creased in  the  presence  of  metabolic  acidosis,  and 
that  this  could  be  corrected  by  administration  of 
bicarbonate.  Variations  in  respiratory  parameters 
had  no  such  effects.21  Adverse  effects  of  excessive 
use  of  bicarbonate  have  been  reported  and  in- 
clude development  of  “intractable  cardiac  ar- 
rest,” hyperosmolarity  incompatible  with  life  and 
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carbon  dioxide  retention.  The  result  is  a new 
perspective  in  which  the  second  objective  of  drug 
therapy  in  cardiac  arrest  is  recognized  as  preven- 
tion of  excessive  metabolic  acidosis  without  inad- 
vertant  production  of  metabolic  alkalosis. 

ECG 
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FIGURE  1 — Successful  resuscitation  of  an  asphyxiated  dog 
using  external  cardiac  compression  (ECC)  and  intermittent 
positive  pressure  ventilation  with  air  (IPPV).  Epinephrine  I 
mg  was  given  intravenously  when  resuscitation  was  started. 
Note  prompt  rise  in  diastolic  pressure  and  return  of  spon- 
taneous circulation.  Arterial  pH  was  7.08  at  the  time  of 
resuscitation.  From  Redding  J S:  Cardiopulmonary  re- 
suscitation: an  algorithm  and  some  common  pitfalls.  Am 
Heart  J 98:791,  1979.  With  permission. 


ESTABLISHING  THE  SCIENTIFIC 
APPROACH  TO  RESUSCITATION 

In  spite  of  the  efforts  over  the  past  two  decades 
to  establish  a sound  scientific  basis  for  CPR,  rec- 
ommendations continue  to  be  published  and 
“standards’  promulgated  which  are  based  on  lit- 
tle evidence.  An  amazing  example  is  the  wide- 
spread acceptance  of  the  Heimlich  maneuver 
advocated  for  relief  of  foreign  body  airway 
obstruction.  The  popular  press  extended  wide- 
spread coverage,  and  anecdotal  accounts  of  “lives 
saved”  by  the  maneuver  mounted.  No  failures 
were  mentioned.  In  spite  of  a few  voices  raised  in 
warning,  the  measure  was  recommended  by  the 
American  Heart  Association  — National  Research 
Council.  Controversy  mounted  until  there  was 
potential  for  legal  liability.  Analysis  of  the  experi- 
mental evidence  and  anecdotal  reports  revealed 
that  none  of  the  manual  measures  approached  the 
effectiveness  of  a natural  cough,  and  that  case 
reports  not  collected  by  the  originator  of  the  ma- 
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neuver  indicated  none  of  the  recommended  man- 
ual measures,  used  alone,  was  successful  50%  of 
the  time.22. 

On  the  positive  side,  a program  of  instruction 
for  medical  students  based  on  sound  scientific 
principles  was  developed  and  evaluated.23  This 
was  adopted  by  over  75%  of  U.  S.  medical  schools, 
and  the  most  effective  methods  of  presentation 
were  studied.24  Textbook  chapters  and  review 
articles  documenting  the  scientific  basis  were 
published,  too  numerous  to  mention  except  by 
example.25 

Finally  a gathering  of  the  investigators  who 
established  modern  CPR  to  review  the  scientific 
evidence  supporting  current  teaching26  led  to  a 
resurgence  of  interest  in  CPR  research.  This  re- 
sulted in  numerous  scientific  publications  by  le- 
gitimate investigators,  a rapid  expansion  of 
knowledge,  and  publication  of  the  proceedings  of 
the  group  five  years  later,27  which  reflected  the 
changing  attitude  toward  recommendations 
based  on  sound  research.  □ 
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Coronary  artery  bypass  has  become  one  of  the 
most  frequently  performed  operations  in  this 
country.  Although  a large  experience  with  coro- 
nary disease  has  been  gained  in  many  medical 
centers,  there  remains  controversy  regarding 
many  aspects  of  diagnosis  and  management.  One 
problem  is  the  timing  of  intervention  with  defini- 
tive diagnostic  studies.  To  aid  in  the  timing  of 
intervention  in  coronary  disease,  it  would  be  help- 
ful to  understand  and  compare  the  results  of  oper- 
ation in  early  disease  with  those  in  advanced 
disease. 

Success  in  coronary  artery  bypass  is  the- 
oretically related  to  flows  achieved  in  bypass 
grafts.  Not  only  are  satisfactory  graft  flows  more 
assuring  of  a good  clinical  result,  but  low  flows 
have  been  correlated  with  early  graft  occlusion.1 
By  comparing  flows  at  the  end  of  an  operation  in  a 
group  of  patients  with  early  disease  with  flows 
from  a group  of  patients  with  advanced  disease, 
one  can  gain  some  idea  of  the  expectations  of 
operative  intervention  in  each  situation. 

In  this  report,  flows  in  coronary  artery  bypass 
grafts  in  patients  with  a partially  occluded  left 
anterior  descending  artery  (LAD)  are  compared 
to  flows  in  patients  who  have  developed  total 
occlusion  of  LAD. 


From  the  Department  of  Surgery,  Roper  Hospital, 
Charleston,  S.  C.  29401  and  the  Division  of  Thoracic  and 
Cardiovascular  Surgery,  Medical  University  of  South  Car- 
olina, Charleston,  S.  C.  29425. 

Address  correspondence  to  Dr.  Prioleau  at  Ashley  House, 
Lockwood  Blvd.,  Charleston,  S.  C.  29401. 
t Carolina  Medical  Electronics 


MATERIALS  AND  METHODS 

An  electromagnetic  flow  meter  f was  applied  to 
vein  grafts  in  61  patients  with  partial  occlusion  of 
LAD  with  twenty  patients  with  total  occlusion  of 
LAD. 

In  the  group  with  total  occlusion  of  LAD,  ante- 
roseptal  wall  motion  on  the  ventriculogram  was 
noted  and  an  assessment  of  collateral  circulation 
made  on  the  arteriograms.  The  size  of  the  LAD 
was  noted  at  operation. 

RESULTS 

The  group  with  total  LAD  occlusion  demon- 
strated the  following  in  comparison  with  the 
group  with  partial  LAD  occlusion: 

(1)  A decrease  in  mean  LAD  graft  flow  from  42 
ml/min.  to  26  ml/min.  (p  < .01). 

(2)  A decrease  in  mean  flow  of  non-LAD  grafts 
(right  and  circumflex)  from  68  ml/min.  to 
54  ml/min. 

As  seen  in  Figure  1,  the  cases  of  both  groups 
averaged  three  bypasses  per  case.  If  there  had 
been  extensive  collateral  development  from  the 
right  and  circumflex  arteries  to  compensate  for 
the  loss  from  the  LAD  occlusion,  one  would 
expect  non-LAD  flows  to  be  at  least  as  high  if 
not  higher  in  the  total  occlusion  group.  The  fact 
that  non-LAD  flows  were  lower  in  the  total 
occlusion  group  indicates  advanced  disease  in 
the  right  and  circumflex  arteries  of  these  pa- 
tients and  a reduction  in  vascular  bed  in  all 
distributions  of  the  coronary  circulation. 

(3)  A decrease  in  the  ratio  of  LAD:  total  graft 
flow  from  0.69  to  0.48  (p  < .01). 
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With  total  LAD  occlusion  there  was  a reduc- 
tion in  flow  of  both  LAD  and  non-LAD  grafts 
but  a more  precipitous  drop  in  the  case  of  the 
LAD  graft  flow. 

In  selecting  those  cases  with  total  LAD  occlu- 
sion that  had  more  satisfactory  graft  flows,  size  of 
vessel  and  function  in  the  anteroseptal  distribu- 
tion were  important.  Flows  over  25  ml/min.  were 
only  obtained  where  vessels  distal  to  obstruction 
were  1.5  mm  or  greater  in  diameter.  When  im- 
pairment to  anteroseptal  wall  motion  was  rated  as 
mild  to  moderate  there  was  more  chance  of  a 
satisfactory  flow  than  was  the  case  with  severe 
dysfunction  (p  < .02). 

Efforts  to  relate  flows  with  many  aspects  of 
collateral  circulation  as  seen  on  the  angiograms 
were  to  no  avail. 


Partial  Occl. 
LAD 

Total  Occl. 
LAD 

Patients: 

61 

20 

§ Grafts/Case 

2.9 

3.3 

LAD  Graft  Flow 

42  ml/min. 

26  ml/min. 

p < .01 

Non-LAD  Graft  Flow 

68  ml/min. 

54  ml/min. 

LAD/Total  Graft  Flow 

0.69 

0.48 

P < -01 

FIGURE  1 

DISCUSSION 

Treatises  in  physiology  have  often  ascribed  im- 
portance to  collateral  circulation  in  protecting 
myocardium  in  the  event  of  coronary  occlusion. 
Indeed,  in  some  animals,  collateral  development 
is  very  extensive  and  affords  significant  protec- 
tion against  myocardial  injury.  While  some  pa- 
tients may  be  saved  by  development  of  an 
extensive  collateral  system,  many  suffer  from  a 
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delay  in  definitive  diagnosis.  The  cardiologist, 
Gorlin,  has  given  a realistic  assessment  of  collat- 
eral development  in  the  human  myocardium  with 
his  statement:  “In  the  last  analysis  coronary  collat- 
erals in  man  are  more  an  indication  of  severe 
regional  ischemia  (present  or  potential)  than  a 
sign  of  biological  ‘compensation’  for  a perfusion 
defect.  ”2 

Certainly  in  our  study  the  flowmeter  values  do 
not  indicate  that  flows  through  right  and  circum- 
flex grafts  fill  in  for  deficiencies  in  the  LAD 
vascular  bed  when  the  LAD  becomes  totally  oc- 
cluded. The  data  from  our  study  are  probably 
skewed  toward  showing  the  more  favorable  situa- 
tions resulting  from  coronary  occlusion  as  many 
cases  of  coronary  occlusion  are  not  considered 
candidates  for  coronary  bypass. 

With  evidence  that  distal  runoff  in  the  vascular 
bed  is  permanently  reduced  with  advanced  coro- 
nary occlusive  disease,  prophylaxis  becomes  a ma- 
jor consideration  in  evaluating  patients  with  chest 
complaints.  The  stress  test  deserves  emphasis  in 
this  regard  to  screen  middle-aged  and  elderly 
individuals  at  risk  for  an  irreversible  coronary 
event.  □ 
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The  symptoms  are  common.  Missing  receipts. 
Overdue  invoices.  Neglected  insurance  forms.  And, 
worst  of  all,  a lot  of  precious  time  spent  on  paperwork 
that  could  otherwise  be  devoted  to  patient  care. 

The  cure:  A Commodore  desktop  computer.  In- 
cluding disk  drive,  letter  quality  printer,  and  complete 
medical  accounting  and  word  processing  systems. 

For  a modest  investment,  you  get  all  the  features  of  a 
sophisticated  and  versatile  business  computer  that  can 
do  virtually  all  your  paperwork  in  a fraction  of  the 
time  it  takes  you  now. 

Commodore’s  Medical  Accounting  System 

(MAS)1,  for  example,  can  provide  you  with  a fast, 
flexible  accounting  and  bookkeeping  system  that’s  as 
easy  to  use  as  it  is  cost  effective.  Automating  your 
receivables,  invoicing,  aging  of  payables,  and  re- 
venue analyses.  MAS  can  also  generate  end-of-the- 
month  “Superbills”  as  well  as  standard  insurance  and 
Medicare  forms.  And  it  gives  you  a thorough  over- 
view of  your  office  activities  through  a series  of 
reports  ranging  from  diagnostics  to  referrals. 

And  with  our  w ord  processing  programs,  your 
Commodore  computer  is  versatile  enough  to  be  used 
whenever  you’d  normally  use  a typewriter.  For 
memos.  Reports.  Correspondence.  Proposals.  In 
seconds,  you  can  delete,  insert,  rearrange  para- 
graphs, even  revise  as  many  times  as  necessary.  With 
no  time  wasted  typing  multiple  drafts. 

If  all  that  time  saved  on  paperwork  is  used  to  take 
on  additional  patients,  just  think  how  quickly  your 
Commodore  computer  will  pay  for  itself,  many 
times  over. 

Your  Commodore  computer  can  be  expanded  to 

meet  the  needs  of  a growing  office.  And  Commodore 
dealers  throughout  the  country  offer  prompt  local 
service . Visit  your  Commodore  dealer  for  a hands-on 
demonstration  of  the  Commodore  computer  that  does 
so  much,  so  easily,  at  such  a low  cost. 

1 Medical  Accounting  System  was  created  by  Cimarron  Corp. 


“MEDICAL  ACCOUNTING  PLUS 
WORD  PROCESSING  FOR  UNDER 
$6,500.  FROM  COMMODORE.” 


—WILLIAM  SHATNER 


Commodore  Computer  Systems 
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During  the  mid  1970’s,  the  Perinatal  High  Risk 
Program  (PHRP)1  2-  3' 4 was  implemented  by  the 
South  Carolina  Department  of  Health  and  En- 
vironmental Control  to  reduce  perinatal  mortality 
in  the  state.  The  objective  of  the  PHRP  is  to 
provide  comprehensive  prenatal,  intrapartum, 
neonatal  and  postneonatal  care  to  high  risk 
women  and  their  infants  who  otherwise  would  be 
unable  to  obtain  adequate  medical  care. 

The  present  study  was  undertaken  to  determine 
if  high  risk  women  in  the  program  had  lower  fetal 
and  infant  (neonatal  and  postneonatal)  mortality 
and  higher  birth  weights  than  a comparable  group 
of  high  risk  women  who  did  not  participate  in  the 
program.  To  control  for  factors  other  than  par- 
ticipation in  the  program  which  might  have  af- 
fected pregnancy  outcome,  program  and  non- 
program women  were  individually  matched  on 
the  following  characteristics  known  to  be  associ- 
ated with  pregnancy  outcome:  mother’s  race, 
mother’s  age,  parity,  and  outcome  of  past  preg- 
nancies (including  previous  fetal  death;  neonatal 
death;  low  birth  weight  infant;  previous  c-section; 
and  three  consecutive,  spontaneous  abortions). 
Any  differences  in  pregnancy  outcome  found 
after  equating  the  two  groups  of  women  on  these 
characteristics  could  reasonably  be  attributed  to 
either  participation  or  nonparticipation  in  the 
program. 

Five  hundred  sixty-four  program  women  were 
successfully  matched  with  nonprogram  women. 
Of  the  45  infant  deaths  that  occurred  among  the 
two  groups,  29  infant  deaths  occurred  out  of  the 
program  as  compared  to  16  infant  deaths  in  the 
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program.  Neonatal  deaths  were  about  70  percent 
higher  among  nonprogram  women  than  among 
program  women  (17  neonatal  deaths  as  compared 
to  10  neonatal  deaths),  and  postneonatal  deaths 
were  twice  as  high  among  nonprogram  women 
than  among  program  women  (12  postnatal  deaths 
as  compared  to  six  postneonatal  deaths). 

Including  women  who  had  fetal  deaths,  573 
program  and  nonprogram  women  were  matched. 
Fetal  deaths  were  found  to  be  twice  as  high 
among  nonprogram  women  than  among  program 
women  (15  fetal  deaths  as  compared  to  eight  fetal 
deaths). 

Birth  weight  distributions  between  the  two 
groups  were  not  statistically  significant.  The 
mean  birth  weighs  of  infants  born  to  program 
women  was,  however,  slightly  lower  than  those 
infants  born  to  nonprogram  women  (2966  grams 
as  compared  to  2998  grams). 

The  findings  of  the  present  study  indicate  that 
the  SC  DHEC  Perinatal  High  Risk  Program  is 
reducing  fetal  and  infant  mortality  in  high  risk 
mothers.  The  findings  that  the  program  high  risk 
women  had  improved  pregnancy  outcomes  were 
consistent  and  occurred  even  though  program 
women  were  found  to  have  higher  overall  risk 
scores.  A possible  reason  for  the  program’s  effec- 
tiveness could  be  due  to  the  fact  that  a greater 
number  of  program  women  had  more  prenatal 
visits  and  delivered  in  a Level  II  or  III  hospital. 

It  was  interesting  that  there  was  not  apparent 
impact  on  the  incidence  of  low  birth  weight  infant 
despite  the  fact  that  perinatal  mortality  was  very 
much  improved  in  the  program  group. 

South  Carolina  now  leads  the  nation  as  the  state 
with  both  the  highest  rate  for  low  birth  weight 
infant  (2500  grams  and  less)  as  well  as  the  very  low 
birth  weight  infant  (1500  grams  and  less)  — see 
Table  I. 
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Table  I 

1978  STATISTICS  FOR  LOW  BIRTH  WEIGHT  AND  VERY  LOW  BIRTH  WEIGHT  INFANTS 

Total  VLBW  Rate  LEW  Rate  VLBW  Rank  LBW  Rank 


u.  s. 

3,333,279 

38,752 

11.6 

236,342 

70.9 

Alabama 

60,227 

796 

13.2 

5,306 

83.6 

9.5 

7 

Alaska 

8,861 

68 

7.7 

472 

53.3 

48 

46 

Arizona 

43,112 

404 

9.4 

2,642 

61.3 

37.5 

36 

Arkansas 

34,793 

427 

12.3 

2,724 

78.3 

15.5 

12 

California 

356,310 

3,754 

10.5 

22,557 

63.3 

27 

33 

Colorado 

44,107 

430 

9.7 

3,617 

82.0 

33 

8 

Connecticut 

37,294 

454 

12.2 

2,507 

67.2 

17 

29 

Delaware 

8,685 

94 

10.8 

627 

72.2 

25.5 

20 

D.  C. 

9,383 

292 

31.1 

1,219 

129.9 

1 

1 

Florida 

113,343 

1,472 

13.0 

8,881 

78.4 

12 

11 

Georgia 

84,140 

1,243 

14.8 

7,323 

87.0 

4.0 

4 

Hawaii 

16,753 

152 

9.1 

1,201 

71.7 

40 

21 

Idaho 

19,391 

157 

8.1 

1,084 

55.9 

47 

40.5 

Illinois 

174,509 

2,350 

13.5 

12,873 

73.8 

7 

19 

Indiana 

83,598 

862 

10.3 

5,378 

64.3 

28.5 

31 

Iowa 

44,584 

423 

9.5 

2,352 

52.8 

34.5 

48 

Kansas 

36,735 

346 

9.4 

2,321 

63.2 

37.5 

34 

Kentucky 

57,334 

592 

10.3 

4,049 

70.6 

28.5 

23.5 

Louisiana 

74,928 

1,089 

14.5 

6,617 

88.3 

6 

3 

Maine 

15,847 

136 

8.6 

850 

53.6 

44 

45 

Maryland 

55,329 

821 

14.8 

4,298 

77.7 

4.0 

14 

Massachusetts 

68,657 

693 

10.1 

4,430 

64.5 

31 

30 

Michigan 

139,149 

1,681 

12.1 

9,968 

71.6 

18 

22 

Minnesota 

61,993 

528 

8.5 

3,277 

52.9 

45 

47 

Mississippi 

44,399 

586 

13.2 

3,850 

86.7 

9.5 

5 

Missouri 

72,892 

865 

11.9 

5,075 

69.6 

19 

26 

Montana 

13,545 

111 

8.2 

801 

59.1 

46 

37 

Nebraska 

25,112 

249 

9.9 

1,464 

58.3 

32 

38 

Nevada 

10,990 

123 

11.2 

808 

73.5 

22.5 

17 

New  Hampshire 

12,429 

110 

8.9 

695 

55.9 

42 

40.5 

New  Jersey 

93,535 

1,164 

12.4 

6,965 

74.5 

14 

16 

New  Mexico 

23,932 

224 

9.4 

2,051 

85.7 

37.5 

6 

New  York 

233,954 

3,054 

13.1 

17,969 

76.8 

11 

15 

North  Carolina 

82,442 

1,218 

14.8 

6,650 

80.7 

4.0 

10 

North  Dakota 

11,299 

102 

9.0 

611 

54.1 

41 

44 

Ohio 

160,863 

1,874 

11.6 

11,287 

70.2 

20 

25 

Oklahoma 

45,905 

467 

10.2 

3,240 

70.6 

30 

23.5 

Oregon 

38,974 

303 

7.8 

2,005 

51.4 

48 

50 

Pennsylvania 

152,248 

1,648 

10.8 

10,407 

68.4 

25.5 

27 

Rhode  Island 

11,522 

153 

13,3 

731 

63.4 

8 

32 

South  Carolina 

49,671 

773 

15.6 

4,412 

88.8 

2 

2 

South  Dakota 

12,239 

92 

7.5 

637 

52.0 

49 

49 

Tennessee 

66,607 

857 

12.9 

5,416 

81,3 

13 

9 

Texas 

236,952 

2,687 

11.3 

17,169 

72,5 

21 

21 

Utah 

38,808 

287 

7.4 

2,197 

56.6 

49 

39 

Vermont 

7,120 

80 

11.2 

443 

62.2 

22.5 

35 

Virginia 

73,443 

904 

12.3 

5,402 

73.6 

15.5 

20 

Washington 

58,726 

511 

8.7 

3,259 

55.5 

43 

42 

West  Virginia 

29,280 

321 

11.0 

1,995 

68.1 

24 

28 

Wisconsin 

68,669 

643 

9.4 

3,724 

54.2 

37.5 

43 

Wyoming 

8,661 

82 

9.5 

676 

78.1 

34.5 

13 
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HIGH  RISK  PERINATAL  PROGRAM 


Programs  such  as  the  one  described  above  have 
reduced  South  Carolina’s  perinatal  mortality 
from  31.5/1000  (1972)  to  19.6/1000  (1980),  but 
there  has  been  very  little  change  in  the  incidence 
of  the  low  birth  weight  or  very  low  birth  weight 
infant  (Table  II). 

Attention  must  be  given  to  innovative,  preven- 
tive programs  to  reduce  the  magnitude  of  the 
problem  of  the  low  birth  weight  infant.  □ 
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Table  II 


INCIDENCE  OF  LOW  BIRTH  WEIGHT 
(<2500  grams) 

Rate/1000  Live  Births 


White  Non-White  Total 


USA 

SC 

USA 

SC 

USA 

SC 

1970 

68.02 

72.6 

137.55 

121.2 

78.92 

95.8 

1971 

65.51 

65.2 

133.06 

126.8 

77.29 

88.5 

1972 

64.75 

66.9 

135.35 

125.5 

76.52 

90.7 

1973 

63.94 

66.6 

132.13 

126.8 

75,34 

90.0 

1974 

62.78 

64.5 

130.93 

131.8 

73.97 

90.9 

1975 

62.44 

65.7 

130.51 

126.8 

73.67 

90.1 

1976 

61.14 

61.6 

129.27 

126.3 

72.41 

88.9 

1977 

59.21 

61.1 

127.66 

130.3 

70.81 

89.1 

1978 

59.25 

60.2 

128.15 

130.1 

70.90 

89.1 

1979 

o o 

61.9 

o o 

126.8 

o o 

88.5 

INCIDENCE  OF  VERY  LOW  BIRTH  WEIGHT 
(<1500  grams) 

Rate/1000  Live  Births 


White  Non-White  Total 


USA 

SC 

USA 

SC 

USA 

SC 

1970 

9.43 

9.7 

23.80 

19.4 

11.66 

13.3 

1971 

9.22 

9.3 

22.83 

18.9 

11,39 

12.9 

1972 

9.42 

9.8 

23.74 

19.7 

11.77 

13.6 

1973 

9.37 

9.8 

22.75 

20.2 

11.56 

13.9 

1974 

9.13 

8.9 

22.59 

20.8 

11.31 

13.5 

1975 

9.19 

10.4 

23.67 

20.9 

11,54 

14.6 

1976 

9.09 

9.0 

24.00 

23.0 

11.51 

14.6 

1977 

8.52 

9.2 

23.73 

21.7 

11.30 

14.3 

1978 

9.09 

9.3 

24.26 

25.0 

11.63 

15.8 

1979 

O O 

9.3 

o o 

23.7 

o o 

15.2 

OUTCOME  MEASURES 


Program 

Non-Program 

Descriptive /Non- 

Fetal  Mortality  (9/591) 

= 15.2 

46/2749  = 26,3 

Controlled  Statistics 

Neonatal  Mortality  (10/582) 

= 17.2 

47/1703  = 27.6 

Postneonatal  Mortality  (7/572) 

= 12.0 

28/1703  = 16.4 

Infant  Mortality  (17/582) 

= 29.2 

75/1703  = 44.0 

"Low  Birth  Weight  (134/581) 

= 23.1 

"347/1699  = 20.4 

Matched  Pairs  Outcome 

Fetal  Mortality  (8/546) 

= 14.6 

17/546  = 31.1 

Neonatal  Mortality  (10/537) 

= 18.6 

20/537  = 37.2 

Postneonatal  Mortality  (6/537) 

= 11.2 

13/537  = 24.2 

Infant  Mortality  (16/537) 

= 29.8 

33/537  = 61.4 

Program 

Non-Program 

First  Method 

Perinatal  Mortality  II 

= 32/1000 

PMN  II  = 53/1000 

Second  Method 

Perinatal  Mortality  II 

= 32/1000 

PMN  II  = 67/1000 

° "Rates  not  available  as  yet 
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NEWS  FROM  COUNCIL  AND  EXECUTIVE  COMMITTEE 


DHEC  STANDARDS  FOR  LICENSING  AMBULATORY  SURGICAL  FACILITIES 

As  reported  in  the  last  issue  of  this  HejWSletteJ 1,  the  SCMA  was  asked  to  comment 
on  DHEC's  proposed  standards  for  the  licensing  of  ambulatory  surgical  facilities. 
These  standards  were  considered  by  the  SCMA  Commission  on  Scientific  Affairs  and 
Medical  Education.  Based  on  the  Commission's  study  and  recommendations,  the 
SCMA  has  advised  DHEC  that  it  ...concurs  with  VHEC’s  requirements  f or  licensing 
procedures , anesthesia  service,  pathology , radiology , nursing  service,  medical 
records,  surgical  equipment,  and  standards  for  functional  safety  and  Infection 
control. 

In  addition , however,  the  SCMA  has  advised  VHEC  that  the  Association  can  see  no 
benefit  to  maintaining  a current  listino  of  all  types  of  procedures  done  at  the 
facility , which  the  SCMA  feels  would  probably  operate  to  the  legal  detriment  of 
the  surgical  center.  The  SCMA  also  opposes  sections  of  the  standaAds  pertaining 
to  building  codes , due  to  the  fact  that  excessive  costs  would  be  necessary.  The 
SCMA  has  recommended  that  this  section  be  replaced  with  a requirement  of  compliance 
with  local  construction  codes  for  physicians ' offices. 

TORT  REFORM  MEASURES 


The  SCMA  Professional  Liability  Committee  has  recommended  certain  tort  reform 
measures  which  have  been  approved  by  the  SCMA  Executive  Committee  and  referred 
to  the  Committee  on  Legislative  Activities  for  drafting  of  appropriate  bills  to 
introduce  into  the  current  session  of  the  S.  C.  General  Assembly.  These  measures 
include:  (7)  elimination  of  the  Ad  Vamnum  Clause ; (2)  a statute  of  awarding 

costs , expenses  and  fees  to  the  losing  party  in  any  professional  liability  court 
case;  (3)  a statute  on  collateral  sources;  requiring  other  sources  of  payment 
to  offset  the  professional  liability  payments  for  actual  damages;  and  [4]  a 
statute  establishing  periodic  payments  against  professional  liability  judgments 
or  settlements . 

MEDICAID  FEE  SCHEDULE  UNDER  CONSIDERATION  BY  LEGISLATURE 

AS  THIS  ISSUE  OF  THE  NEWSLETTER  GOES  TO  PRESS,  THE  SCMA  HAS  JUST  LEARNED  THAT 
THE  HOUSE  WAYS  AND  MEANS  COMMITTEE  IS  CONSIDERING  MAKING  A PERMANENT  PROVISO 
TO  DSS’S  MEDICAID  BUDGET  WHICH,  IF  APPROVED  BY  THE  GENERAL  ASSEMBLY,  WOULD  MAN- 
DATE PAYMENT  FOR  PHYSICIANS’  SERVICES  ON  A FEE  SCHEDULE  BASIS.  No  details  on  the 
type  of  fee  schedule  being  considered  are  available  at  this  time,  and  the  SCMA  is 
withholding  comment  until  such  time  as  thorough  evaluation  has  been  made.  However , 
the  Association  is  diligently  monitoring  the  House  Committee’s  deliberations  and 
the  membership  will  be  kept  informed. 


GOVERNOR’S  TASK  FORCE  ON  PRESCRIPTION  DRUG  ABUSE 


The  SCMA  Committee  on  Alcohol,  Drug  Abuse  and  Impaired  Physicians,  as  well  as 
the  SCMA  Executive  Committee,  have  studied  in  detail  the  recommendations  of  the 
Governor's  Task  Force  on  Prescription  Drug  Abuse.  SCMA  comments  have  been  relayed 
to  the  Governor's  Office,  as  follows: 

1 . The  SCMA  diAa.Qtie.eA  with  the,  TaAk  force  recommendation  to  amend  a tote,  tarn  to 
permit  no  mo  tie  than  two  refiilA  on  a written,  Aigned  preAcniption  and  no  refiilA 
on  telephone  ptieAc.tu.pti.onA  for  Schedule  III,  IP  and  V dtmgA . The  SCMA  feeiA  thiA 
tiedaetion  o{)  the  number  of  aiiowabZe  refiiiA  wilt  inetieaAe  the  frequency  o\ $ 
patient  viAitA  to  phyAicianA ' officeA  and  wouid  be  inflationary. 

2.  The  SCMA  diAagtieeA  with  the  ToaIz  Ton.ee  Recommendation  to  add  four  on.  motie 
inveAtigcutive  Ataff  f on.  the  Bureau  of  Vtuig  Control , Aince  the  SCMA  queAtlonA  the 
need  f on.  Auch  additional  Ataff  and  the  coAt  effectiveneAA  in  a time  of  budgetary 
tieAttiaintA . 

3.  The  SCMA  believeA  that  recommended  ZegiAZation  to  prohibit  the  printing  o\ \ the 
phy Aician' A PEA  number  on  the  pad  and  prohibiting  the  printing  of  refill  check 
boxeA  on  the  pad  wouid  contribute  nothing  to  curtailing  preAcniption  pad  the{)t 
and  thereby  preAcniption  drug  abuAe,  The  SCMA  feeiA  that  the  recommendation  to 
prohibit  the  refill  check  boxeA  wouid  principally  Aerve  to  add  time  to  the 
preAcniption  compZetion  proceAA. 

4 . The  SCMA  oppoAeA  the  recommendation  which  wouid  limit  one  preAcniption  to  one 
farm,  fading  that  thiA  practice  wouid  not  impact  on  fargenieA  and  further  wouid 
add  time  and  inconvenience  to  phyAicianA'  AcheduZeA. 

5.  The  SCMA  concuTA  with  the  recommendation  to  amend  the  Pharmacy  Act  to  require 
pharmaciAtA  to  mountain  patient  profile  recordA,  but  diAagreeA  with  the  recommenda- 
tion that  the  PharmaciAt  Ahouid  conAuZt  with  the  patient  at  the  time  a preAcniption 
iA  diApenAed.  The  SCMA  faeiA  that  the  definition  of  "patient  conAuiting"  Ahouid  be 
more  clearly  defined . 

6.  The  SCMA  heartily  endoneA  the  recommendation  that  increaAed  emphaAis  be  pZaced 
by  the  State' A medicai  AchoolA,  dentai  AchooZ,  and  AchooZ  of  aliied  health  AcienceA 
on  educating  future  practitionerA  in  preAcribing  practiceA  to  minimize  the  po- 
tential for  patient  miAuAe  and! or  divetAion  of  controlied  drugA. 

DHEC  STATE  CANCER  CLINICS 

(I.  Hoyt  Bodie,  M.  V,,  Chairman  of  Cancer  Clinic  VirectorA  and  HoApitaZ  AdmivuAtra- 
torA  and  PreAident  of  the  S.  C.  OncoZogy  Society,  has  requested  SCMA  assistance 
with  the  S.  C.  House,  Ways  and  Means  Committee,  in  an  effort  to  restore  funds 
cut  by  DHEC  for  the  operation  of  State  Aid  Cancer  Clinic  Programs.  In  response  to 
this  request,  the  SCMA  has  gone  on  record  as  endorsing  the  restoration  of  these 
funds  for  the  current  fiscal  year  and  the  maintaining  of  the  previous  funding  level 
for  the  upcoming  fiscal  year. 


******  Watch  for  financial  pZanning  newA,  Aoon  to  appear  oa  an  ZnAert  in  The 

Journal  of  the  South  Carolina  Medicai  AAAociation  on  a regular  baAiA  ***** 


OTHER  NEWS 


CAROLINA  HEALTH  SURVEY 

The  Carolina  Health  Survey  is  being  conducted  by  the  University  of  South 
Carolina  and  funded  by  the  S.  C.  Department  of  Health  and  Environmental  Control's 
High  Blood  Pressure  Control  Project.  The  purpose  of  the  survey  is  to  collect 
data  about  health  problems,  use  of  medical  services,  and  health  knowledge  of  the 
state's  population.  The  survey  involves  interviewing  approximately  5,000 
individuals  from  3,000  households  throughout  the  state.  Included  in  the  interview 
are  measurements  of  blood  pressure  according  to  a carefully  standardized  protocol. 
Interviewing  began  in  Greenville  February  17,  in  Charleston  February  2kf  and  in 
Columbia  on  March  3.  Von.  mon.e.  tn^onmatton  about  the.  CaAoltna  He.aZth  SuAve.y,  c.att 
[803)  77 7-6852. 

S.  C,  MEDICAL  OFFICE  MANAGEMENT  ASSOCIATION 

The  SCM0MA,  an  organization  dedicated  to  working  hand  in  hand  with  physicians  for 
better  health  care  for  medical  offices,  is  currently  conducting  a membership 
drive.  Von.  complete,  tnfaonmatton  on  how  to  jotn,  catt  Vote.  WeZt!>  at  (803) 

254-4282. 

ASSISTANCE  WITH  OFFICE  LABORATORIES 

Kenneth  N.  Smtth,  M.  V.,  Chatnman  ofi  the.  SCM A LabonatoAy  Quattty  ContAoZ  Cormttte.e.f 
reports  that  the  committee  plans  to  work,  when  requested,  in  an  advisory  capa- 
city to  physicians  having  problems  with  office  laboratory  work.  The  committee 
is  challenged  to  encourage  excellent  quality  in  the  area  of  office  laboratory 
tests  and  to  work  with  DHEC.  Physicians  wishing  aid  regarding  the  best  quality 
control  programs,  equipment,  and  involved  costs,  should  feel  free  to  contact 
Dr.  Smith  at  2315  North  Main  Street,  Anderson,  South  Carolina  29621;  or  Mrs. 

Jane  Davis,  Staff  Coordinator,  SCMA  Headquarters.  These  contacts  will  provide 
the  names  of  committee  members  throughout  the  state  who  can  be  called  upon  for 
ass i stance. 

PATIENT'S  COMPENSATION  FUND  RESOLUTIONS 

The  Board  of  Governors  of  the  Patient's  Compensation  Fund,  which  provides  for 
protection  of  South  Carolina  Health  Care  Providers'  excess  professional  liabilities, 
has  adopted  a Resolution  which  expresses  its  appreciation  to  the  South  Carolina 
Medical  Association  for  its  administrative  services  to  the  Fund  which  have  been 
handled  . . . }}tn  a htghty  competent  manneA  and  at  a co&t  o fj  teAt>  than  one.  hat oft 
the.  eAttmate.d  co&tA” . At  the  same  time,  the  Board  of  Governors  also  adopted  a 
Resolution  commendi ng  the  Property  and  Casualty  Insurance  Agents  of  this  state 
for  their  participation  and  assistance. 

CAPSULES 

The  SCMA,  its  membership,  leadership  and  staff,  were  saddened  at  the  death  of 
JameA  H.  (" Toolte. ”)  GAeA&ette.,  on  February  1 1 , 1982.  Dr.  Gressette  was  President 
of  the  Association  in  1962-1963.  Sincere  sympathy  is  extended  to  his  family.... 
Excerpts  from  the  President's  Page  in  the  December,  1981  issue  of  The.  JouAnat 
ofa  the.  South  CaAoltna  He.dtc.at  A&Aoctatton  were  reprinted  in  the  "OPINIONS"  section 
of  the  February  19  issue  of  AM  New&.  "Expensive  Ambulances  at  the  Bottom  of  the 
Cliff",  by  WZlttam  H.  HunteAf  M.P.,  discussed  recent  Medicaid  reductions  in 
reimbursement  for  physicians'  services  and  suggested  alternatives  to  the  more 
expensive  forms  of  medical  care. 


HEALTH  AND  HUMAN  SERVICES  COMMISSION 


The  SCMA  has  reviewed  in  detail  Senate  Bill  761  which  would  establish  a Health 
and  Human  Services  Finance  Commission,  as  recommended  by  the  Governor.  The 
Association  has  expressed  its  general  agreement  with  the  concept  of  such  a 
Commission  and  its  proposed  objectives. 

The  SCMA  ha s,  however,  also  expreAAed  ItA  concerns  regarding  certain  aApects  o f 
the  propoAed  legislation,  particularly  with  regard  to  the,  makeup  of  the,  CommlAAlon. 
The,  SCMA  feels  that  Auch  a CommlAAlon  made,  up  entirely  of  members  of  the.  lay 
public  Mould  be  unable  to  addAeAA  many  o f the  problemA  coming  before  the  CommlAAlon. 
In  addition , the  SCMA  feels  the  language  of  the  Bill  with  regard  to  the  authority 
and.  reAponAlbility  of  a propoAed  Advisory  Committee  Ia  vague  and  Ahould  be  mote 
clea/ily  defined.  Ex-offlclo  membeAA  of  the  AdvlAoAy  Committee  would  appeaA  to 
be  too  large  In  numbeA,  which  could  overwhelm  and  dominate  dlAcuAAlonA  of,  problemA 
and  lAAueA . 

The  above  comments  have  been  transmitted  to  the  Governor's  office. 

DATA  COMMUNICATIONS  NETWORK 


The  S.  C.  Hospital  Association  and  the  S.  C.  Division  of  Research  and  Statisti- 
cal Services  are  actively  involved  in  a proposal  for  a statewide  computer  billing 
and  patient  information  data  transmission  center.  The  SCMA  has  been  asked  to 
support  and  participate  in  this  program  and  has  formed  an  Ad  Hoc  Committee  to 
consider  the  proposal,  whether  the  SCMA  should  become  involved,  and  if  so,  to 
what  extent.  Council  will  be  considering  the  matter  in  some  detail,  along  with 
the  recommendations  of  the  Ad  Hoc  Committee,  and  further  news  will  be  reported 
to  the  membership. 

ALTERNATIVE  TO  MEDICAID  LIMITATIONS 

Currently , alteAnatlveA  to  the  S.  C.  Department  of  Social  Service' A arbitrarily 
eAtabllshed  limitation  of  twelve  In-hoApltal  day  A for  all  Medicaid  patients 
are  being  explored.  A propoAal  developed  by  the  S.  C.  HoApltal  Aaao elation  would 
attempt  to  limit  the  number  of  Medicaid  hoApltal  admlsAlons  rather  than  the 
payment  for  hoApltal  day  a Incurred. 

The  proposal  has  been  referred  to  the  SCMA  Committee  on  Medical  Services,  Henry 
VrleAAon,  M.  V.,  Chairman.  This  committee's  recommendations  will  be  considered 
by  the  full  Council  at  its  next  meeting  on  March  19- 

MEDICAL  MANPOWER  STUDY:  S.  C.  COMMISSION  ON  HIGHER  EDUCATION 

The  SCMA  has  been  following  very  closely  the  discussions  by  the  S.  C.  Commission 
on  Higher  Education  which  recently  defeated,  by  a vote  of  7"6,  the  recommenda- 
tions of  the  Medical  Manpower  Study  Committee,  Chaired  by  Ray  Ramage,  M.  V. 

This  action  resulted  in  the  establishment  of  a "blue  ribbon"  committee  to  con- 
duct a further  study.  In  a recent  letter  to  the  CommlAAlon  on  Higher  Education, 
the  SCMA  aAked  that  the  CommlAAlon  conAlder  the  appointment  of  a repreAentatlve 
from  the  SCMA  to  participate  In  this  Atudy,  from  which  recommendations  will  come 
for  consideration  before  the  entire  CommlAAlon. 


ENHANCING  OFFICE  MANAGEMENT  OF 
DIABETES  MELLITUS:  USE  OF  AN  EMPLOYEE- 
MICROPROCESSOR  TEAM 

GALEN  B.  COOK,  M.D.* 


The  purpose  of  this  presentation  is  to  describe  a 
new  method  for  simplifying  the  clinical  manage- 
ment of  select  health  problems  which  occur  fre- 
quently in  office  practice.  For  clarity,  only  one 
disease  — Diabetes  Mellitus  — will  be  discussed 
here,  although  the  principles  shown  are  applica- 
ble to  many  illnesses.  Emphasis  will  be  placed  on 
cost  effectiveness  as  well  as  health  benefits. 

Because  five  percent  of  the  United  States’  pop- 
ulation has  Diabetes  Mellitus  and  because  it  at- 
tacks so  many  different  organs,  nearly  all 
practitioners  are  called  upon  frequently  to  deal 
with  this  disorder.  If  more  aspects  of  total  diabetic 
care  could  be  managed  ambulatory  instead  of  on 
an  inpatient  basis,  we  might  reduce  direct  and 
indirect  costs  but,  as  yet,  valid  data  have  not  been 
collected  to  prove  this.1  There  is,  however,  evi- 
dence that  the  ready,  thorough,  and  skilled  man- 
agement of  Diabetes  Mellitus,  when  still  in  an 
uncomplicated  state,  can  preclude  hospital  admis- 
sions for  ketoacidosis,  coma,  and  amputations.2 
Avoiding  these  problems  in  the  physician’s  office 
does  save  money  and  reduces  human  suffering. 
The  most  recent  data  for  South  Carolina  shows 
16,138  persons  were  discharged  from  hospitals 
here  in  a 12-month  period  with  a diagnosis  of 
Diabetes  Mellitus  . . . 695  involved  ketoacidosis  or 
coma  and  311  included  amputations.3 

There  are  implications  to  suggest  good  meta- 
bolic control  can  delay  or  prevent  long-term  mi- 
crovascular  complications.4-5  A patient  who 
adopts  an  accurately  prescribed  dietary  program 
and  who  understands  the  preventive  measures 
that  reduce  risk  of  mishap  is  well-equipped  to 
postpone  or  avoid  the  devastating  complications 
that  too  frequently  characterize  Diabetes. 

We  have  developed  and  are  currently  using  a 
program  in  outpatient  diabetes  management 


° District  Medical  Director,  The  Wateree  District,  South  Car- 
olina Department  of  Health  and  Environmental  Control, 
P.  O.  Box  1628,  Sumter,  S C.  29150. 


which  is  appealing  because  it  does  not  require 
constant  physician  surveillance  or  direct  physi- 
cian involvement.  The  program’s  precepts  are 
based  on  the  recommendations  of  the  nation’s 
most  skilled  diabetologists,  as  promulgated  by  the 
American  Diabetes  Association,  and  are  revised  as 
new  information  is  learned.  Of  particular  impor- 
tance to  the  private  practitioner,  this  effort  can  be 
brought  into  office  application  quickly  and  inex- 
pensively without  requiring  supplemental  profes- 
sional education. 

MATERIALS 

One  unit  of  equipment  should  be  sufficient  to 
serve  the  patient  training  needs  of  any  busy  prac- 
titioner and  also  would  suffice,  at  the  outset,  for  a 
small  group  practice.  One  unit  comprises  four 
elements:  (1)  a microprocessor  with  typing  keys, 
(2)  a black-and-white  television,  (3)  a printer,  and, 
(4)  a tape  recorder.  Today,  the  retail  cost  of  this 
set-up  is  approximately  three  thousand  dollars 
and  is  available  at  Hewlett-Packard  dealerships 
acrOSS  the  world  ^-P85  with  application  PAC  #10027  (Figure  1) 

The  vendor  provides  maintenance  and  repair, 
which,  in  our  experience,  is  needed  infrequently. 

One  employee  is  required  to  use  the  system. 
This  person  need  not  be  a nurse.  Depending  on  the 
volume  of  patients  seen,  the  personnel  expense 
may  not  require  new  hiring.  If  an  unsalaried 
volunteer  can  be  enlisted,  all  the  better. 

METHODS 

Our  program  is  divided  into  two  parts:  Educa- 
tion and  Nutrition.  Each  topic  is  relatively  com- 
plex. Thus,  when  properly  executed  from  human 
memory,  either  consumes  valuable  physician  time 
and  is  apt  to  contain  oversights.  By  contrast,  when 
the  decisions  necessary  to  conduct  both  diabetic 
education  and  nutrition  are  organized  into  a care- 
fully structured  algorithm  and  presented  on  the 
described  equipment,  these  deficiencies  are 
alleviated. 
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H-P  85  with  application  PAC  #10027  (Figure  1) 


Education:  Five  critical  topics  have  been  iden- 
tified; each  contains  a body  of  information  that  is 
beneficial  for  the  patient  to  know  in  order  to 
adapt  to  having  diabetes  and  reduce  the  risks  of 
complication.  These  topics  are  indexed  from 
most-to-least  vital  and  contain  varying  numbers 
of  questions  (Table  I).  All  material  is  written  to 
fourth  grade  comprehension. 

The  physician’s  employee  sits  before  the  equip- 
ment in  a quiet  section  of  the  office  and  locates  the 
patient  in  a comfortable  chair  facing  the  operator 
but  not  in  view  of  the  television  screen.  The  screen 
displays  one  question  at  a time;  the  correct  answer 
appears  simultaneously  (Table  II).  The  operator 
asks  the  patient  each  question  in  a warm  and 
friendly  tone  and  compares  the  subject’s  reply  to 
the  correct  answer.  The  patient’s  response  is 
judged  right  or  wrong;  the  employee  types  “R”  or 
“W”  accordingly.  The  microprocessor  instantly 
clears  the  TV  screen  and  the  next  subsequent 
question/answer  set  is  displayed.  This  concentra- 
tion continues  through  the  entire  topic  if  all  an- 
swers are  right.  But  when  seven  wrong  answers 
are  made,  the  training  session  ends  automatically. 
At  this  point,  the  printer  produces  a simple  de- 
clarative sentence  of  correct  information  for  each 
of  the  seven  questions  missed.  To  further  aid 
understanding,  analogies  accompany  the  more 
difficult  material  (Table  III).  The  paper  contain- 
ing these  sentences  is  given  the  patient  as  a learn- 
ing prescription  for  home  study.  During 
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subsequent  visits  the  process  is  repeated  until  all 
answers  retrieved  are  correct. 

Table  I 


PRESCRIPTIONS  FOR  DIABETES  EDUCATION 

Hypo  and  Hyperglycemia  18  Questions 

Insulin  20  Questions 

Foot  Care  13  Questions 

Diet  42  Questions 

Urine  Testing  10  Questions 


Table  II 


DO  YOU  ALWAYS  WEAR  A METAL  I D.  NECKLACE  OR 
BRACELET? 

ANS.  YES 

RIGHT  OR  WRONG 
? 


Table  III 


ALWAYS  WEAR  A METAL  I.D.  TAG 
CLUE  . . . 

EVERY  CAR  NEEDS  A LICENSE  PLATE 

Nutrition  — A set  of  variables  is  displayed 
individually  as  questions  on  the  TV  screen.  Those 
facts  which  describe  the  patient  are  typed  (Table 
IV).  After  entry  is  complete,  an  immediate  com- 
putation is  made.  The  proper  daily  caloric  intake 
and  distribution  of  protein,  fat,  and  carbohydrate 
calories  appear  on  the  screen.  These  calculations 
use  the  guidelines  of  the  American  Diabetic  Asso- 
ciation. When  a patient’s  present  body  weight 
diverges  more  than  seven  percent  from  the  ac- 
cepted norm,  the  caloric  intake  goal  is  adjusted  to 
encourage  correcting  the  problem. 

Table  IV 


Current 
Weight 
(in  pounds) 


Height 

Feet 

Inches 

Body  Habitus 

Small 

Medium 

Large 

Activity  Level  Passive 

Active  _ . 

Strenuous 

Gender 

Male 

Female 

Pregnant 

Yes  No. 

Lactating 

Yes  No. 
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The  employee  next  interrogates  the  patient 
about  the  nature  and  quantity  of  all  foods  con- 
sumed during  the  previous  24  hours.  This  is  done 
in  stepwise  fashion  from  the  current  hour  back.  As 
each  food  is  recalled,  its  name  is  typed.  The  mi- 
croprocessor selects  the  appropriate  measurement 
and  shows  this  on  the  screen  as  a question,  eg.,  if 
bacon  — slices  eaten?,  if  gum  — sticks  chewed?,  if 
whole  milk  — cups  drunk?  The  employee  deter- 
mines the  quantity  consumed  (whole  or  part)  and 
types  this  information.  A cumulative  total  of  calo- 
ries, protein,  fat,  and  carbohydrate  appears  on  the 
screen.  These  steps  continue  until  no  further  con- 
sumption during  the  prior  24  hours  can  be 
gathered  from  the  patient. 

Lastly,  the  screen  displays  the  total  caloric  con- 
sumption, the  total  consumption  of  protein,  fat, 
and  carbohydrate  and  the  projected  body  weight, 
one  year  hence,  if  intake  continues  at  the  same 
rate  as  during  the  24  hour  recall. 

Simultaneously,  a selection  of  the  above  infor- 
mation is  produced  by  the  printer.  The  printout 
can  be  taken  by  the  physician  and  used  as  an 
informational  source  while  counseling  — much  as 
a printed  laboratory  test  result  is  used.  However,  if 
the  physician  chooses  not  to  intervene,  the 
printout  can  be  considered  a diet  prescription  for 
the  patient’s  home  study  and  compliance  im- 
provement. During  subsequent  visits,  the  process 
is  repeated  until  improved  weight  and  dietary 
balance  are  attained. 

The  tape  recorder  is  used  to  store  the  electronic 
contents  of  these  programs  when  the  electric 
power  to  the  system  is  shut  off. 

RESULTS 

The  initial  development  and  evaluation  of  this 
program  was  made  in  Bishopville,  S.  C.,  using  a 
public  health  nurse  to  interview  patients  referred 
by  local  physicians  to  the  county  health 
department. 

A review  of  the  diet  recall  information  which 
was  recorded  in  patient  charts  prior  to  imple- 
menting the  program  showed  a lack  of  data  suffi- 
cient for  setting  sound  dietary  goals  according  to 
the  standards  of  the  American  Diabetes  Associa- 
tion. When  such  information  is  properly  col- 
lected, calculated  by  hand,  and  recorded  in  a 
chart,  we  found  the  process  consumes  nearly  one 
hour  of  nursing  time.  The  average  time  for  per- 
forming a valid  diet  recall  using  the  new  method 


consumes  less  than  ten  minutes.  This  six-fold  in- 
crease in  productivity  portends  a large  cost  effec- 
tiveness gain;  it  means  many  additional  persons 
with  diabetes  mellitus  could  be  afforded  such 
services  using  personnel  available  presently.  We 
do  not  yet  know  if  the  weight  and  dietary  patterns 
of  patients  can  be  altered  by  repeated  exposure  to 
the  diet  recall  experience  but  we  do  have  anecdo- 
tal information  which  shows  these  patients  have 
become  much  more  conscious  of  the  contents  and 
quantities  of  their  diets  and  are  eager  to  keep  their 
appointments  for  this  service. 

Prior  to  instituting  this  program,  the  nurse 
taught  education  classes  for  small  groups  of  dia- 
betics willing  to  participate.  Attendance  was  in- 
constant and  learning  difficult  to  measure 
accurately.  With  the  new  program,  we  are  find- 
ing considerable  patient  enthusiasm  for  learning 
as  evidenced  by  attendance  patterns.  Learning  is 
accurately  recorded.  Most  patients  are  able  to 
master  a topic  set  after  three  training  sessions. 
Whether  these  gains  will  effect  behavioral 
changes  is  not  yet  known. 

DISCUSSION 

A controlled  study  using  this  new  technique  has 
been  designed  for  the  Sumter  County  Health  De- 
partment and  began  November  1, 1981.  Compari- 
son will  be  made  among  a randomly  divided 
population  to  determine  what  changes  occur 
when  this  service  is  delivered  by  a trained  nutri- 
tionist/diabetes educator  in  contrast  to  the  service 
being  delivered  by  a clerk/typist. 

During  the  next  decade,  I am  convinced  physi- 
cians will  be  taking  much  greater  advantage  of 
their  opportunities  to  transfer  many  monotonous, 
but  necessary,  clinical  chores  that  do  not  require 
direct  involvement  by  persons  trained  at  the  doc- 
torate level.  Just  as  office-laboratory  and  office- 
bookkeeping functions  are  now  delegated  to  em- 
ployees, other  routines  will  be  handled  similarly: 
(1)  health  education;  (2)  prescription  safety 
crosschecks;  (3)  immunization  adequacy  evalua- 
tion; (4)  nutritional  guidance;  and  (5)  depression 
screening  of  the  chronic  complainer.  Introducing 
these  work  assignments  should  raise  the  produc- 
tivity and  profitability  of  office  medicine.  The 
advent  of  this  era  is  here  primarily  because  of  the 
advances  that  computer  science  has  made  to  re- 
duce the  cost  and  increase  the  power  of  electronic 
processing. 
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This  trend  will  not  reduce  the  clinicians  au- 
thority as  the  final  decision  maker  in  case 
management. 

There  is  a body  of  data  collection  that  can  only 
be  accomplished  well  by  a person  schooled  in  the 
nuances  of  disease  and  skilled  in  ferreting 
guarded  secrets  from  patients.  This  skill  is  the 
essence  of  the  competent  physician;  it  is  the  magic 
ingredient  of  rapport  which  characterizes  the  pa- 
tient-physician relationship.  Also,  however,  there 
is  considerable  data  collection  that  does  not  need 
to  consume  valuable  physician  time.  Patient  edu- 
cation in  Diabetes  Mellitus  and  nutritional  inter- 
rogation fit  this  second  category.  Others  will  be 
identified  and  highlighted  soon  as  we  enter  more 
deeply  into  the  exciting  computer  age  before  us.  □ 
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Cydapen*-W  (cyclacillin) 


Indications 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  in  the  ampicil- 
lin  class  and  its  use  should  be  confined  to  these  indications:  Treat- 
ment of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta- 
hemolytic  streptococci 

Bronchitis  and  pneumonia  caused  by  S.  pneumoniae  (for- 
merly D.  pneumoniae ) 

Otitis  media  caused  by  S.  pneumoniae  (formerly  D.  pneu- 
moniae)  and  H.  influenzae 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H. 
influenzae  * 

‘Though  clinical  improvement  has  been  shown,  bacteriologic 
cures  cannot  be  expected  in  all  patients  with  chronic  respira- 
tory disease  due  to  H.  influenzae . 

SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused 
by  Group  A beta-hemolytic  streptococci  and  staphylococci,  non- 
penicillinase producers. 

URINARY  TRACT  INFECTIONS  caused  by  E . coli  and  P.  mirabilis. 
(This  drug  should  not  be  used  in  any  E.  coli  and  P.  mirabilis 
infections  other  than  urinary  tract.) 

NOTE:  Perform  cultures  and  susceptibility  tests  initially  and  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  and  susceptibil- 
ity of  bacteria.  Therapy  may  be  instituted  prior  to  results  of 
sensitivity  testing. 

Contraindications  Contraindicated  in  individuals  with  history  of 
an  allergic  reaction  to  penicillins. 

Warnings  Cyclacillin  should  only  be  prescribed  for  the  in- 
dications listed  herein. 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ampicillin  class.  However,  clinical  trials  demonstrated  it  is 
efficacious  for  recommended  indications. 

Serious  and  occasional  fatal  hypersensitivity  (anaphylac- 
toid) reactions  have  been  reported  in  patients  on  penicil- 
lin. Although  anaphylaxis  is  more  frequent  following 
parenteral  use,  it  has  occurred  in  patients  on  oral  penicil- 
lins. These  reactions  are  more  apt  to  occur  in  individuals 
with  history  of  sensitivity  to  multiple  allergens.  There  are 
reports  of  patients  witn  history  of  penicillin  hypersen- 
sitivity reactions  who  experienced  severe  hypersensitivity 
reactions  when  treated  with  a cephalosporin.  Before  peni- 
cillin therapy,  carefully  inquire  about  previous  hypersen- 
sitivity reactions  to  penicillins,  cephalosporins  and  other 
allergens.  If  allergic  reaction  occurs,  discontinue  drug  and 
initiate  appropriate  therapy.  Serious  anaphylactoid  reac- 
tions require  immediate  emergency  treatment  with  epine- 
phrine. Oxygen,  I.V.  steroids,  airway  management, 
including  intubation,  should  also  be  administered  as 
indicatea. 


Precautions  Prolonged  use  of  antibiotics  may  promote  over- 
growth of  nonsusceptible  organisms.  If  superinfection  occurs, 
take  appropriate  measures. 

PREGNANCY:  Pregnancy  Category  B Reproduction  studies  per- 
formed in  mice  and  rats  at  doses  up  to  10  times  the  human  dose 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin.  There  are,  however,  no  adequate  and  well-con- 
trolled studies  in  pregnant  women.  Because  animal  reproduction 
studies  are  not  always  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed. 

NURSING  MOTHERS:  It  is  not  known  whether  this  drug  is  ex- 
creted in  human  milk.  Because  many  drugs  are,  exercise  caution 
when  cyclacillin  is  given  to  a nursing  woman. 

Adverse  Reactions  Oral  cyclacillin  is  generally  well  tolerated. 
As  with  other  penicillins,  untoward  sensitivity  reactions  are  likely, 
particularly  in  those  who  previously  demonstrated  penicillin 
hypersensitivity  or  with  history  of  allergy,  asthma,  hay  fever,  or 
urticaria.  Adverse  reactions  reported  witn  cyclacillin:  diarrhea  (in 
approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in 
60).  Isolated  instances  of  headache,  dizziness,  abdominal  pain, 
vaginitis,  and  urticaria  have  been  reported.  (See  WARNINGS) 
Oth  er  less  frequent  adverse  reactions  which  may  occur  and  are 
reported  with  other  penicillins  are  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and  eosino- 
philic. These  reactions  are  usually  reversible  on  discontinuation  of 
therapy. 

As  with  other  semisynthetic  penicillins,  SGOT  elevations  have 
been  reported. 

As  with  antibiotic  therapy  generally,  continue  treatment  at  least 
48  to  72  hours  after  patient  becomes  asymptomatic  or  until  bac- 
terial eradication  is  evidenced.  In  Group  A beta-hemolytic 
streptococcal  infections,  at  least  10  days'  treatment  is  recom- 
mended to  auard  against  risk  of  rheumatic  fever  or  glomerulone- 
phritis. In  cnronic  urinary  tract  infection,  frequent  bacteriologic 
and  clinical  appraisal  is  necessary  during  therapy  and  possibly 
for  several  months  after.  Persistent  infection  may  require  treat- 
ment for  several  weeks. 

Cyclacillin  is  not  indicated  in  children  under  2 months  of  age. 
Patients  with  Renal  Failure  Cyclacillin  may  be  safely  administered 
to  patients  with  reduced  renal  function.  Due  to  prolonged  serum 
half-life,  patients  with  various  degrees  of  renal  impairment  may 
require  change  in  dosage  level  (see  DOSAGE  AND  ADMINIS- 
TRATION in  package  insert). 


Dosage  (Give  in 

equally  spaced  doses) 

INFECTION 

ADULTS 

CHILDREN* 

Respiratory 

Tract 

Tonsillitis  & 

250  mg  q. i.d. 

body  weight  < 20  kg 
(44  lbs)  125  mg  q.i.d. 

Pharyngitis 

Bronchitis  and 
Pneumonia 
Mild  or 

250  mg  q.  i.d. 

body  weight  > 20  kg 
(44  lbs)  250  mg  q.i.d. 

50  mg/kg/ctay  q.i.d. 

Moderate 

Infections 

Chronic 

500  mg  q.  i.d. 

1 00  mg/kg/day  q.i.d. 

Infections 
Otitis  Media 

250  mg  to  500  mg 

50  to  100  mg/kg/day t 

Skin  & Skin 

q . i . d . 7 

250  mg  to  500  mg 

50  to  100  mg/kg/dayt 

Structures 

q.i.d.7 

Urinary  Tract 

500  mg  q.i.d. 

1 00  mg/kg/day 

‘Dosage  should  not  result  in  a dose  higher  than  that  for  adults, 
^depending  on  severity 

How  Supplied  Tablets  250  mg  and  500  mg  in  bottles  of  100. 
Oral  Suspension  125  mg  and  250  mg  per  5 ml  in  bottles  to  make 
100  ml  and  200  ml  of  Suspension. 

Wyeth  Laboratories 

A A Philadelphia.  Pa  19101 
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GONOCOCCAL  PROCTITIS:  AN  OVERLOOKED 
CAUSE  OF  RECTAL  INFLAMMATION 

RICHARD  T.  ALIA,  M.D.* 


Gonococcal  proctitis  must  be  kept  in  mind  by 
the  busy  practitioner  as  he  evaluates  patients  for 
anorectal  complaints.  It  can  cause  a spectrum  of 
disease  from  minor  complaints  to  a severe  full- 
blown proctitis  indistinguishable  from  non-spe- 
cific ulcerative  proctocolitis. 

Hecker,  in  1801,  first  described  gonococcal 
proctitis,  and  Neisser  isolated  the  organism  in 
1879.  Bremm  is  credited  with  obtaining  the  first 
positive  rectal  smear  in  1884.  In  that  same  year, 
Gram  invented  his  stain  for  the  purpose  of  detect- 
ing the  gonococcal  organism.1 

EPIDEMIOLOGY 

The  incidence  of  anorectal  gonorrhea  in 
women  has  been  reported  from  4%  to  as  high  as 
20%  of  women  with  gonococcal  infections.  An 
English  study  showed  that  among  9,855  women 
with  gonococcal  infection  who  were  cultured 
from  multiple  sites,  including  the  rectum,  26%  to 
63%  had  involvement  of  the  rectum.  Lone  in- 
volvement of  the  rectum  occurred  anywhere  from 
0 to  20%  in  these  cases  with  a mean  prevalence 
rate  of  4%. 2 The  mode  of  infection  is  unclear  and 
has  been  attributed  to  the  following:  (1)  penoanal 
contact  by  infected  men;  (2)  autoinoculation  by 
infected  vaginal  secretions. 

Klein  and  Fisher2  reported  that  in  men  the 
disease  is  almost  exclusively  found  in  homosexual 
men  after  rectal  intercourse.  More  than  90%  of 
males  with  anorectal  gonorrhea  will  admit  to  ho- 
mosexual anorectal  intercouse.  A study  done  by 
the  British  cooperative  clinic  group  in  England, 
Wales,  and  Scotland  in  1971  revealed  that  among 
36,242  cases  of  gonorrhea  reported  in  the  venereal 
clinics,  9.8%  were  homosexually  acquired.  Among 
3,549  cases  of  homosexual  men  with  gonorrhea, 
1,604  or  45%  had  anorectal  gonococcal  infection. 
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Apparently  homosexual  men  are  promiscuous; 
whereas  lesbians  are  seldom  promiscuous.  Klein 
and  Fisher2  reported  that  in  the  United  States 
24.4%  of  sexually  transmitted  infection  is  in  men; 
whereas  female  to  female  contacts  account  for 
only  1.6%.  They  stated  further  that  homosexual 
men  average  6.3%  per  person  contacts,  compared 
to  only  2.8%  among  heterosexual  men.  This  high 
rate  of  promiscuity,  and  a high  incidence  of 
asymptomatic  infections,  makes  the  homosexual  a 
reservoir  of  gonococcal  infection. 

REPORT  OF  THREE  CASES 

S.G.:  This  34-year-old  male  hair  dresser  pre- 

sented himself  to  the  Proctology  Clinic  complain- 
ing of  six  weeks  of  anal  pain.  There  had  been  no 
bleeding,  but  a large  amount  of  whitish  mucous 
had  passed  per  rectum.  The  patient  also  com- 
plained of  irritation  around  the  anus  due  to  moist 
perianal  skin.  There  was  no  protrusion  and  no 
history  of  constipation  or  diarrhea.  Past  history 
revealed  that  the  patient  had  a tonsillectomy  at 
age  six  and  a history  of  nephritis  as  a child.  The 
patient  was  allergic  to  codeine  and  was  taking  an 
anithistimine  for  sinus  problems.  Social  history 
revealed  that  the  patient  was  a homosexual.  Physi- 
cal examination  was  normal  with  the  exception 
that  proctosigmoidoscopy  revealed  inflammation 
of  the  anal  canal,  most  intense  at  the  region  of  the 
dentate  line,  and  multiple  small  1-2  mm.  excres- 
cences on  the  rectal  wall  just  above  the  dentate 
line.  The  impression  was  proctitis;  a culture  and 
sensitivity  for  Neisseria  gonorrhoeae  was  obtained 
as  well  as  serology.  The  cultures  were  reported 
positive  for  Neisseria  gonorrhoeae  and  the  serol- 
ogy was  non-reactive.  The  patient  was  started  on  a 
course  of  Vibramycin  100  mg.  b.i.d.  for  seven 
days.  The  patient  returned  for  follow-up  in  one 
week.  The  examination  had  revealed  that  the 
inflammation  and  anal  excrescences  had  cleared. 
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A repeat  culture  was  reported  as  normal.  The 
patient  has  remained  asymptomatic  following 
treatment. 

L. M.:  This  18-year-old  female  was  referred  to 

the  Proctology  Clinic  by  her  gynecologist  because 
of  bleeding  from  the  rectum  and  vagina  of  one 
week’s  duration.  The  patient  had  been  in  her 
usual  good  health  until  sixteen  days  prior  to  the 
onset  of  illness  when  she  began  to  pass  blood  per 
vagina.  She  was  also  passing  some  mucous  from 
the  vaginal  area.  The  patient  also  complained  of 
rectal  pain  of  one  week’s  duration  and  the  pasage 
of  bloody  mucous  per  rectum.  The  patient  stated 
that  there  was  a creamy  white  material  present  on 
the  stool  and  that  bowel  movements  were  very 
painful.  She  also  had  the  constant  urge  to  move 
her  bowels.  She  was  Gravida  O Para  O.  L.M.P. 
was  one  month  ago.  The  remainder  of  the  history 
was  essentially  negative  except  that  the  patient 
admitted  to  recent  sexual  exposure.  However,  she 
denied  any  anal  intercourse.  Physical  examina- 
tion was  essentially  within  normal  limits  with  the 
exception  of  a creamy  pus  exulting  from  the  cer- 
vix and  severe  tenderness  on  digital  rectal  exam- 
ination. The  entire  anal  canal  in  all  quadrants  was 
tender  to  palpation.  Proctosigmoidoscopy  re- 
vealed small,  shallow  ulcerations  starting  at  the 
dentate  line  and  extending  approximately  four 
cm.  proximally.  There  was  a purulent  exudate  on 
the  walls  of  the  rectum  and  considerable  inflam- 
mation. Cultures  were  taken  of  the  cervix  and  of 
the  rectal  pus.  The  impression  was  acute  proctitis 
and  cervicitis,  most  likely  gonococcal.  The  serol- 
ogy was  negative  and  cultures  grew  Neisseria.  She 
was  treated  for  two  weeks  with  tetracycline,  and 
on  follow-up  examination  the  patient  was 
asymptomatic.  Her  anoscopic  examination  was 
normal  and  she  had  complete  resolution  of  the 
acute  inflammatory  process  in  the  anal  canal. 

M. T.:  This  19-year-old  black  male  was  first  seen 

in  1979  by  a proctologist  for  anal  pain  and  bleed- 
ing. Examination  at  that  time  revealed  a proctitis, 
and  the  patient  was  treated  with  Vibramycin  with 
resolution  of  his  acute  inflammation.  No  specific 
diagnosis  was  made  at  that  time.  The  patient 
returned  to  the  Proctology  Clinic  in  September  of 
1981  complaining  of  severe  anal  pain  for  two 
weeks  duration.  At  this  time  the  patient  admitted 
to  being  a homosexual  but  denied  any  rectal 
bleeding  or  discharge.  Digital  rectal  examination 


revealed  marked  tenderness  in  all  quadrants  in 
the  anal  canal.  Proctosigmoidoscopy  revealed  in- 
flammation at  the  level  of  the  dentate  line  but 
little  exudate  and  no  ulcerations.  A culture  was 
taken  at  the  dentate  line  which  ultimately  grew 
Neisseria  gonorrhoeae.  Serology  was  negative. 
The  patient  was  started  on  Vibramycin  100  mg. 
b.i.d.  and  made  an  uneventful  recovery-  He  re- 
fused to  return  for  a repeat  culture. 

CLINICAL  FEATURES 

In  less  severe  cases,  the  patient  may  complain  of 
“hemorrhoids.”  That  is,  he  complains  of  burning 
or  itching  at  the  anus.  There  may  be  a history  of 
the  passage  of  blood  per  rectum,  and  the  patient 
admits  to  using  many  over-the-counter  prepara- 
tions without  improvement.  Physical  examination 
may  show  anal  condvlomata.  Purulent  discharge 
may  be  present  on  the  perianal  skin.  While  many 
authors  indicate  the  presence  of  a patulous  anus  as 
a telltale  sign,  I have  yet  to  see  this  sign  in  a patient 
with  acute  disease.3  The  anal  sphincters  are  usu- 
ally in  spasm,  and  the  patient  resists  digital  rectal 
examination  as  well  as  instrumentation. 

Proctosigmoidoscopy  should  be  performed  if 
possible.  The  rectal  mucosa  above  the  dentate  line 
may  be  intensely  red  and  covered  with  pus  or 
mucous.  The  area  exhibits  contact  bleeding.  The 
mucosa  in  severe  cases  may  be  ulcerated  and 
indistinguishable  from  ulcerative  proctocolitis. 
However,  the  abnormality  seen  in  gonorrhea 
proctitis  does  not  extend  beyond  the  rectum,  so 
that  more  proximal  disease  can  be  ascribed  to 
ulcerative  colitis.3 

Mild  cases  may  show  non-specific  inflamma- 
tion of  the  rectum  and  some  changes  limited  to  the 
dentate  line  and  anal  crypts. 

DIAGNOSIS 

Bacteriological  confirmation  is  the  sine  qua 
non  of  diagnosis.  A rectal  swab  may  be  taken 
through  an  anoscope  or  passed  up  into  the  anal 
canal  without  instrumentation.  The  swab  should 
be  plated  out  as  soon  as  possible  on  Thayer-Martin 
medium.  If  innoculation  on  Thayer-Martin  me- 
dium is  to  be  delayed,  the  use  of  transgrow  me- 
dium may  be  necessary.  Rectal  biopsy  is  not 
helpful  because  the  changes  are  non-diagnostic.  If 
other  diseases  are  suspected,  rectal  biopsy  may  be 
taken  without  influencing  the  course  of  disease. 

Syphilis  should  be  sought  in  all  patients  because 
of  the  possibility  of  concurrent  disease. 
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TREATMENT 

Penicillin  remains  a drug  of  choice  despite  de- 
veloping resistance.  Penicillin  G.  Procaine  4.8 
million  units  intramuscularly,  with  one  gram  of 
Probenimid  given  orally,  is  the  prescribed  course 
of  treatment.  However,  because  of  the  presence  of 
contaminating  organisms  in  the  rectum  which 
may  produce  penicillinase,  penicillin  therapy 
may  fail.  The  second  drug  of  choice  is 
tetracycline,  although  there  is  a greater  frequence 
of  failure  with  this  drug.  There  is  a 3.3%  failure 
rate  with  penicillin,  14.4%  with  tetracycline,  and 
14.8%  with  ampicillin.5 

In  my  practice  I have  been  using  Doxycycline, 
because  of  its  ease  of  administration,  patient’s 
acceptance,  and  the  lack  of  untoward  reactions.  I 
use  it  in  a dose  of  100  mg.  b.i.d.  for  seven  days.  The 
patient  is  then  recultured  at  the  conclusion  of 
therapy  to  be  sure  that  the  disease  has  been  eradi- 
cated. This  regime  is  especially  useful  in  patients 
who  do  not  tolerate  intramuscular  injections,  or 
are  allergic  to  penicillin.  Patients  who  are  treat- 
ment failures  should  be  treated  with  Spec- 
tinomycin  2 gm.  intramuscularly  since  infection 
with  penicillinase  producing  Neisseria  gonorrhea 
is  increasing.  Post  treatment  failures  should  have 
cultures  repeated  and  tested  for  penicillinase  pro- 
duction. Spectinomycin  2 gm.  intramuscularly  is 
the  drug  of  choice  for  penicillinase  producing 
Neisseria  gonorrhea.  One  recent  study  showed 
that  penicillin  or  Spectinomycin  were  the  pre- 
ferred drugs  for  treatment  of  anorectal  gonor- 
rhea.5 In  my  practice,  I reserve  Spectinomycin  for 
treatment  failures. 

SUMMARY 

Gonococcal  proctitis  can  be  confused  with 
hemorrhoid  disease,  cryptitis,  non-specific  proc- 
titis, and  ulcerative  colitis.  However,  the  diagnosis 
is  easy  to  make.  Positive  culture  from  rectal  swab 
is  diagnostic.  Treatment  is  easy  with  parenteral  or 
oral  antibiotics.  The  difficulty  arises  in  keeping 
this  entity  in  mind  when  examining  patients  with 
anorectal  complaints.  A high  index  of  suspicion  is 
necessary. 
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There  are  certain  clues  that  may  tip  the  physi- 
cian off  to  the  diagnosis.  The  male  patient  may  be 
effeminate  in  appearance  or  mannerisms.  He  may 
avoid  shaking  hands.  He  may  come  to  the  office  in 
the  company  of  another  man  and  the  other  man 
pays  his  bill.  This  behavior  should  alert  the  physi- 
cian to  the  homosexual  lifestyle  of  the  patient. 
When  confronted,  most  of  the  patients  will  admit 
to  their  homosexuality  and,  more  significantly,  to 
anal  intercourse.  As  mentioned  before,  in  such 
patients  the  presence  of  a proctitis  with  large 
amounts  of  pus  or  mucous  is  gonococcal  in  origin 
until  proven  otherwise. 

The  female  patient  most  likely  will  not  have  a 
history  of  anal  intercourse,  but  will  have  active 
cervicitis  with  purulent  discharge. 

When  caring  for  such  patients,  one  must  not 
forget  other  possible  sites  of  infection  such  as  the 
pharynx,  the  penis  in  males,  and  pelvic  organs  in 
females.  Further,  one  must  remember  that  the 
homosexual  patient  may  contract  other  sexually 
transmitted  diseases  such  as  giardiasis,  shigellosis, 
amebiosis,  syphilis,  and  hepatitis  B. 

Gonococcal  proctitis,  in  conclusion,  may  be  di- 
agnosed by  the  general  practitioner  in  his  office  if 
he  is  alerted  to  it,  and  takes  a few  moments  to 
obtain  a rectal  swab  for  culture.  The  treatment  is 
straightforward  and  does  not  usually  require  spe- 
cial expertise.  □ 
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MONDAYS  4:00  P.M. 

COMBINED  SURGERY  AND  Gl  CONFERENCE 

COLUMBIA  Dorn  VA  Hospital,  Room  3-A,  1110 

Sponsor:  USC  School  of  Medicine,  Depts.  of  Surgery  and  Medicine,  Division  of 
Gastroenterology 

Audience:  Faculty,  residents,  students  and  interested  physicians 
Contact:  Dept,  of  Surgery,  USC  School  of  Medicine,  (803)  765-7452 
Fee:  None 

Faculty:  Frederick  L.  Greene,  M.D.,  Dept,  of  Surgery,  USC  School  of  Medicine; 
Abdul  Khan,  M.D.,  Div.  of  Gastroenterology,  Dept,  of  Medicine,  USC  School 
of  Medicine 

CME  Credit:  Non-Credit 

TUESDAYS  4:00  - 5:00  P.M. 

NEURORADIOLOGY  CONFERENCE 

COLUMBIA  Radiology  Dept.  Conference  Room,  Dorn  VA  Medical  Center 
Sponsor:  USC  School  of  Medicine,  Dept,  of  Radiology 

Audience:  Radiologists,  Neurologists,  Neurosurgeons,  Ophthalmologists,  other  in- 
terested physicians  and  students 
Contact:  David  F.  Adcock,  M.D.  (803)  783-4490 
Fee:  None 

Faculty:  USC  School  of  Medicine,  Dept,  of  Radiology 

CME  Credit:  None 

TUESDAYS 

SELECTED  READINGS 

COLUMBIA  Richland  Memorial  Hospital  ACC  II,  Area  V Conference  Room 
Sponsor:  USC  School  of  Medicine,  Dept,  of  Surgery;  Richland  Memorial  Hospital 
and  VA  Hospital 

Description:  Discussions  of  topics  in  selective  readings  regarding  surgical  pro- 
cedures and  surgical  related  illnesses 
Audience:  Faculty,  Residents,  Medical  Students  and  Private  Clinicians 
Contact:  James  L.  Haynes,  M.D.,  (803)  765-7452 
Fee:  None 

Faculty:  USC  School  of  Medicine,  Dept,  of  Surgery 
CME  Credit:  None 

WEDNESDAYS  4:30  P.M. 
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Sponsor:  USC  School  of  Medicine,  Dept,  of  Surgery 

Description:  Case  presentations  and  discussions 

Audience:  Surgery  Staff,  Residents,  Students  and  Private  Clinicians 

Contact:  James  L.  Haynes,  M.D.  (803)  765-7452  or 

Theodore  J.  Bunt,  M.D.  (803)  776-4000  Ext.  582 

Fee:  None 

Faculty:  James  L.  Haynes,  M.D.  and  Theodore  J.  Bunt,  M.D. 

CME  Credit:  None 
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Sponsor:  USC  School  of  Medicine,  Dept,  of  Surgery,  Div.  of  Urology,  Richland 
Memorial  Hospital;  VA  Medical  Center 
Audience:  Faculty,  residents,  students,  private  clinicians 
Contact:  Joel  Kaufman,  M.D.  (803)  256-0308 
Fee:  None 

Faculty:  Joel  Kaufman,  M.D.  Urology  Division,  Dept,  of  Surgery,  USC  School  of 
Medicine 

CME  Credit:  1 Hour  AMA  Category  I per  session 

FRIDAYS  8:00  A.M. 

PEDIATRICS  GRAND  ROUNDS 

COLUMBIA  Richland  Memorial  Hospital  Auditorium 
Sponsor:  USC  School  of  Medicine,  Dept,  of  Pediatrics 


Audience:  Pediatricians,  Family  Practitioners  and  other  interested  health  care 
professionals 

Contact:  C.  Warren  Derrick,  Chairman,  Dept,  of  Pediatrics  (803)  765-7211 
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FRIDAYS  1:00  P.M. 
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COLUMBIA  Richland  Memorial  Hospital  Auditorium 
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Faculty:  USC  School  of  Medicine  and  Visiting  Faculty 
CME  Credit:  1 Hour  AMA  Category  I 

FRIDAYS  1:00  P.M. 

PEDIATRIC  CONFERENCE 

COLUMBIA  Richland  Memorial  Hospital  ACC  II,  Area  V 

Sponsor:  USC  School  of  Medicine,  Dept,  of  Surgery  and  RMH 

Description:  Lectures  and  case  presentations 

Audience:  Faculty,  residents,  medical  students  and  private  clinicians 

Contact:  Foster  Marshall,  M.D.  (803)  252-1009 

Fee:  None 

Faculty:  Foster  Marshall,  M.D. 

CME  Credit:  None 

SATURDAYS  8:30  - 9:30  A.M. 

SURGICAL  GRAND  ROUNDS 

COLUMBIA  Richland  Memorial  Hospital  Auditorium 
Sponsor:  USC  School  of  Medicine,  Dept,  of  Surgery 

Description:  Lectures  and  case  presentations  given  by  the  department  staff  and 
guest  speakers 

Audience:  Faculty,  residents,  students  and  private  clinicians 
Contact:  Carl  H.  Almond,  M.D.  (803)  254-4158  or  James  L.  Haynes,  M.D.  (803) 
765-7452  or  Frederick  L.  Greene,  M.D.  (803)  776-4000 
Fee:  None 

Faculty:  Staff  of  the  Department  of  Surgery  and  guest  lecturers 
CME  Credit:  1 Hour  AMA  Category  I per  session 

APRIL 

WED.  - SAT.  MARCH  31  - APRIL  3 

PROGRAM  FOR  ANNUAL  MEETING  OF  ROCHESTER  SURGICAL  SOCIETY 

CHARLESTON  Medical  University  of  South  Carolina,  Charleston  VA  Medical 
Center 

Sponsor:  MUSC,  Division  of  CME 

Description:  To  provide  a three-day  educational  program  for  members  of  the 
Rochester  Surgical  Society 
Audience:  Members  of  Rochester  Surgical  Society 
Contact:  Marion  Anderson,  M.D.,  (803)  792-3961 
Fee:  None 

Faculty:  Marion  C.  Anderson,  M.D.;  Fredricka  Borland,  M.D.;  H.  David  Reines, 
M.D.;  James  A.  Majeski,  M.D.;  Harry  H.  LeVeen,  M.D.;  Paul  H.  O’Brien,  M.D.; 
W.  W.  Stinson,  M.D. 

CME  Credit:  11  Hours  AMA  Category  I,  11  Hours  ACCME 

THURSDAY  APRIL  1 4:00  P.M. 

RADIOLOGY  CONFERENCE 

COLUMBIA  Radiology  Dept.,  Conference  Room,  Dorn  VA  Medical  Center 
Sponsor:  Dept,  of  Radiology,  USC  School  of  Medicine 
Audience:  Radiologists  and  other  interested  physicians 
Contact:  David  F.  Adcock,  M.D.,  Chairman,  Dept,  of  Radiology,  USC  School  of 
Medicine  (803)  783-4490 
Fee:  None 

Faculty:  USC  School  of  Medicine,  Dept,  of  Radiology 
CME  Credit:  None 


SATURDAY  APRIL  3 8:00  A.M. 

McKEE  MEMORIAL  CYTOLOGY  SEMINAR 

CHARLESTON  Basic  Science  Building,  MUSC 

Sponsor:  Dept,  of  Pathology,  MUSC  and  the  American  Cancer  Society  S.  C.  Divi- 
sion #18,  Div.  of  CME,  MUSC 

Description:  Two  lectures  and  two  workshops  will  be  presented  to  illustrate  the 
newest  and  best  in  diagnostic  techniques  and  to  introduce  a new  field  of 
investigation 

Audience:  Cytotechnologists,  students,  residents  and  pathologists 
Contact:  William  L.  Betsell,  M.D.  or  Ann  H.  Clark  (803)  792-2171 
Fee:  $25 

Faculty:  Sandra  H.  Bigner,  M.D. 

CME  Credit:  6 Hours  AMA  Category  I 
6 Hours  ACCME 
0.6  CEU’s 

MONDAY  APRIL  5 3:00  P.M. 

G.l.  RADIOLOGY  CONFERENCE 

COLUMBIA  Radiology  Dept.  Conference  Room,  Dorn  VA  Medical  Center 
Sponsor:  USC  School  of  Medicine,  Radiology  and  Internal  Medicine  (G.l.  Division) 
Departments 

Audience:  Radiologists,  Gastroenterologists  and  other  interested  physicians 
Contact:  David  F.  Adcock,  M.D.  (803)  783-4490 
Fee:  None 

Faculty:  USC  School  of  Medicine,  Dept,  of  Radiology,  G.l.  Division  of  Internal 
Medicine 

CME  Credit:  1 Hour  AMA  Category  I per  session 

TUESDAY  APRIL  6 5:30  - 8:45  P.M. 

PEDIATRIC  SATELLITE  SERIES 

GREENWOOD  Self  Memorial  Hospital,  A.  Preston  Nisbet  Education  Center 
Sponsor:  Dept,  of  Pediatrics,  USC  School  of  Medicine;  Upper  Savannah  AHEC, 
and  Self  Memorial  Hospital  Family  Practice  Center 
Description:  A series  of  seminars  focusing  on  the  management  of  various  pediatric 
conditions  considered  to  be  of  importance  to  the  physician  practicing  in  this 
field. 

Audience:  Physicians,  nurses  and  other  health  professionals 
Contact:  H.  E.  Trent  III,  M.D.  (803)  223-5323 
Fee:  None 
Faculty:  Selected 

CME  Credit:  Variable  AMA  Category  I 

TUESDAY  APRIL  6 & 20  12:30  - 1:30  P.M. 

COLUMBIA  Richland  Memorial  Auditorium 

Sponsor:  Dept,  of  OB/GYN,  RMH  and  USC;  MUSC,  Greenville  Hospital  System, 
and  Spartanburg  General  Hospital 

Description:  Specific  Topics:  “Premature  Ovarian  Failure  Case  Report,”  - April 
6,  “The  Pap  Smear  Today,”  - April  20 

Audience:  Practicing  physicians,  faculty,  housestaff,  medical  students,  other  in- 
terested health  professionals 
Contact:  Ms.  Susan  E.  Hite  (803)  765-7156 
Fee:  None 

Faculty:  Drs.:  John  Herbert,  Edward  Moore  and  Hiram  Curry 
CME  Credit:  1 hour  AMA  Category  I per  session 

WEDNESDAY  APRIL  7 12:15  P.M. 

MODULATION  OF  ALVEOLAR  MACROPHAGES  AND  NATURAL  KILLER 
CELLS  BY  P.  ACNES 

COLUMBIA  USC  Coker  Life  Sciences  Building,  Room  005 
Sponsor:  USC  School  of  Medicine,  Dept.  Microbiology  and  Immunology 
Audience:  Faculty  and  other  interested  researchers  and  physicians 
Contact:  Larry  J.  McCumber,  Ph.D.,  (803)  777-8114 
Fee:  None 

Faculty:  Mr.  Ronnie  A.  Jackson,  Microbiology  and  Immunology 
CME  Credit:  None 

TUESDAY  APRIL  13  7:30  P.M. 

THIRD  GENERATION  BETA  LACTAM  ANTIBIOTICS 
ANDERSON  Anderson  Memorial  Hospital 
Sponsor:  Anderson  Memorial  Hospital 

Description:  Third  generation  beta  lactam  antibiotics,  a clinical  and  laboratory 
correlation 

Audience:  Physicians  and  other  interested  health  care  practitioners 
Contact:  Frederic  G.  Jones,  M.D. 

Fee:  None 

Faculty:  Allan  J.  Weinstein,  M.D.,  Chief,  Dept,  of  Infectious  Disease,  Cleveland 
Clinic 

CME  Credit:  1.5  Hours  AMA  Category  I,  1.5  AAFP  Prescribed  Hours 

THURS.  - SUN.  APRIL  14  - 18 

THE  POST  GRADUATE  COURSE  IN  SURGERY 

CHARLESTON  Kiawah  Island 
Sponsor:  Divisions  of  CME,  MUSC 

Description:  An  annual  course  for  general  surgeons  in  private  practice  covering 
a broad  range  of  surgical  problems  from  the  view  point  of  current  established 
practice  and  concepts 


Audience:  General  surgeons  in  private  practice 

Contact:  Drs.:  M.  C.  Anderson,  C.  T.  Fitts,  or  Mr.  B.  F.  Hood  (803)  792-3653 
Fee:  $350.00 

Faculty:  Jeremiah  G.  Turcotte,  M.D.,  University  of  Michigan  Medical  Center;  William 
R.  Drucker,  M.D.,  University  of  Rochester  Medical  Center;  Stanley  R.. 
Friesen,  M.D.,  University  of  Kansas  Medical  Center;  Harlan  H.  Stone,  M.D., 
Emory  University  School  of  Medicine 
CME  Credit:  21  Hours  AMA  Category  I 
21  Hours  ACCME 
2.1  CEU’s 

FRI.  & SAT.  APRIL  16  & 17  8:00  A.M.  - 5:00  P.M. 

THE  SIXTH  ANNUAL  SPRING  ONCOLOGY  SEMINAR  “ADVANCES  AND  CON- 
TROVERSIES IN  GENITO-URINARY  MALIGNANCIES:  TESTICLE,  BLAD- 
DER AND  PROSTATE” 

SPARTANBURG  Holiday  Inn  of  Spartanburg 
Sponsor:  Spartanburg  General  Hospital 

Description:  Update  on  Pathology  and  classification,  surgical  procedures,  radia- 
tion treatment,  nutrition  support  and  cancer  quackery  involved  in  Genito- 
urinary Malignancies 

Audience:  Interested  M.D.s,  housestaff,  nursing  personnel 
Contact:  Colleen  P.  Miller  (803)  573-6280 
Fee:  $85.00 

Faculty:  William  A.  Gardner,  Jr.,  M.D.;  L.  H.  Einhorn,  M.D.;  J.  P.  Donohue,  M.D.; 

T.  Hensle,  M.D.;  P.  Warnick,  M.D.;  R.  Hattery,  M.D.;  and  J.  Maier,  M.D. 
CME  Credit:  1 1 .5  AMA  Category  I Hours 

11.5  AAFP  Prescribed  Hours 
CEUs  Nursing 

FRIDAY  APRIL  16  3:00  P.M. 

SURGICAL  APPROACH  TO  ASCITES 

COLUMBIA  Richland  Memorial  Hospital  Auditorium 
Sponsor:  USC  School  of  Medicine,  Dept,  of  Surgery 
Description:  Dr.  Gordon  Hyde  will  discuss  the  topic. 

Audience:  Surgery  staff,  residents,  students  and  private  clinicians 
Contact:  James  L.  Haynes,  M.D.  (803)  765-7452 
Fee:  None 

Faculty:  Gordon  Hyde,  M.D. 

CME  Credit:  None 

MONDAY  APRIL  19  3:00  P.M. 

G.l.  RADIOLOGY  CONFERENCE 

COLUMBIA  Radiology  Dept.  Conference  Room,  Dorn  VA  Medical  Center 
Sponsor:  USC  School  of  Medicine,  Radiology  and  Internal  Medicine  (G.l.  Division) 
Departments 

Audience:  Radiologists,  Gastroenterologists  and  other  interested  physicians 
Contact:  David  F.  Adcock,  M.D.  (803)  783-4490 
Fee:  None 

Faculty:  USC  School  of  Medicine,  Dept,  of  Radiology,  G.l.  Division  of  Internal 
Medicine 

CME  Credit:  1 Hour  AMA  Category  I per  session 

MONDAY  APRIL  19  5:00  - 6:30  P.M. 

MULTIDISCIPLINARY  ONCOLOGY  CONFERENCE 

COLUMBIA  USC  School  of  Medicine,  Library  Complex  VA,  Room  327 
Sponsor:  USC  School  of  Medicine,  Depts.  of  Medicine  and  Surgery 
Description:  Series  of  ongoing  programs  dealing  with  cancer  management 
Audience:  Physicians  interested  in  oncology  related  medicine;  students;  nurses; 

housestaff;  and  other  health  professionals 
Contact:  Frederick  Greene,  M.D.  (803)  776-4000,  EXT.  582,  George  P.  Sartiano, 
M.D.  (803)  776-6575 
Fee:  None 

Faculty:  USC  School  of  Medicine  and  visiting  faculty 
CME  Credit:  1.5  Hours  AMA  Category  I 

THURSDAY  APRIL  22  8:00  A.M.  - 4:30  P.M. 

MEDICAL  CARE  OF  THE  AGED  PATIENT 

GREENVILLE  Sheraton  Palmetto  Hotel 

Sponsor:  Greenville  Hospital  System,  Divisions  of  Family  Practice  and  CME 
Audience:  Physicians  and  other  interested  health  care  professionals 
Contact:  P.  S.  Snape,  M.D.  (803)  242-7831 
Fee:  Physicians,  $35.00  (includes  luncheon  and  breaks) 

Faculty:  Distinguished  physicians  from  Emory  University,  Ohio  State  University, 
the  Medical  College  of  Georgia,  and  Frederic  G.  Jones,  M.D. 

CME  Credit:  6.5  Hours  AMA  Category  I 

6.5  Hours  AAFP  Prescribed 

FRI.  APRIL  23  8:55  A.M.  - 5:00  P.M. 

SELECTED  TOPICS  IN  GERIATRIC  MEDICINE 

GREENVILLE  Sheraton  Palmetto  Motor  Inn 

Sponsor:  South  Carolina  Medical  Directors’  Association  (SCMDA) 

Contact:  David  K.  Stokes,  M.D.,  Ph.D.,  President,  (SCMDA)  (803)  472-9055 
Fee:  $35.00  Members  of  SCMDA 
$50.00  Non-Member  physicians 
$15.00  Allied  Health  Personnel 


No  Fee  for  Medical  Students  and  House  Staff  (with  letter  from  Chairman) 
Faculty:  Distinguished  physicians 
CME  Credit:  6.5  Hours  AMA  Category  I 

SATURDAY  APRIL  24  8:30  A.M. 

OPHTHALMOLOGY  GRAND  ROUNDS 

COLUMBIA  Suite  300,  3321  Medical  Park  Road 
Sponsor:  USC  School  of  Medicine,  Div.  of  Ophthalmology 
Description:  Discussion  and  presentation  of  difficult  patient  cases  to  an  out-of-state 
ophthalmologist.  This  grand  rounds  is  held  in  conjunction  with  the  Mid- 
Carolina  Ophthalmologic  Society  held  on  Friday,  April  23 
Audience:  Area  and  out  of  town  ophthalmologists,  technicians,  assistants  and 
nurses. 

Contact:  Rosemarie  Schneider  (803)  254-4398 
Fee:  None 

Faculty:  James  G.  Ferguson,  Jr.,  M.D.;  Mark  E.  Hammer,  M.D.;  and  Thomas  C. 
Spoor,  M.D. 

CME  Credit:  3 Hours  AMA  Category  I 


WEDNESDAY  APRIL  28 

SLEEP  DISORDERS 

FLORENCE  Florence  Country  Club 

Sponsor:  McLeod  Regional  Medical  Center  and  Pee  Dee  AHEC 
Description:  Disorders  of  sleep;  disorders  of  excessively  somnolence;  dyssomnias 
associated  with  disruptions  of  the  24-hour  Sleep-Wake  Cycle  and  dysfunc- 
tions associated  with  sleep,  sleep  stages  and  partial  arousals  (parasomnias) 

Audience:  Multidisciplinary 
Contact:  Roger  Sealy  (803)  667-2385 
Fee:  $15.00 

Faculty:  Dr.  Howard  Roffwarg,  Director  of  Research,  Dept,  of  Psychiatry,  Univer- 
sity of  Texas  Southwestern  Medical  School 
CME  Credit:  1.5  Hours  AMA  Category  I,  1.5  Hours  AAFP  Prescribed 

FRIDAY  APRIL  30  8:00  A.M.  - 4:15  P.M. 

THIRD  ANNUAL  ADDICTIONS  SYMPOSIUM:  “IN  SEARCH  OF  ETIOLOGIES” 

COLUMBIA  Dorn  VA  Hospital  Auditorium 

Sponsor:  USC  School  of  Medicine,  Dept,  of  Neuropsychiatry  and  Behavioral 
Science,  and  William  S.  Hall  Institute 

Description:  To  examine  factors  which  interface  in  the  development  of  addictions; 
to  present  findings  in  relation  to  etiologies  of  addictions;  and  to  offer  contin- 
uing educational  opportunity  for  workers  in  the  field  of  substance  abuse 
Audience:  Disciplines,  Treatment  of  Addictions,  State  of  S.  C. 

Contact:  Ronald  T.  Markby,  Chief  Addiction  Treatment  Unit,  VA  Hospital  (803) 
776-4000,  Ext.  453 
Fee:  None 

Faculty:  Drs.:  Pamela  Parrish,  Martin  J.  Kommor,  Ronald  T.  Markby,  William 
Lerner,  and  Stephen  Glenn 

CME  Credit:  5.5  Hours  AMA  Category  I,  1.0  Hours  CEU 

MAY 


FRI.  APRIL  30  8:25  A.M.  - 5:30  P.M. 

SAT.  MAY  1 9:00  A.M.  - 12:45  P.M. 

SUN.  MAY  2 9:00  A.M.  - 12:30  A.M. 

Ill  NATIONAL  CONFERENCE  ON  EMOTIONAL  STRESS  AND 
CARDIOVASCULAR 

MYRTLE  BEACH  St.  John’s  Inn 

Sponsor:  USC  School  of  Medicine,  American  Heart  Association,  and  MUSC,  Div. 
of  Cardiology 

Description:  By  completion  of  this  course  the  participant  will  have  gained  the  latest 
information  available  on  the  subject  of  Emotional  Stress  and  its  pertinent 
work  on  stress  and  its  relationship  to  atherosclerosis,  coronary  artery  disease 
and  sudden  death 

Audience:  M.D.  Psychiatrists  and  Psychologists 

Contact:  Charles  D.  Troutmen;  C.  Warren  Irvin,  Jr.,  M.D.;  Grady  H.  Hendrix,  M.D. 
(803)  738-9540 

Fee:  $175.00  (includes  seafood  banquet,  reception,  a luncheon,  coffee  breaks) 

Faculty:  J.  O’Neal  Humphries,  M.D.;  John  P.  Meehan,  M.D.;  Carlton  Hornung, 
Ph.D.;  USC  School  of  Medicine,  and  distinguished  faculty  from  across  the 
nation 

CME  Credit:  14  Hours  AMA  Category  I 

MONDAY  MAY  3 3:00  P.M. 

G.l.  RADIOLOGY  CONFERENCE 

COLUMBIA  Radiology  Dept.  Conference  Room,  Dorn  VA  Medical  Center 

Sponsor:  USC  School  of  Medicine,  Radiology  and  Internal  Medicine  (G.l.  Division) 
Departments 

Audience:  Radiologists,  Gastroenterologists  and  other  interested  physicians 

Contact:  David  F.  Adcock,  M.D.  (803)  783-4490 

Fee:  None 

Faculty:  USC  School  of  Medicine,  Dept,  of  Radiology,  G.l.  Division  of  Internal 
Medicine 

CME  Credit:  1 Hour  AMA  Category  I per  session 


WED.  - SUN.  MAY  5-9 

SCMA’S  134TH  ANNUAL  MEETING 

CHARLESTON  Sheraton  Charleston  Hotel 
Sponsor:  South  Carolina  Medical  Association 

Description:  Infectious  Disease  and  Sports  Medicine  will  be  featured  topics  in  Fri- 
day and  Saturday  morning  scienfitic  sessions,  and  specialty  workshops  on 
Wednesday  through  Saturday  afternoons 
Audience:  Physicians 

Contact:  Daryl  Walker  or  Blake  Williams  (803)  252-6311 
Fee:  None  - Members  of  SCMA 

Faculty:  Distinguished  out-of-state  speakers,  USC  School  of  Medicine  and  MUSC 
Faculty  members 

CME  Credit:  18.0  Hours  AMA  Category  I 

THURSDAY  MAY  6 4:00  P.M. 

RADIOLOGY  CONFERENCE 

COLUMBIA  Radiology  Dept.,  Conference  Rm.,  Dorn  VA  Medical  Center 

Sponsor:  USC  School  of  Medicine,  Dept,  of  Radiology 

Audience:  Radiologists  and  other  interested  physicians 

Contact:  David  F.  Adcock,  M.D.,  Chairman,  Dept,  of  Radiology  (803)  783-4490 

Fee:  None 

Faculty:  USC  School  of  Medicine,  Dept,  of  Radiology 
CME  Credit:  None 

TUESDAY  MAY  11  7:30  P.M. 

PANCREATIC  DISEASE 
ANDERSON  Anderson  Memorial  Hospital 
Sponsor:  Anderson  Memorial  Hospital 

Description:  Will  cover  the  medical  and  surgical  aspects  of  pancreatic  disease  with 
particular  emphasis  on  new  surgical  techniques 
Audience:  Physicians  and  other  interested  health  care  practitioners 
Contact:  Frederic  G.  Jones,  M.D.  (803)  261-1109 
Fee:  Ncne 

Faculty:  Marion  Anderson,  M.D.,  Chairman  of  Surgery,  MUSC 
CME  Credit:  1.5  Hours  AMA  Category  I,  1.5  Hours  AAFP  Prescribed 

MONDAY  MAY  17  3:00  P.M. 

G.l.  RADIOLOGY  CONFERENCE 

COLUMBIA  Radiology  Dept.  Conference  Room,  Dorn  VA  Medical  Center 
Sponsor:  USC  School  of  Medicine,  Radiology  and  Internal  Medicine  (G.l.  Division) 
Departments 

Audience:  Radiologists,  Gastroenterologists  and  other  interested  physicians 
Contact:  David  F.  Adcock,  M.D.  (803)  783-4490 
Fee:  None 

Faculty:  USC  School  of  Medicine,  Dept,  of  Radiology,  G.l.  Division  of  Internal 
Medicine 

CME  Credit:  1 Hour  AMA  Category  I per  session 

MONDAY  MAY  17  5:00  - 6:30  P.M. 

MULTIDISCIPLINARY  ONCOLOGY  CONFERENCE 

COLUMBIA  USC  School  of  Medicine  Library  Complex,  VA,  Room  327 
Sponsor:  USC  School  of  Medicine,  Depts.  of  Medicine  and  Surgery 
Description:  Series  of  ongoing  programs  dealing  with  cancer  management 
Audience:  Physicians  interested  in  oncology  related  medicine,  nurses,  students, 
housestaff,  and  other  health  care  professionals 
Contact:  Frederick  Greene,  M.D.  (803)  776-4000,  Ext.  582  or  George  P.  Sartiano, 
M.D.  (803)  776-6575 
Fee:  None 

Faculty:  USC  School  of  Medicine  and  visiting  faculty 
CME  Credit:  1.5  Hours  AMA  Category  I 

THURSDAY  MAY  20  12:30  P.M. 

NUTRITIONAL  SUPPORT  FOR  VENTILATORY  PATIENTS 

ANDERSON  Anderson  Memorial  Hospital 
Sponsor:  Anderson  Memorial  Hospital  and  Cutter  Medical 
Audience:  Physicians  and  other  interested  health  care  practitioners 
Contact:  Frederic  G.  Jones,  M.D.  (803)  261-1109 

Faculty:  R.  Joe  Teague,  M.D.,  Department  of  Medicine,  Medical  College  of  Georgia 
CME  Credit:  1 Hour  AMA  Category  I,  1.5  Hours  AAFP  Prescribed 

SATURDAY  MAY  22  8:00  A.M.  - 6:00  P.M. 

PROBLEM  SOLVING  IN  SURGICAL  PATHOLOGY:  BREAST 

CHARLESTON  Basic  Science  Auditorium,  MUSC 
Sponsor:  The  American  Cancer  Society  and  Div.  of  CME,  MUSC 
Description:  A discussion  and  clarification  of  surgical  pathological  problems  with 
respect  to  breast  disease 
Audience:  Physicians 

Contact:  William  L.  Betsill,  Jr.,  M.D.  (803)  792-3821 
Fee:  $100.00;  $35.00  resident  physician’s  fee  with  letter  from  chairman 
Faculty:  Robert  E.  Fechner,  M.D.,  University  of  Virginia  Medical  Center;  Robert 
W.  McDivitt,  M.D.,  Washington  University  School  of  Medicine;  H.  R.  Pratt- 
Thomas,  M.D.,  MUSC;  and  William  L.  Betsill,  M.D.,  MUSC 
CME  Credit:  8 Hours  AMA  Category  I,  0.8  CEU's 


THURS.  & FRI.  MAY  27  & 28 

THE  POWER  OF  FAMILY  SYSTEMS  IN  HEALTH  CARE  WITH  APPLICATIONS 
IN  DIABETIC  PATIENT  EDUCATION 

CHARLESTON  Sheraton  Charleston  Hotel 

Sponsor:  S.  C.  Dietetic  Association;  Dept,  of  Family  Medicine  and  Div.  of  CME, 
MUSC 

Description:  To  focus  on  the  power  of  the  family  system  in  facilitating  or  inhibiting 
necessary  change  in  a patient's  life  with  regard  to  food  and  other  health  care 
habits 

Audience:  Dietitians  and  other  health  care  professionals 
Contact:  Margaret  S.  Coale  (803)  792-2411 
Fee:  $60.00 

Faculty:  A.  L.  Strickland,  M.D.,  Allen  R.  Edwards,  M.D.  and  Dwight  Robertson,  M.D. 
CME  Credit:  0.9  C EU’s 

FRIDAY  MAY  28  1:00  - 5:00  P.M. 

LEUKEMIA  SYMPOSIUM 

COLUMBIA  VA  Hospital  Auditorium 

Sponsor:  USC  School  of  Medicine  and  the  Leukemia  Society  of  America,  S.  C. 
Chapter 

Description:  Will  provide  a general  updating  of  information  regarding  the  diagnosis 
and  management  of  Acute  Leukemia 

Audience:  Family  and  General  Practitioners,  Oncology  Practitioners,  Medical 
Students,  Nurses,  and  other  interested  Health  Care  Professionals 
Contact:  George  P.  Sartiano,  M.D.  (803)  776-6575 
Fee:  None 

Faculty:  USC  School  of  Medicine  and  distinguished  visiting  faculty 
CME  Credit:  4 Hours  AMA  Category  I 

JUNE 

TUESDAY  JUNE  1 5:30  - 8:45  P.M. 

PEDIATRIC  SATELLITE  SERIES 

GREENWOOD  Self  Memorial  Hospital,  A.  Preston  Nisbet  Education  Center 
Sponsor:  Dept,  of  Pediatrics,  USC  School  of  Medicine;  Upper  Savannah  AHEC, 
and  Self  Memorial  Hospital  Family  Practice  Center 
Description:  A series  of  seminars  focusing  on  the  management  of  various  pediatric 
conditions  considered  to  be  of  importance  to  the  physician  practicing  in  this 
field 

Audience:  Physicians,  nurses  and  other  health  professionals 
Contact:  H.  E.  Trent  III,  M.D.  (803)  223-5323 
Fee:  None 
Faculty:  Selected 

CME  Credit:  Variable  AMA  Category  I 

THURSDAY  JUNE  3 4:00  P.M. 

RADIOLOGY  CONFERENCE 

COLUMBIA  Radiology  Dept.,  Conference  Room,  Dorn  VA  Hospital 
Sponsor:  USC  School  of  Medicine,  Dept,  of  Radiology 
Audience:  Radiologists  and  other  interested  physicians 
Contact:  David  F.  Adcock,  M.D.  (803)  783-4490 
Fee:  None 

Faculty:  USC  School  of  Medicine,  Dept,  of  Radiology 
CME  Credit:  None 

FRI.  & SAT.  JUNE  4 & 5 

THIRD  ANNUAL  CONFERENCE:  RECENT  ADVANCES  IN  CLINICAL  ALLERGY 
UPDATE:  '82 

CHARLESTON  Sheraton  Charleston  Hotel 
Sponsor:  Division  of  CME,  MUSC 

Description:  To  focus  on  the  clinical  significance  of  recent  developments  relating 
to  the  diagnosis  and  treatment  of  LGE  mediated  disorders  including  asthma, 
rhinitis,  eczema  and  stinging  insect  hypersensitivity 
Audience:  Practicing  Internists,  Dermatologists,  Pediatricians,  Family  Practitioners, 
Allergists,  Otolaryngologists  and  Pulmonary  Specialists 
Contact:  Charles  R.  Strickland  or  Michael  J.  Oshinsky  (803)  792-4435  or  toll  free 
in  S.  C.  1-800-922-2282 
Fee:  $50.00 


Faculty:  Drs.:  Peyton  Eggleston,  M.D.,  J.  Bellanti,  Robert  Dockhorn,  Solomon  Klotz, 
C.  H.  Banov,  Bernard  Berman,  R.  L.  Dobson  and  Gabriel  Virella 
CME  Credit:  10.75  Hours  AMA  Category  I 
10.75  ACCME 
1.08  CEU’s 

MONDAY  JUNE  7 3:00  P.M. 

G.l.  RADIOLOGY  CONFERENCE 

COLUMBIA  Radiology  Dept.  Conference  Room,  Dorn  VA  Medical  Center 
Sponsor:  USC  School  of  Medicine,  Radiology  and  Internal  Medicine  (G.l.  Division) 
Departments 

Audience:  Radiologists,  Gastroenterologists  and  other  interested  physicians 
Contact:  David  F.  Adcock,  M.D.  (803)  783-4490 
Fee:  None 

Faculty:  USC  School  of  Medicine,  Dept,  of  Radiology,  G.l.  Division  of  Internal 
Medicine 

CME  Credit:  1 Hour  AMA  Category  I per  session 

MONDAY  JUNE  14  12:15  - 1:15  P.M. 

THE  IMPORTANCE  OF  ESTROGEN  REPLACEMENT  IN  THE  MODERN  WOMAN 

GREENWOOD  Self  Memorial  Hospital 
Sponsor:  Ayerst  Laboratories  and  Upper  Savannah  AHEC 
Description:  To  become  familiar  with  the  contraindication  and  indications  for 
estrogen  replacement  therapy,  to  understand  the  physiology  of  estrogen 
metabolism  in  the  menopausal  and  peri-menopausal  woman,  become  aware 
of  the  dangers  and  complications  of  failure  and  deprivation  in  the  menopausal 
woman.  To  become  familiar  with  rational  programs  of  estrogen  replacement 
Audience:  Physicians 

Contact:  Carol  Driver,  R.N.  (803)  227-4853 
Fee:  None 

Faculty:  Murray  A.  Freedman,  Assoc.  Prof,  of  OB/GYN,  Medical  College  of  Georgia 
CME  Credit:  1 Hour  AMA  Category  I,  1 Hour  AAFP  Prescribed 

MON.  - WED.  JUNE  14-16 

RECENT  ADVANCES  IN  INTERNAL  MEDICINE 

KIAWAH  ISLAND  Kiawah  Island  Inn 
Sponsor:  School  of  Medicine,  Medical  College  of  Georgia 
Description:  To  cover  a substantial  variety  of  information  directly  related  to 
diagnosis  and  treatment  of  adult  patients 
Audience:  Primary  Care  physicians 
Contact:  Glen  E.  Garrison,  M.D.  (404)  828-3998 
Faculty:  Medical  College  of  Georgia  Faculty 
CME  Credit:  20  Hours  AAFP  Prescribed 

MONDAY  JUNE  21  3:00  P.M. 

G.l.  RADIOLOGY  CONFERENCE 

COLUMBIA  Radiology  Dept.  Conference  Room,  Dorn  VA  Medical  Center 
Sponsor:  USC  School  of  Medicine,  Radiology  and  Internal  Medicine  (G.l.  Division) 
Departments 

Audience:  Radiologists,  Gastroenterologists  and  other  interested  physicians 
Contact:  David  F.  Adcock,  M.D.  (803)  783-4490 
Fee:  None 

Faculty:  USC  School  of  Medicine,  Dept,  of  Radiology,  G.  I.  Division  of  Internal 
Medicine 

CME  Credit:  1 Hour  AMA  Category  I per  session 

MONDAY  JUNE  21  5:00  - 6:30  P.M. 

MULTIDISCIPLINARY  ONCOLOGY  CONFERENCE 

COLUMBIA  USC  School  of  Medicine  Library  Complex,  VA,  Room  327 
Sponsor:  USC  School  of  Medicine,  Depts.  of  Medicine  and  Surgery 
Description:  Series  of  ongoing  programs  dealing  with  cancer  management 
Audience:  Physicians  interested  in  oncology  related  medicine,  nurses,  students, 
housestaff,  and  other  health  care  professionals 
Contact:  Frederick  Greene,  M.D.  (803)  776-4000,  Ext.  582,  George  P.  Sartiano, 
M.D.  (803)  776-6575 
Fee:  None 

Faculty:  USC  School  of  Medicine  and  visiting  faculty 
CME  Credit:  1 .5  Hours  AMA  Category  I 


DR.  COLLINS  ISN’T  PAYING  HIS 
MALPRACTICE  INSURANCE  PREMIUM 

THIS  YEAR. 


But  he’ll  still  be  covered.  Because  the  Army  covers  it.  Jack  Collins  is  an  Army 
surgeon.  And  he  doesn’t  have  to  burden  himself  with  the  details  of  running  a civilian 
surgical  practice.  The  Army  does  the  worrying  for  him. 

It  works  out  better  for  Dr.  Collins.  And  for  the  Army.  He  has  a relatively  trouble  free 
practice.  And  the  Army  has  a first-rate  surgeon. 

There  are  other  rewards  for  being  an  Army  surgeon.  Like  the  starting  salary.  For 
$35,600,  it  even  pays  to  start  at  the  bottom. 

Every  Army  surgeon  is  commissioned  as  a Captain  or  higher.  He  earns  30  days  paid 
vacation  a year.  And  his  noncontributory  retirement  benefits  are  substantial. 

Jack  Collins  joined  the  Army  to  practice  surgery.  . .not  bookkeeping,  typing,  accoun- 
ting, or  hiring  office  help.  Army  medicine  is  as  free  from  nonmedical  distractions  as  it 
is  possible  for  any  practice  to  be. 


The  Army  Medical  Department  has  positions  available  or  projected  requirements  for 
physicians  trained  in  the  following  specialties  in  the  Southeastern  United  States: 
General  Surgery  Child  Neurology 

Neurosurgery  Emergency  Medicine 

Orthopedic  Surgery  Cardiology 

Plastic  Surgery  Psychiatry 

Anesthesiology  Oncology 

Obstetrics/Gynecology  Diagnostic  Radiology 

Otolaryngology  Therapeutic  Radiology 

Urology 


If  you  desire  an  attractive  alternative  to  civilian  practice  for  a reasonable  net  amount 
of  money  and  want  to  spend  a reasonable  amount  of  time  with  your  family,  then 
maybe  you  should  find  out  more  about  Army  Medicine. 


To  obtain  more  information  on  eligibility,  salary,  and  fringe  benefits,  write  or  call 
collect: 


CPT  Edward  R.  Miller,  MSC 
Eisenhower  Army  Medical  Center 
Fort  Gordon,  GA  30905 
(404)  790-6939 


March,  1982 


163 


AMA  INTERIM  MEETING,  DECEMBER,  6-9,  1981 


C.  TUCKER  WESTON,  M.D.* 

The  South  Carolina  Medical  Association  was 
well-represented  at  the  Interim  Meeting  of  the 
American  Medical  Association  in  Las  Vegas,  Ne- 
vada, December  6-9,  1981.  Attending  from  the 
SCMA  were  C.  Tucker  Weston,  M.D.,  and 
Waitus  O.  Tanner,  M.D.,  Delegates;  John  C. 
Hawk,  Jr.,  M.D.,  and  Donald  G.  Kilgore,  Jr., 
M.D.,  Alternate  Delegates;  William  H.  Hunter, 
M.D.,  SCMA  President;  Euta  M.  Colvin,  M.D., 
SCMA  President-Elect;  Randolph  D.  Smoak,  Jr., 
M.D.,  Chairman  of  Council;  Leonard  Douglas, 
M.D.,  Vice  Chairman  of  Council;  and  Kenneth  N. 
Owens,  M.D.,  Secretary.  Jenny  Tanner,  Jean 
Kilgore,  Mary  Ann  Douglas,  and  Dorothy  Colvin 
accompanied  their  husbands  to  represent  the  dis- 
taff side.  Again  we  were  fortunate  to  have  a large 
enough  delegation  from  South  Carolina  so  that  we 
could  be  fully  represented  at  all  of  the  Reference 
Committee  hearings  and  express  our  views. 

On  Saturday,  December  5,  we  were  in  atten- 
dance at  a meeting  of  the  Organization  of  State 
Medical  Society  Presidents,  where  we  heard  dis- 
cussions regarding  “Membership  and  Its  Prob- 
lems.” Prior  to  the  opening  of  the  House  of 
Delegates  on  Sunday,  December  6,  we  attended  a 
Forum  for  Medical  Affairs,  at  which  the  topic  was 
“Malpractice  Update.”  We  heard  a number  of 
speakers  with  interesting  and  informative  obser- 
vations regarding  the  question  of  professional 
liability. 

When  the  House  of  Delegates  opened  on  Sun- 
day afternoon,  there  were  282  delegates  seated. 
Before  the  end  of  the  meetings,  we  had  voted  to 
add  six  new  national  specialty  societies,  making  a 
total  of  61  specialty  societies  represented  in  the 
House.  The  new  societies  are:  American  Associa- 
tion of  Clinical  Urologists,  American  College  of 
Nuclear  Physicians,  American  Orthopaedic  Asso- 
ciation, American  Society  of  Gastrointestinal  En- 
doscopy, American  Society  of  Therapeutic  Radi- 
ologists, and  the  Association  of  Life  Insurance 
Medical  Directors  of  America.  We  understand 
also  that  we  may  have  as  many  as  20  additional 
delegates  representing  state  medical  associations 
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in  1982.  This  is  the  result  of  AMA  membership 
increases  and  local  Bylaw  revisions  affecting 
membership  status  of  residents  and  medical 
students. 

A few  major  issues  considered  by  the  House  in 
Las  Vegas  included:  (1)  a collection  of  timely 
reports  from  the  Council  on  Scientific  Affairs;  (2) 
a statement  encouraging  the  development  of 
Health  Care  Coalitions;  (3)  pro-competition/con- 
sumer  choice  legislation  pending  before  Congress; 
(4)  guidelines  for  Voluntary  Peer  Review  Pro- 
grams; (5)  standards  for  accrediting  continuing 
medical  education  programs;  and  (6)  medical 
consequences  of  nuclear  war. 

SCIENTIFIC  REPORTS 

The  AMA  Council  on  Scientific  Affairs  submit- 
ted several  reports  on  issues  of  general  interest  to 
physicians  and  the  public.  One  report  calls  for 
improved  care  for  homosexuals.  It  concludes  that 
non-judgmental  recognition  of  sexual  orientation 
enhances  the  physician’s  ability  to  render  optimal 
patient  care  in  health  as  well  as  in  illness. 

Other  scientific  reports  established  guidelines 
for  estrogen  replacement  in  menopausal  women; 
discussed  the  causative  factors  contributing  to  de- 
pression, especially  among  women;  and  discussed 
the  progress  in  DMSO  research. 

HEALTH  CARE  COALITIONS 

The  AMA  House  endorsed  a statement  by  six 
national  organizations  which  encouraged  the  de- 
velopment of  voluntary  health  care  coalitions. 
The  statement  urges  local  coalitions  to  analyze 
resources  and  establish  projects  to  seek  solutions  to 
health  care  problems.  We  believe  that  this  action 
will  have  significant  implications  for  the  medical 
profession.  The  coalitions  represent  a continua- 
tion of  the  AMA  Corporate  Liaison  Activity  begun 
three  years  ago. 

COMPETITION  LEGISLATION 

The  House  received  two  comprehensive  reports 
on  the  Congressional  and  Administration  ac- 
tivities regarding  “Pro-Competition/Consumer 
Choice”  proposals.  In  adopting  these  reports,  we 
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renewed  the  AMA’s  strong  concern  that  such  leg- 
islation must  be  monitored  carefully  in  order  to 
preserve  accessibility  of  high-quality  health  care 
delivery.  The  House  directed  the  AMA  Board  and 
Councils  to  assure  the  strengths  of  the  existing 
system  of  free  enterprise  medicine. 

GUIDELINES  FOR  VOLUNTARY  PEER 
REVIEW 

The  AMA  House  reaffirmed  medicine’s  con- 
tinuing commitment  to  the  development  and 
maintenance  of  voluntary,  professionally-di- 
rected peer  review,  and  also  adopted  a set  of 
principles  for  such  voluntary  peer  review,  with 
the  objective  of  assuring  the  quality  and  appropri- 
ateness of  medical  care  services. 

CME  ACCREDITATION 

The  House  adopted  tighter  standards  for  ac- 
crediting continuing  medical  education,  but  final 
approval  was  withheld  pending  study  of  the  hand- 
book to  be  used  to  implement  these  standards.  It  is 
proposed  that  sponsors  of  CME  courses  that  advo- 
cate unscientific  procedures  be  precluded.  In 
order  to  receive  accreditation,  a CME  program 
sponsor  must  offer  instruction  in  recognized  med- 
ical subjects  that  appear  in  medical  school  cur- 
ricula. 

MEDICAL  CONSEQUENCES  OF  NUCLEAR 
WAR 

The  House  adopted  a report  which  recom- 
mended that  the  AMA  inform  the  President  and 
Congress  of  the  medical  consequences  of  nuclear 
war,  and  directed  the  AMA  to  educate  physicians 
and  the  public  on  this  issue.  The  AMA  will  cooper- 
ate with  other  health  care  organizations  and  re- 
sponsible authorities  on  medical  matters  in  the 
event  of  national  emergencies.  This  action,  how- 
ever, precludes  the  AMA  from  involvement  in 
national  defense  issues  outside  its  professional 
expertise. 

CONSTITUTION  AND  BYLAWS 

John  Hawk,  our  SCMA  representative  on  the 
AMA  Council  on  Constitution  and  Bylaws  has 
submitted  the  following  information  and  report 
regarding  Amendments  to  the  AMA  Constitution 
and  Bylaws: 

The  Reference  Committee  on  Constitution  and 
Bylaws  held  lengthy  hearings,  with  protracted 


discussion  over  several  controversial  issues  which 
provoked  almost  three  hours  of  debate  on  the  floor 
of  the  House  before  final  action  was  taken. 

The  Reference  Committee  had  considered  two 
Resolutions,  one  from  the  Resident  Physicians 
Section  and  one  from  the  Medical  Student  Section 
Governing  Council,  which  would  provide  that  a 
designated  representative  from  each  of  these  two 
organizations  would  attend  all  meetings  of  the 
Board  of  Trustees  with  the  right  of  discussion  but 
without  the  right  to  vote.  The  Substitute  Resolu- 
tion which  was  finally  adopted  by  the  House 
provided  “that  the  House  of  Delegates  encourage 
the  Board  of  Trustees  to  include  in  their  meeting  a 
representative  of  the  Resident  Physicians  Section 
and  a representative  of  the  Medical  Student  Sec- 
tion whenever,  in  the  judgment  of  the  Board  of 
Trustees,  their  agenda  indicates  a need  for  contri- 
bution from  these  Sections,’’  and  provided  that 
such  attendance  would  be  excluded  at  Executive 
Sessions. 

The  second  major  controversial  item  related  to 
the  representation  of  Specialty  Societies  in  the 
House.  Concern  about  the  number  of  Specialty 
Societies  admitted  to  the  House,  the  overlap  of 
representation,  and  increase  in  the  total  size  of  the 
House  have  been  continuing  problems  since  1977 
when  it  was  decided  to  give  representation  to 
National  Medical  Specialty  Societies  meeting  cer- 
tain guidelines.  There  has  been  a moratorium  on 
further  admissions  for  two  years.  After  lengthy 
discussion  and  individual  voting  on  each  of  seven 
applications,  six  societies  were  finally  approved 
for  representation,  as  stated  earlier  in  this  report. 

Other  actions  included:  (1)  approval  of  a State- 
ment of  Interprofessional  Relations  betw  een  phy- 
sicians and  attorneys,  (2)  adoption  of  Bylaw 
Amendments  w hich  allow  medical  student  mem- 
bers to  represent  their  constituent  associations  if  so 
elected;  and  (3)  adoption  of  Bylaw  Amendments 
to  eliminate  publishing  by  the  AMA  of  a journal 
for  the  general  public,  to  give  the  Executive  Vice 
President  (rather  than  the  entire  Board)  the  au- 
thority to  appoint  the  editor  of  JAMA,  and  to 
clarify  certain  other  changes  in  the  duties  and 
authority  of  the  Executive  Vice  President. 

OTHER  ACTIONS 

As  always,  the  House  considered  a wide  variety 
of  other  issues  of  interest  to  the  practicing  physi- 
cian. The  House:  (1)  endorsed  model  legislation  to 
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ban  the  manufacture,  sale  and  distribution  of 
"look-alike  drugs;  (2)  opposed  proficiency  test- 
ing programs  by  the  Secretary  of  Health  and 
Human  Services  to  determine  the  qualifications 
of  clinical  laboratory  and  other  health  care  per- 
sonnel; (3)  called  for  continued  monitoring  of 
federal  regulations  affecting  the  practice  of  nu- 
clear medicine;  (4)  supported  legislation  to  delete 
the  three-day  prior  hospitalization  requirement 
for  providing  extending  care  facility  benefits  un- 
der Medicare;  (5)  opposed  Federal  intervention 
into  physicians  prescribing  practices;  (6)  encour- 
aged further  scientific  studies  on  the  effects  of 
acid  precipitation;  (7)  supported  adequate  fund- 
ing of  biomedical,  behavioral,  and  clinical  re- 
search activities;  (8)  adopted  a policy  emphasizing 
the  right  of  hospitalized  patients  to  choose  their 
own  physicians;  and  (9)  requested  further  study  of 
the  issue  of  competition  between  hospitals  and 
physicians. 

The  Reference  Committee  which  considered 


the  SCMA  Resolution  to  Promote  Bedside  Nursing 
originally  recommended  that  it  not  be  adopted, 
but  with  the  assistance  of  other  states,  it  was  re- 
worded and  eventually  passed  the  House. 

SUMMARY 

Your  SCMA  Delegation  thanks  the  members  of 
the  Association  for  the  privilege  of  representing 
you  at  the  AMA.  We  solicit  criticisms  and  support. 
Any  Resolutions  or  items  of  business  that  any  of 
you  wish  to  be  carried  to  the  AMA  should  be 
channeled  through  the  SCMA  House  and,  if  ap- 
proved, will  be  pursued  vigorously  by  your 
Delegation. 

The  next  convention  will  be  in  Chicago,  June 
13-17,  1982.  During  this  Convention,  we  will  be 
campaigning  for  John  Hawk’s  re-election  to  the 
Council  on  Constitution  and  Bylaws.  We  solicit 
your  support  and  any  voluntary  contributions 
toward  this  campaign.  □ 


o/tce^Ueritcme 


In  a world  of  rising  costs  and  increasing 
paperwork,  the  benefits  of  Air  Force 
medicine  are  more  attractive  than  ever 
before  Consider  an  excellent  income, 
reasonable  working  hours,  30 
days  of  paid  vacation  each  year, 
retirement  plan  that's  hard  to 
beat,  and  the  prestige  and  respect 
accorded  an  Air  Force  Officer. 

The  Air  Force  Medical  Service 
provides  a viable  alternative 
to  the  rigors  of  today's  private 
practice 

For  more  information, 
contact: 

MSGT  Andy  Andujar 
USAF  Health  Professions 
Recruiter  • 

102  N.  Main  Street 
Sumter,  South  Carolina  29150 
Call  Collect  (803)  775-1819 
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L/<xJ  ABERNETHY  CORLEY  & CO. 

CERTIF  IED  PUBLIC  ACCOUNTAN  T S 


We  Solve  Problems 


You  are  going  to  need  all  the  help  you  can  get  in  the 
eighties.  Double-digit  inflation,  rising  taxes  and  the  high 
costs  of  living  are  not  going  to  disappear.  If  you  want  to 
retain  maximum  income  and  protect  your  financial  resources, 
you  will  need  us.  We  can  help. 

We  are  innovative,  imaginative  CPA’s  for  entrepreneurs, 
businesses,  professionals  and  investors.  If  you  are  generating 
six  digits  of  medical  fees  or  have  a highly  taxable  personal 
income,  you  can  use  our  experience. 

When  no  one  else  is  solving  your  problems,  call  us. 

We  know  how  to  analyze  each  individual  situation  and  find 
the  most  effective  way  to  help  our  clients  obtain  and  retain 
the  resources  required.  We  advise  on  financial  and  tax 
strategies  to  provide  the  personal  management  you  need. 

You  will  need  us  in  the  eighties.  Now  is  the  time  to  plan 
your  future. 


New  Times  Need  New  Ideas 


Abernethy,  Corley  & Company  P C. 

1511  RICHLAND  ST«  COLUMBIA,  S.C.  29201.803-779-8070 
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CHIROPRACTIC  LEGISLATION:  TWO  BROKEN  RECORDS 


We  feel  that  we  are  beginning  to  sound 
like  a broken  record,  but  our  chiroprac- 
tic legislation  remains  far  and  away  the 
most  prominent  issue  facing  the 
legislature. 

— Legislative  Update,  Journal  of  the 
South  Carolina  Medical 
Association,  January,  1982 

The  nineteenth  century  spawned  a number  of 
unifying  theories  of  disease,  usually  made  by  one 
individual  on  the  basis  of  one  or  several  observa- 
tions and  usually  discarded  by  the  end  of  that 
individual’s  lifetime.  By  the  end  of  the  century, 
what  is  now  called  the  scientific  method  had 
become  well-established  and  broad,  sweeping 
theories  of  disease  were  no  longer  acceptable  to 
qualified  physicians.  Curiously,  such  a sweeping 
theory  arose  at  the  end  of  the  century,  took  roots 
outside  of  orthodox  medicine,  and  — despite  its 
continued  absence  of  scientific  validation  — con- 
tinues to  need  a response  from  our  profession. 

In  September,  1895,  Daniel  David  Palmer,  the 
proprietor  of  a “magnetic  healing’  studio  in 
Davenport,  Iowa,  allegedly  restored  the  hearing 
of  a deaf  janitor  by  adjusting  one  of  the  vertebrae. 
Apparently  unaware  that  the  eight  cranial  nerves 
lay  entirely  within  the  skull,  Palmer  concluded 
that  malalignments  of  vertebrae  caused  most  if 
not  all  disease  processes.  His  theory  obtained  a 
following.  For  the  next  thirty  years,  qualified 
physicians  — perhaps  preoccupied  with  their  ap- 
plications of  new  knowledge  to  the  major  diseases 
of  mankind  and  with  little  new  to  offer  to  persons 
suffering  from  nagging  backache  — permitted 
leeway  to  chiropractic.  Not  surprisingly,  many 
chiropractors  promoted  the  notion  that  most  dis- 
orders — not  just  backache  — were  due  to  mal- 
alignments of  the  vertebrae.  And  not  surprisingly, 
many  chiropractors  branched  into  modes  of  ther- 
apy other  than  spinal  adjustment. 

The  countless  skirmishes  between  organized 
medicine  and  organized  chiropractic  will  not  be 


reviewed  in  detail  here.  Suffice  it  to  say  that 
chiropractic  made  enormous  strides  during  the 
1970’s: 

(1.)  In  1973,  chiropractors  gained  approval 
for  reimbursement  by  both  Medicare 
and  Medicaid; 

(2.)  Shortly  thereafter,  they  received  licen- 
sure in  Mississippi  and  Louisiana,  there- 
by attaining  the  right  to  practice  in  all 
fifty  states;  and 

(3.)  In  1974,  an  accrediting  agency  for  their 
schools  was  recognized  by  the  United 
States  Commission  of  Education,  which 
had  previously  listed  chiropractic 
schools  as  “spurious”. 

It  is  significant  to  note  that  political  pressure, 
brought  about  by  a tremendous  organization 
among  the  nation’s  chiropractors,  was  instrumen- 
tal to  all  of  these  gains.  These  gains  came  at  a time 
when  established  medicine  was  giving  a scientific 
basis  to  its  practices  as  never  before.  Yet  the  unity 
and  cohesiveness  of  established  medicine  paled  by- 
comparison  to  the  unity  and  cohesiveness  of 
chiropractic. 

The  American  Medical  Association,  harrassed 
by  the  Federal  Trade  Commission  and  sued  for 
restraint  of  trade,  eventually  adopted  a report  by 
its  Board  of  Trustees  which  held  that  chiropractic 
would  no  longer  be  viewed  as  an  “unscientific 
cult,”  nor  would  it  declare  that  voluntary  associa- 
tion by  physicians  with  chiropractors  was  unethi- 
cal. Today,  chiropractic  flourishes.  Some  23,000 
chiropractors  treat  at  least  eight  million  Ameri- 
cans each  year  (estimates  run  as  high  as  35  million 
Americans).  Each  year,  over  2,000  new  chiroprac- 
tors are  graduated  from  their  schools.  It  can  be 
concluded  safely  that  “chiropractors  appear  to  be 
winning  their  struggle  to  survive.  1 

All  of  this  seems  quite  remarkable  when  one 
reflects  upon  the  absence  of  scientific  proof  of  the 
basis  for  chiropractic  theory.  No  experimental 
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evidence  supports  the  thesis  that  minor  malalign- 
ments of  the  vertebrae  give  rise  to  significant 
internal  disease  processes.  The  logical  viewpoint 
that  chiropractic  should  validate  its  claims  was 
recently  stated  by  one  of  our  leading  editors,  Dr. 
Arnold  Reiman: 

“.  . .it  is  up  to  the  chiropractors  to  demon- 
strate that  their  theories  are  sound,  their 
diagnostic  techniques  accurate  and  their 
treatments  effective.  They  must  do  re- 
search and  they  must  publish  their  evi- 
dence. . . . Medicine  accepts  these  obliga- 
tions. It  recognizes  its  limitations,  but  it  uses 
methods  of  science  to  advance  its  under- 
standing. Medicine  supports  its  theories 
with  evidence  and  submits  its  diagnostic 
and  therapeutic  claims  to  objective  tests. 
Let  chiropractic  do  the  same.”2 

However,  chiropractors  counter  these  argu- 
ments by  stating  that  they  need  not  submit  to  the 
standards  which  physicians  impose  upon 
themselves. 

However  poorly  understood  it  might  be,  chi- 
ropractic manipulation  as  one  method  for  treating 
musculoskeletal  aches  is  not  a current  issue.  The 
present  SCMA  position  paper  holds  that  “the  ma- 
jority of  physicians  in  the  medical  community  feel 
that  most  chiropractors  are  ethical  within  their 
range  of  training.  ” We  should  perhaps  remember 
that  not  all  of  our  own  remedies  have  been  well- 
proven  by  either  controlled  observations  in  the 
laboratory  or  by  prospective,  randomized,  dou- 
ble-blind clinical  trials.  One  observer  pointed  out 
recently  that  “one  is  tempted  to  imagine  that  if  it 
had  been  chiropractic  rather  than  acupuncture 
that  was  brought  out  of  China  to  a palpitating 
American  public  less  than  ten  years  ago,  chi- 
ropractic might  have  fascinated  and  conquered 
the  lay  and  professional  community  with  its  mi- 
raculous effects.”3  It  is  acknowledged  that  physi- 
cians, including  orthopedists,  sometimes  refer 
patients  to  chiropractors  for  manipulation. 

The  principal  issue  is  the  tendency  of  some 
chiropractors  to  go  well  beyond  their  traditional 
boundaries.  In  1975,  Consumer  Reports  con- 
ducted an  exhaustive  survey  of  chiropractic.4  Chi- 
ropractic educators  and  officials  invariably  told 
interviewers  that  “the  chiropractor’s  role  was  that 
of  the  primary  physician .”  Chiropractors  felt  that 
they  should  have  the  same  rights  as  family  physi- 


cians to  serve  as  “portals  of  entry”  to  the  health 
care  delivery  system.  The  report  mentioned  one 
institution  within  our  own  state: 

“At  the  Sherman  College  of  Chiropractic  in 
Spartanburg,  S.  C.,  for  example,  the  criteria 
for  accepting  a patient  are  liberal  indeed. 
According  to  an  Editorial  by  . . . .,  a Dean  of 
the  College,  requirements  for  a ‘chiroprac- 
tic case’  are  threefold:  Does  the  patient  have 
a spinal  column?  Does  the  patient  have  a 
nervous  system?  Is  the  patient  alive?  ”4 

The  Consumer’s  Union  concluded  that  Palmer’s 
theory  of  disease  belongs  to  the  dusty  pages  of 
nineteenth  century  history,  “along  with  bleeding, 
purging,  and  other  blind  alleys  of  medicine,”  and 
pointed  out  the  potential  for  chiropractic  to  cause 
harm.  It  provided  clear-cut  guidelines  for  persons 
desiring  to  use  a chiropractor,  and  recommended 
that  “licensing  laws  and  Federal  health  insurance 
programs  should  limit  chiropractic  treatment  to 
appropriate  musculoskeletal  complaints.” 

In  South  Carolina  today,  there  is  abundant  evi- 
dence that  some  chiropractors  go  well  beyond 
their  traditional  boundaries.  One  advertisement, 
for  example,  promoted  “colonic  therapy  with 
oxygen,”  to  prevent  “build  up  of  poisons  by  ana- 
eriobic  [sic]  bacteria  in  the  body.”  Such  therapy 
might  be  beneficial  for  headache,  constipation, 
diarrhea,  adbominal  pain,  low  back  pain,  flatu- 
lence, or  unusual  fatigue.  Another  advertisement 
indicated  that  “only  chiropractic  can  help”  a 
number  of  illnesses  including  obviously  infectious 
diseases  such  as  pneumonia  and  spinal  men- 
ingitis. The  advertisement  went  on  to  declare  that 
“two  facts  should  be  clear . . . first,  that  our  profes- 
sion is  not  limited  in  scope  . . . (and  second)  that 
the  cause  of  much  sickness  is  due  to  spinal  nerve 
interference.” 

A thoughtful  review  of  the  current  problem  of 
chiropractic  concluded  with  the  recommendation 
that  limitation  of  scope  — along  the  lines  of  the 
two  SCMA-sponsored  bills  (S.  636  and  H.  2606)  — 
is  the  soundest  policy.1  The  possibility  was  raised 
that  chiropractic  might  evolve  to  the  status  of  a 
recognized  “limited”  specialty  analagous  to 
podiatry,  optometry,  speech  therapy,  or  audiol- 
ogy. It  was  felt  that  evolution  of  chiropractic  into  a 
“limited  role”  would  be  better  for  the  public 
rather  than  either  maintenance  of  the  status  quo 
or  attempts  to  eliminate  chiropractic  altogether. 
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Two  developments  in  medicine  should  have  a 
bearing  on  the  eventual  role  of  chiropractic.  First, 
an  increasing  number  of  specialists  in  areas  such  as 
neurology  and  orthopedics  are  bringing  new  so- 
phistication to  the  diagnosis  and  management  of 
nagging  musculoskeletal  pains.  Secondly,  an  in- 
creasing number  of  physicians  specializing  in  pri- 
mary care  should  eliminate  the  need  for  persons  in 
smaller  towns  and  rural  communities  to  seek  out 
chiropractors  due  to  difficulty  obtaining  an  ap- 
pointment with  a physician.  We  should  not  as- 
sume, however,  that  increasing  numbers  of 
physicians  in  those  communities  will  necessarily 
mean  less  tendency  for  patients  to  see  chiroprac- 
tors. In  a study  conducted  in  Iowa,  it  was  found 
that  a growth  in  the  physician  manpower  pool  was 
accompanied  by  a slight  increase  — rather  than  a 
decrease  — in  the  use  of  chiropractic  services.5 

The  hazards  of  chiropractic  manipulation  are 
well-known,  and  the  list  continues  to  grow.6  The 
number  of  services  offered  by  chiropractors  has 
also  expanded.  With  increasing  specialization  in 
medicine  and  availability  of  medical  services, 
there  is  no  reason  for  chiropractors  to  be  offering 
services  such  as  ultrasound,  “vascular  analysis,” 
and  other  procedures  for  which  physicians  are 
specifically  trained  and  certified.  Limiting  labo- 


ratory tests  to  professionals  trained  to  interpret 
them  also  makes  sense. 

As  this  editorial  is  being  prepared  for  press,  the 
House  and  Senate  are  considering  the  two  SCMA- 
sponsored  bills  for  limitation  of  the  scope  of  chi- 
ropractic. Let  us  conclude  with  our  second  “bro- 
ken record”  . . . the  repeated  urgings  that  all 
physicians  should  support  organized  medicine. 
Those  who  don’t  are  clearly  receiving  a “free 
ride.  ” We  should  emphasize  again  that  the  enor- 
mous gains  made  by  chiropractors  during  the 
1970’s  were  due  almost  entirely  to  their  unity  and 
organization. 

— CSB 
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We're  Number  One. 

CompuSystems  is  proud  to  be  the  largest  supplier 
of  Medical  Insurance  Processing  and  Billing  Systems 
to  physicians  in  South  Carolina.  Reaching  this  goal 
only  four  years  after  selling  its  first  computer  can  be 
attributed  to  the  company's  commitment  to  the 
medical  market  and  its  policies  of: 


Providing  "Total  Systems 
Responsibility"  — hard- 
ware, software,  training, 
and  maintenance  — 
from  one  vendor 


Providing  "State  of  the 
Art"  features  such  as 
teleprocessing  insurance 
(a  CompuSystems  first  in 
early  1979) 


Call  today  to  arrange  for  your  personal  demonstration 


■ Using  the  finest  equip- 
ment from  the  major 
computer  companies 
(IBM,  Xerox,  AT&T, 
Exxon,  etc.) 

1-800-922-5528 


:o 


D. 


Systems 


OF  SOUTH  CAROLINA 


P.O.  BOX  5144  • 2301  DEVINE  ST.  • COLUMBIA,  S.C.  29205  • (803)  254-0804 


SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

AUXILIARY 


SCAPELL:  WHAT  IS  THE  AUXILIARY’S  ROLE? 


Why  is  the  Medical  Auxiliary  involved  with  a SCAPELL  program  designed  and  directed  by 
the  South  Carolina  Medical  Association?  (Good  question,  Jane.  Involvement  means  work  — Use 
of  lots  of  time,  studying  and  understanding  legislative  issues,  talking  among  ourselves  and  with 
legislators,  writing  letters,  making  trips). 

To  begin  — SCAPELL  is  a word  formulated  by  the  South  Carolina  Medical  Association  which 
means:  South  Carolina  Auxiliary  and  Physician  Educational  and  Legislative  Liason.  The  word 
“auxiliary”  is  derived  from  the  Latin  noun  auxilium,  which  means  “help.”  The  English 
definition  is:  “giving  assistance  or  support;  aiding;  helping.” 

The  above  definitions  truly  apply  to  our  function  in  the  SCAPELL  program.  The  SCMA  needs 
our  help  and  has  asked  for  our  help.  As  an  auxiliary  group  we  are  mandated  to  help.  Generally 
speaking,  we,  as  auxilians,  have  more  time  for  reading  and  becoming  informed  of  legislative 
activity  than  our  doctor  spouses.  We  can  have  more  time  for  writing  letters  and  being  in  contact 
with  our  legislators.  In  other  words:  we  can  do  these  things  for  them! 

One  important  point  we,  as  auxiliary  members,  need  to  remember  is  that  we  do  not  formulate 
SCMA  policy  concerning  legislation,  although  we  are  consulted  in  that  formulation.  Speaking  to 
legislators  and  being  involved  in  legislative  activity  as  individuals,  we  certainly  express  our 
personal  views.  However,  when  involved  as  auxiliary  members  and  as  a part  of  the  SCAPELL 
program,  we  reflect  stated  positions  of  the  SCMA.  We  speak  with  many  soft  voices  blended  into 
one  loud  roar.  If  everyone  in  the  SCAPELL  network  does  his  share  we  would  not  fail  in  having 
GOOD  health  legislation  passed  in  the  Legislature  for  the  people  of  South  Carolina. 

You  are  now  saying,  “How  can  I help”? 

Please  help.  Every  county  president  and  county  legislative  chairman  is  in  contact  with  the 
SCAPELL  network.  Call  one  of  these  people  and  volunteer  your  services  in  contacting  your 
representative  in  the  South  Carolina  Senate  or  House.  These  contacts  need  to  be  made  as  the 
legislature  considers  the  passage  of  bills  which  affect  the  health  of  citizens  of  S.  C. 

We  are  now  poised  on  a threshold.  The  “New  Federalism”  calls  for  greatly  increased  state 
responsibility  and  state  control.  We  have  a unique  opportunity  to  assume  a leadership  role.  The 
time  is  now\  Beneficiaries  of  your  involvement  will  include  the  entire  population  of  the  state  as 
well  as  the  profession  of  medicine.  Now  is  not  the  time  to  say,  “I  don’t  know  anything  about  it,” 
or,  “I  don’t  have  time,”  but,  rather,  “I  will  learn,  I will  make  time”  and  “I  will  act!” 


— Mrs.  Warren  Y.  Adkins  (Skippy) 
Auxiliary  Legislation 
Co-Chairman 
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From  the  State  House: 

LEGISLATIVE  UPDATE 


April,  1982 

It  is  April  Fool's  Day  as  this  Update  goes  to  press,  and  the  big  issues  under  dis- 
cussion at  the  General  Assembly  are:  the  General  Appropriations  Bill  (being  debated 

on  the  House  floor),  candidates  for  judgeships  (House  and  Senate),  and  Public  School 
issues  (Senate). 

1983  MEDICAID  BUDGET 

The  House  Ways  and  Means  Committee  recently  reported  out  to  the  House  floor  the 
1982-83  General  Appropriations  Bill.  SCMA  has  always  taken  the  position  that  we  would 
take  our  share  of  cuts  in  Medicaid  programs  along  with  everyone  else — on  an  equal  basis. 
This  has  not  been  the  case.  The  physician  provider  portion  of  the  budget  shows  a 4% 
cut.  Nursing  homes  have  no  cuts.  SCMA  Council  recently  voted  to  take  strong  actions 
to  stall  such  inequitable  treatment.  Dr.  William  H.  Hunter,  in  accordance  therewith, 
has  sent  out  an  "Orange"  Alert  to  representatives  of  the  SCAPELL  (South  Carolina 
Auxiliary-Physician  Educational  Legislative  Liaison)  Program,  our  grass-roots  contact 
program.  In  lobbying  the  General  Assembly,  we  are  making  arguments  that  physicians 
continue  to  drop  out  of  the  Medicaid  program,  destroying  efforts  to  get  physicians  to 
locate  in  underserved  areas.  We  are  pointing  out  that,  according  to  the  Governor's 
Task  Force  on  Health  Care  Financing,  ambulatory  care  is  certainly  the  most  economical 
means  of  providing  necessary  medical  care  and  is  a matter  in  which  this  state  should 
concentrate  its  health  care  delivery.  According  to  the  DHEC  Commissioner,  the  cost  of 
seeing  patients  in  federally  funded  ambulatory  clinics  is  2-4  times  higher  than  that  of 
the  private  sector,  yet  we  continue  to  be  one  of  several  provider  groups  facing  the 
burdent  of  the  Medicaid  budget  cuts.  An  argument  that  should  not  be  missed  is  that  the 
poor  and  needy  are  the  ones  who  suffer  when  these  kinds  of  cuts  are  made  in  the  Medi- 
caid Program.  As  of  this  writing,  the  section  on  physician  reimbursement  of  the  Budget 
bill  has  "passed"  the  House.  Therefore,  physicians  should  concentrate  their  comments, 
letters,  etc.  to  State  Senators , who  will  consider  the  Budget  bill  at  a later  time. 

CHIROPRACTIC 

Our  bill  to  redefine  the  practice  of  Chiropractic,  S.636,  has  been  discussed 
briefly  in  the  State  Senate.  In  all  likelihood,  it  will  have  received  final  action 
in  the  Senate  by  the  time  this  Update  reaches  you.  The  issues  remain  the  same,  and, 
because  of  space  problems,  we  ask  you  to  refer  to  the  March,  and  especially  February, 
Updates  for  detailed  information. 

H . 2044  - LEGISLATION  ALLOWING  PHYSICIANS  TO  DELEGATE  TO  UNLICENSED  MEDICAL  PERSONNEL 

H.2044  was  introduced  (pre-filed)  in  December,  1980  to  alleviate  a lack  of  speci- 
fic statutory  authority  allowing  the  physician  to  delegate  medical  acts  to  non-licensed 
medical  personnel  in  his  private  office.  Several  groups  opposing  this  legislation  had 
attempted  to  tack  on  amendments  and  otherwise  stymie  the  bill.  During  the  past  two 
weeks  several  conferences  have  ensued  with  members  of  the  sub-committee  of  the  Senate 
Medical  Affairs  to  work  out  appropriate  language  for  this  bill.  The  negotiations  have 
been  very  favorable,  and  we  hope  to  have  a favorable  report  to  make  in  the  next  Update. 


H . 3033-35  - BILL  TO  EXPAND  THE  POWERS  AND  DUTIES  OF  THE  LEGISLATIVE  AUDIT  COUNCIL 


The  S.  C.  Legislative  Audit  Council  (LAC)  is  an  arm  of  the  S.  C.  Legislature,  which 
is  empowered  by  law  to  conduct  "fiscal"  studies  of  various  state  agencies  and  to  report 
their  findings  back  to  the  Legislature.  Last  year,  the  LAC  was  investigating  the 
Department  of  Mental  Health  (DMH)  and  attempted  to  view  medical  records.  DMH  turned 
down  the  LAC’s  request,  and  the  LAC  filed  suit.  In  the  suit,  the  circuit  judge  held 
that  there  were  various  state  and  federal  laws  which  expressly  prohibited  disclosure 
to  the  LAC  of  certain  types  of  information  developed  and  maintained  by  the  DMH.  The 
judge  referred  to  Medical  Privacy  laws,  quoting  three  different  state  laws,  plus  one 
federal  law  which  would  prevent  this  type  of  investigative  foray.  He  also  cited  a law 
pertaining  to  the  LAC  which  only  allowed  "fiscal"  audits.  The  doctrine  requiring  pri- 
vacy of  patient  records  is  well  established  in  medical  ethics,  and  has  an  even  stronger 
impetus  when  it  involves  medical  records  of  mental  patients. 

The  Joint  Commission  on  Accreditation  of  Hospitals  (JCAH) , which  sets  standards  for 
hospitals  across  the  country,  takes  a strong  position  in  regard  to  patient  confiden- 
tiality, even  advising  that  portions  of  medical  records  can  be  stored  separately  and 
apart  from  other  records  to  insure  such  confidentiality.  It  goes  on  to  state  the 
medical  records  must  never  be  removed  from  the  hospital  jurisdiction  and  safekeeping. 

This  legislation  is  currently  before  the  House  Judiciary  Committee,  where  a hearing 
was  scheduled  for  March  24,  1982.  This  hearing  was  canceled,  and  we  are  still  await- 
ing developments.  A position  paper  reflecting  strong  SCMA  opposition  to  the  legisla- 
tion has  been  sent  to  each  committee  member.  One  member  of  the  sub-committee  looking 
into  the  matter  has  assured  us  that  SCMA’s  concerns  will  be  met.  This  has  not  been 
confirmed  by  others  of  the  committee  at  this  point  in  time.  SCMA  continues  to  monitor 
this  situation. 

INSURANCE  EQUALITY  LEGISLATION 

The  seven  different  bills  which  had  been  pending  before  the  Labor,  Commerce  and 
Industry  Committee  and  against  which  SCMA  testified  in  October,  1981,  continue  to 
receive  discussion  in  that  House  committee.  The  legislation  mandates  that  certain 
other  professionals  (optometrists,  podiatrists,  nurses,  psychologists,  chiropractors, 
etc.)  must  receive  coverage  for  services  which  are  similar  to  those  a physician 
delivers.  Late  last  year  and  early  this  year  it  appeared  that  this  legislation  had 
been  pretty  much  shelved  aside.  One  or  two  of  the  bills,  however,  still  seem  to  have 
life.  We  are  continuing  to  lobby  against  legislation  of  this  nature,  which  we  feel 
greatly  increases  cost  and  has  the  effect  of  over-regulating  the  private  insurance 
company  by  artificially  creating  demand  that  does  not  now  exist. 

S .350  - STRICT  LIABILITY  FOR  PHYSICIAN  SERVICES 

As  reported  in  the  last  Update,  this  bill,  which  would  change  S.  C.  liability  laws 
to  stipulate  that  persons  (including  physicians)  could  be  liable  for  "services" 
delivered  to  another  if  injury  occurs  even  if  one  is  not  negligent  in  the  way  these 
"services"  are  delivered,  is  still  pending  in  committee.  Since  our  President  testi- 
fied on  March  3,  1982,  steps  have  been  made  within  the  House  Labor,  Commerce  and 
Industry  Committee  to  delete  the  language  dealing  with  "services"  as  would  pertain 
to  physicians. 

S.750  - CHILD  RESTRAINT  LEGISLATION 

This  legislation,  which  would  require  vehicle  passenger  restraints  for  children 
under  four  (4)  years  of  age,  has  been  reported  out  (favorably,  with  amendments)  of 
the  House  Education  and  Public  Works  Committee.  We  are  hopeful  this  measure  will  be 
passed  into  law  this  year.  It  has  already  passed  the  Senate. 
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ONE  HUNDRED  THIRTY-FOURTH  ANNUAL  MEETING 


THE  SHERATON  CHARLESTON  HOTEL 
CHARLESTON,  SOUTH  CAROLINA 

MAY  5-9,  1982 


The  134th  Annual  Meeting  of  the  South  Caro- 
lina Medical  Association  will  be  held  May  5-9, 
1982  in  Charleston,  South  Carolina,  again  at  the 
Sheraton  Charleston  Hotel,  along  the  Ashley 
River  AGAIN  THIS  YEAR,  THERE  WILL  BE 
NO  REGISTRATION  FEE  FOR  SCMA  MEM- 
BERS. 

The  SCMA  House  of  Delegates  will  meet  on 
Thursday,  May  6,  and  again  on  Sunday,  May  9,  to 
conduct  the  business  of  the  Asssociation,  with  J. 
Gavin  Appleby,  M.D.,  Speaker  of  the  House,  pre- 
siding. Present  plans  call  for  meetings  of  the 
SCMA  Council  on  Wednesday,  May  5 and  at 
breakfast  each  day. 

The  Scientific  Sessions  during  this  year’s  meet- 
ings will  all  be  held  at  the  Sheraton,  eliminating 
the  necessity  of  the  shuttle  buses  to  MUSC  as  was 
the  case  last  year.  Plenary  Sessions  will  be  held  on 
Radiology,  Timely  Topics  in  Infectious  Disease, 
Management  of  Chronic  Pain,  and  Sports  Medi- 
cine. Afternoon  workshops  are  scheduled  in  sev- 
eral specialty  areas,  and  all  sessions  carry  Cate- 
gory I credit  on  an  hour-for-hour  basis.  A com- 
plete schedule  of  scientific  activities  is  listed  in  the 
Schedule  of  Events  which  follows  later  in  this 
issue. 

Concurrent  meetings  and/or  workshops  will  be 
held  by  the  S.  C.  Neurosurgical  Society,  the  S.  C. 
Society  of  Pediatrics,  the  S.  C.  Dermatological 
Society,  and  the  S.  C.  Radiological  Society. 

Special  events  include  the  President’s  Banquet 
on  Friday,  May  7,  at  which  the  Roe  Foundation 


Awards,  the  Physician’s  Award  for  Community 
Service  (sponsored  by  A.  H.  Robins’  Company), 
and  the  newly-established  President’s  Trophy  will 
be  presented.  At  this  event  also,  Euta  M.  Colvin, 
M.D.,  will  be  sworn  in  as  the  118th  President  of 
the  Association.  The  banquet  theme  honors  outgo- 
ing President,  William  H.  Hunter,  M.D.,  and 
SCMA  Auxiliary  President,  Mrs.  Judy  Gaillard, 
and  is  titled,  “Foothills  Festival  of  Fun,  Food  and 
Frivolity.” 

The  annual  SOCPAC-sponsored  event  will  be  a 
“Foxfire  Luncheon”  on  Saturday,  May  8,  with 
Representative  John  Napier  as  special  guest 
speaker. 

Mead  Johnson  Nutritional  Division  will  sponsor 
the  second  annual  SCMA  Golf  Tournament  on 
Thursday  afternoon,  May  6,  at  the  newly  de- 
signed Jack  Nieklaus  Turtle  Point  Golf  Club  on 
Kiawah  Island.  All  are  welcome  to  play,  including 
spouses. 

Again  this  year,  the  Medical  University  of 
South  Carolina,  Duke  University  and  the  Medical 
College  of  Georgia  will  hold  Alumni  receptions. 

Included  in  this  issue  of  The  Journal  are  those 
committee  reports,  Resolutions  and  Reports  of 
Officers  and  Councilors  which  were  available  as 
this  issue  goes  to  press.  Additional  reports  received 
after  The  Journal  deadline  will  be  included  in  the 
Delegates’  Handbooks. 

— JGD 
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fist  INK 

mm  1982 

POSTGRADUATE 
SEMINARS 

• Nationally-Renowned  Faculty 

• Weekend  Seminars 

• Credit:  A.M.A.  Cat.  I,  A.A.F.P.  Prescribed, 
A.C.E.P.  Cat.  I*,  A.C.S.M.**,  A.N.A. 


Arrhythmias  & Cardiac  Ischemia: 
Diagnosis  & Management* 


June  11-13 

Las  Vegas.  NV 

June  11-13 

Virginia  Beach.  VA 

July  16-17 

San  Francisco.  CA 

July  16-18 

Vail.  CO 


July  30-Aug.  1 

Boyne  Mountain 
Resort 
Boyne.  Ml 

August  13-15 

Orlando.  FL 


September  24-25 

Washington.  DC 

October  22-23 

Cincinnati.  OH 

October  29-31 

Las  Vegas.  NV 


Clinical  Management  of  Coronary  Disease  and 
Dual-Mode  Exercise  Testing** 


May  14-15 

Chicago.  IL 

June  25-27 

Newport  Bch..  CA 

July  16-18 

Tamiment  Resort 
Tamiment,  PA 
(The  PoconosJ 


July  30-Aug.  1 

Lodge  of  the 
Four  Seasons 
Lake  of  the  Ozarks. 
MO 

August  13-15 

Monterey.  CA 


August  20-22 

Montreal.  Canada 

September  24-25 

Seattle.  WA 

October  22-23 

Boston.  MA 


ECG  Interpretation  & Arrhythmia  Management* 

September  24-26 


May  21-22 

San  Francisco.  CA 

June  25-27 

Orlando.  FL 

July  23-25 

Cape  Cod.  MA 

July  30-Aug.  1 

Lake  Geneva.  Wl 


August  6-8 

Lake  Tahoe.  NV 

August  13-15 


August  13-15 

Hilton  Head.  SC 


Las  Vegas.  NV 

October  15-16 

Atlanta.  GA 

October  22-23 

Chicago.  IL 


Cardiac  Rehabilitation 


May  14-15 

St.  Louis.  MO 

September  24-25 

Philadelphia.  PA 


October  15-16 

Detroit,  Ml 

October  29-30 

Chicago.  IL 


Ambulatory  Electrocardiography:  Clinical 
Applications,  Methodology  & Interpretation 


May  7-9 

Las  Vegas.  NV 

June  25-26 

Toronto,  Canada 

July  16-18 

Orlando.  FL 


August  6-8 

Concord  Resort 
Kiamesha  Lk.,  NY 
(The  Catskills) 

August  20-22 

Anaheim.  CA 


September  24-25 

Houston.  TX 

October  1-3 

San  Francisco.  CA 

October  29-30 

Charleston.  SC 


To  receive  information  on  these  or  other  seminars, 

Call:  TOLL  FREE  800-525-8651  ext.  123 

or  303-740-8445  ext.  123  Or  Write  to: 

International  Medical  Education  Corporation 

64  Inverness  Drive  East,  Englewood,  Colorado  80112 


SCMA 

134th 

Annual  Meeting 
and 

Scientific  Assembly 

May  5-9,  1982 

• Scientific  Sessions 

• Technical  and  Scientific 
Exhibits 

• House  of  Delegates  Meetings 

• Alumni  & Evening  Activities 

• And  Much  More! 

HOTEL  INFORMATION 

Sheraton  Charleston  Hotel  — Again  this  year  this  lovely 
hotel  will  serve  as  the  headquarters  for  both  the  SCMA 
and  the  Auxiliary’s  Annual  Meeting.  Room  Reservations 
should  be  made  directly  with  the  hotel  and  should  be 
made  quickly.  Space  is  limited. 

SOME  OTHER  HOTELS  WHICH  YOU  MIGHT  PREFER: 
Mills  House  — Meeting  and  Queen  Street, 

Phone  577-2400 

Holiday  Inn-Riverview  — Savannah  Hwy., 

Phone  556-7100 

Isle  of  Palms  Beach  and  Racquet  Club  has  available  for 

rental  numerous  villas  and  condominiums. 

CHARLESTON’S  FAMOUS  INNS 

Vendue  Inn  — 19  Vendue  Range,  Phone  577-7970 

Vendue  House  — 27  State  Street,  Phone  577-7970 

Carriage  House  — 5 Elliot  Street,  Phone  723-9881 

Indigo  Inn  — 1 Maiden  Lane,  Phone  577-5900 

The  Battery  Carriage  House  — 20  South  Battery, 

723-9881 

Elliot  House  Inn  — 78  Queen  Street,  Phone  723-1855 
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PRE-REGISTRATION  FORMS 


REGISTER  TODAY! 

Name 

Address 

City 

State/Zip 

County Delegate:  □ YES  □ NO 

ALTERNATE  DELEGATE  □ YES  □ NO 
List  current  or  previous  SCMA  offices  held: 


REGISTRATION  FEES: 

(Please  Check  Appropriate  Category) 


□ SCMA  Member No  Fee 

□ Non-Member  $50.00 

□ Non-Member  House  Staff $15.00 

□ Non-Member  Student  $10.00 

SPECIAL  ACTIVITY  FEES: 

□ SCMA  Reception  & Banquet Per  Person  $25.00 

Number  of  Tickets  Required 

□ SOCPAC  Banquet  Per  Person  $15.00 

Number  of  Tickets  Required 


PLEASE  MAKE  CHECK  PAYABLE  TO  THE  SCMA 
Mail  Registration  and  Check  to: 

S.C.  MEDICAL  ASSOCIATION 

P.  O.  Box  11188  Columbia,  South  Carolina  29211 

CHARGE  TO  CREDIT  CARD: 

□ VISA  No 

□ MasterCard  No. 

Expiration  Date: 

Authorized  Signature: 


Make  Your  Reservation  Now! 
Space  is  Limited. 


SCIENTIFIC  WORKSHOP 
REGISTRATION  FORM 

Please  pre-register  me  for  the  following  Scientific  Workshops. 
(Indicate  1st,  2nd,  and  3rd  Choices.) 

WEDNESDAY,  MAY  5 

□ Wl  Newer  Concepts  in  Hematology  and  Oncology 

□ W2  Basic  Electrocardiography 

THURSDAY,  MAY  6 

□ T1  Carcinoma  of  the  Lung  and  Esophagus 

□ T2  Antibiotic  Update 

□ T3  Advanced  Electrocardiography 

□ T4  Dysfunctional  Uterine  Bleeding 

□ T5  Common  Eye  Problems  and  Primary  Care 

□ T6  Investment  Counseling 

FRIDAY,  MAY  7 

□ FI  Burns  and  Trauma  in  Children 

□ F2  Update  on  Hypertension 

□ F3  Sports  Medicine  Workshop 

□ F4  Symposium  on  Depression/ Anxiety 

□ F5  Evaluation  of  the  Peripheral  Blood  Smear  and  the 

Diagnosis  of  General  Medical  Problems 

□ F6  Practical  Aspects  of  the  Eye  Examination 

□ F7  Dermatology  Workshop 

□ F8  Practical  Advances  in  Clinical  Nuclear  Medicine 

□ F9  Management  of  Patients  with  Airway  Obstructions 

□ F10  Surgical  Approach  to  Chronic  Pancreatitis 

□ Fll  OB/GYN  Update 

□ F12  Meet  the  Professor  of  Cardiology 

SATURDAY,  MAY  8 

□ SI  Rheumatology  Workshop 

□ S2  Management  of  Skin  Cancer 

□ S3  Diabetes  Update 

□ S4  The  Medical  Use  of  Ionizing  Radiation  — Quan- 

titation of  Risk  to  the  Population,  Patient  and 
Physician 

□ S5  Exercise  Rehabilitation  in  Patients  with  Pulmonary- 

Disease 

□ S6  Understanding  Urinary  Tract  Infections  in 

Children 

□ S7  Surgical  Management  of  Arthritis 

□ S8  Meet  the  Professor  of  Cardiology 

NOTE:  Admission  to  these  workshops  will  be  by  appropriate 
ticket  only. 

The  South  Carolina  Medical  Association  gratefully  ac- 
knowledges the  following  firms  which  have  assisted  with 
contributions  for  the  scientific  sessions: 

Geer  Health  Services  (Division  of  Geer  Drug  Company), 
Glaxo,  Inc.,  Eli  Lilly  and  Company,  McNeil  Phar- 
maceuticals, Parke-Davis,  and  Roche  Laboratories 
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MEETING 


SCHEDULE  OF  EVENTS 


WEDNESDAY,  MAY  5 


8:30  am-  5:00  pm 
1:00  pm-  5:00  pm 
1:00  pm-  7:00  pm 
3:00  pm-  5:00  pm 


3:00  pm-  5:00  pm 
3:00  pm-  5:00  pm 


SCMA  Council  Meeting 
Exhibitors  Set-up 
SCMA  Registration  Open 
"Meet  the  Professor” 

Newer  concepts  in  Hematology  and 
Oncology 

George  P.  Sartiano,  M.D.,  U.S.C. 
“Basic  Electrocardiography" 
Christie  B.  Hopkins,  M.D.,  U.S.C. 
Vocational  Rehabilitation  Disability 
Determination  Committee  Meeting 


THURSDAY,  MAY  6 


7:00  am-  5:00  pm 
7:30  am-  8:30  am 
8:00  am-  5:00  pm 
8:00  am-  5:00  pm 
8:30  am- 11:30  am 
10:30  am- 12:30  pm 
11:15  am-ll:30  am 
12:00  - 1:30  pm 

12:30  pm-  1:30  pm 

2:00  pm 

2:00  pm-  3:30  pm 


1:00  pm-  5:00  pm 


2:00  pm-  3:30  pm 
2:00  pm-  3:30  pm 
2:00  pm-  3:30  pm 


2:00  pm-  3:30  pm 

2:00  pm-  3:30  pm 
4:00  pm-  5:30  pm 
6:30  pm-  8:00  pm 


SCMA  Registration  Open 

SCMA  Council  Breakfast 

SCMA  Auxiliary  Registration  Open 

Exhibits  Open 

SCMA  House  of  Delegates 

Auxiliary  Executive  Board  Meeting 

Auxiliary  Theme  Break 

MUSC  Alumni  Luncheon  Honoring 

Class  of  1932 

Reference  Committee  Chairmen’s 
Luncheon 

Mead  Johnson  Golf  Tournament 
“Meet  the  Professor" 

Carcinoma  of  the  Lung  and 
Esophagus 

Edward  F.  Parker,  M.D.,  MUSC 
“Antibiotic  Update" 

• The  Rational  Use  of  Antibiotics  and 
Antibiotic  Combinations  in  the 
Treatment  of  Surgical  Infections 
Dr.  William  Chew 

• Clinical  Problems  Associated  with 
Antibiotic  Resistance 

Dr.  Joseph  F.  John,  Jr. 

• Practical  Approaches  to  Selected 
Infectious  Disease  Problems  on  the 
Medical  Service 

Dr.  Charles  S.  Bryan 

• Etiology,  Pathogenesis,  and 
Treatment  of  Gram  Negative 
Bacteremia  and  Shock 

Dr.  William  Chew 
“Advanced  Electrocardiography” 
Christie  B.  Hopkins,  M.D.,  U.S.C. 
“Dysfunctional  Uterine  Bleeding" 

H.  Oliver  Williamson,  M.D.,  MUSC 
“Common  Eye  Problems  and  Primary 
Care” 

James  G.  Ferguson,  Jr.,  M.D.,  U.S.C. 
“Investment  Counseling” 

Dr.  John  Templeton 
SCMA  Reference  Committee  Meetings 
SCMA  Reference  Committee  Meetings 
Duke  Alumni  Reception 


6:30  pm-  8:00  pm  Medical  College  of  Georgia  Alumni 
Reception 

6:30  pm  Board  of  Medical  Examiners  Dinner 

and  Meeting 

6:30  pm-  8:00  pm  MUSC  Alumni  Reception  Honoring 
Class  of  1937 


FRIDAY,  MAY  7 


7:00  am-  5:00  pm 
7:30  am-  8:30  am 
8:30  am-  9:30  am 
8:30  am-12:30  pm 


SCMA  Registration  Open 
SCMA  Council  Breakfast 
SCMA  Auxiliary  Breakfast 
PLENARY  SCIENTIFIC  SESSION 
RADIOLOGY 


10:30  am- 12:30  pm 


9:30  am-12:00  pm 
10:00  am-10:30  am 
10:00  am-12:00  pm 
12:00  - 1:30  pm 

12:30  pm-  2:00  pm 
12:00  pm-  1:00  pm 


1:30  pm-  5:30  pm 


• “CT  of  the  Spine” 

John  L.  Thomas,  M.D 

• “Digital  Radiography” 

Thomas  H.  Hunt,  M.D. 

Bowman  Gray  School  of  Medicine 

TIMELY  TOPICS  IN  INFECTIOUS 
DISEASE 

W.  Edmund  Farrar,  Jr.,  M.D. 

MUSC,  Moderator 

• “Legionnaire’s  Disease  and  Other 
Pneumonias 

J.  Robert  Cantey,  M.D. 

• “Rocky  Mountain  Spotted  Fever” 
Victor  E.  Del  Bene,  M.D. 

• “New  Antifungal  Agents” 

H.  Preston  Holley,  Jr.,  M.D. 

• “Toxic  Shock  Syndrome” 

Robert  T.  Ball,  Jr.,  M.D. 

CONCURRENT  PROGRAMS 

• “Burns  and  Trauma  in  Children” 

H.  Biemann  Othersen,  Jr.,  M.D. 

• “Update  on  Hypertension” 

Newton  C.  Brackett,  Jr.,  M.D.  and 
Arthur  V.  Williams,  M.D. 

SCM  A Auxiliary  House  of  Delegates 
SCMA  Auxiliary  Coffee  Break 
SOCPAC  Board  Meeting 
Luncheon  Meeting  — Editorial  Board 
JSCMA 

SCMA  Auxiliary  Luncheon 

S.C.  Chapter  of  the  AAP  and 

S.C.  Society  of  Pediatrics  Executive 

Committee  Luncheon 

SPORTS  MEDICINE  WORKSHOP 

• Introduction  to  Sports  Medicine 
Roland  M.  Knight,  M.D. 

• Pediatric  Respiratory  Diseases 
Lawrence  S.  Weiner,  M.D.,  U.S.C. 

• Physical  Examination  of  the  Athlete 
Jack  W.  Chandler,  Jr.,  M.D. 

• Conditioning/Thermal 

Mr.  Frederick  Hoover,  Clemson 
Mr.  Andy  Clawson,  The  Citadel 

• Head  and  Neck  Injuries 
Frederick  E.  Reed,  Jr.,  M.D. 

Question  and  Answer  Period 
Coffee  Break 
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2:30  pm-  4:00  pm 
2:30  pm-  4:00  pm 

2:30  pm-  4:00  pm 

2:30  pm-  4:00  pm 
2:30  pm-  4:00  pm 

2:30  pm-  4:00  pm 


2:30  pm-  4:00  pm 

2:30  pm-  4:00  pm 

3:30  pm-  5:00  pm 

5:00  pm-  6:30  pm 
5:00  pm-  6:30  pm 

7:00  pm-10:00  pm 


• Evaluation  of  Injuries  to  the  Upper 
Extremities 

W.  Ray  Henderson,  Jr.,  M.D. 

• Evaluation  of  Injuries  to  the  Lower 
Extremities 

John  Moran,  M.D 
Question  and  Answer  Period 
“Symposium  on  Depression/ Anxiety” 
Presented  by  Roche  Laboratories 
“Evaluation  of  the  Peripheral  Blood 
Smear  and  the  Diagnosis  of  General 
Medical  Problems 
O’Neill  Barrett,  Jr.,  M.D.,  U.S.C. 
“Practical  Aspects  of  the  Eye 
Examination’’ 

James  G.  Ferguson,  Jr.,  M.D,  U.S.C. 
“Dermatology  Workshop 
J.  Richard  Allison,  Jr.,  M.D 
“Practical  Advances  in  Clinical 
Nuclear  Medicine” 

Kenneth  M.  Spicer,  M.D.  and 
Leonie  Gordon,  M.D  , MUSC 
“Management  of  Patients  with  Airway 
Obstructions” 

Freddie  E.  Wilson,  M.D.  and 
Lloyd  E.  Hayes,  M.D. 

Greenville  Hospital  System 
“Surgical  Approach  to  Chronic 
Pancreatitis” 

Marion  C.  Anderson,  M.D.,  MUSC 
“OB/GYN  Update 
OB/GYN  Department,  MUSC 
“Meet  the  Professor  of  Cardiology 
J.  O’Neil  Humphries,  M.D.,  U.S.C. 
SCMB  Board  Meeting 
S.C.  Chapter  of  the  AAP  and  S C. 
Society  of  Pediatrics  Business  Meeting 
SCMA  Reception  and  Banquet 
“Foothills  Festival  of  Fun,  Food  and 
Frivolity” 


SATURDAY,  MAY  8 


7:00  am-  5:00  pm 
7:30  am-  8:30  am 
8:00  am-12:30  pm 
8:00  am-12:00  pm 
8:00  am-12:00  pm 


SCMA  Registration  Open 
SCMA  Council  Breakfast  Meeting 
Exhibits  Open 

S.C.  Neurosurgical  Society  Meeting 
S.C.  DERMATOLOGICAL  SOCIETY 
MEETING 


“Interferon  In  Dermatology” 

Edgar  B.  Smith,  M.D. 

University  of  Texas  Medical  Center 
“Necrotizing  Vasculitis  — Clinical  and 
Immuno-Pathological  Features” 
Nicholas  A.  Soter,  M.D. 

Harvard  Medical  School 
“Malignant  Melanoma” 

John  C.  Maize,  M.D.,  MUSC 
8:30  am-  1:00  pm  PLENARY  SCIENTIFIC  SESSION 
“Management  of  Chronic  Pain” 

Ronald  J.  Dougherty,  M.D 
Benjamin  Rush  Center,  New  York 
10:00  am-10:30  am  Exhibit  and  Coffee  Break 

“Sports  Medicine  Workshop” 

* Injuries  of  the  Adolescent  Athlete 
James  R.  Andrews,  M.D. 

Houghston  Orthopaedic  Clinic 
Columbus,  Georgia 


12:45  pm-  1:00  pm 
10:30  am-12:30  pm 


9:30  am-  2:30  pm 
TOO  pm-  2:30  pm 
2:30  pm-  4:00  pm 

2:30  pm-  4:00  pm 

2:30  pm-  4:00  pm 

2:30  pm-  4:00  pm 
2:30  pm-  4:00  pm 

2:30  pm-  4:00  pm 

2:30  pm-  4:00  pm 

6:30  pm-  7:30  pm 
7:30  pm-10:00  pm 

8:00  pm-  9:30  pm 


SUNDAY,  MAY 

7:00  am-10:30  am 
7:30  am-  8:30  am 
8:30  am-12:00  pm 
8:30  am- 12:30  pm 


• Practical  Considerations  in 
Conditioning 

J.  Robin  de  Andrade,  M.D. 

Emory  University,  Atlanta,  Georgia 

• Advances  in  Arthroscopy  of  the 
Shoulder  and  Knee 

James  R.  Andrews,  M.D. 

Houghston  Orthopaedic  Clinic 
Columbus,  Georgia 
Question  and  Answer  Period 
CONCURRENT  PROGRAMS 

• Rheumatology  Workshop 

E.  Carlyle  LeRoy,  M.D,  MUSC 

• Management  of  Skin  Cancer 
Pearon  G.  Lang,  M.D  , MUSC 

S.  C.  Radiological  Society  Meeting 
SOCPAC  "Foxfire  Luncheon 
“Problems  in  the  Management  of  the 
Diabetic  Patient 

John  Colwell,  M.D.,  John  F.  Buse, 

M.D.  & Ronald  K.  Mayfield,  M.D., 
MUSC 

“The  Medical  Use  of  Ionizing 
Radiation  — Quantitation  of  Risk  to 
the  Population,  Patient  and  Physician" 
David  F.  Adcock,  M.D.,  U.S.C. 
“Exercise  Rehabilitation  in  Patients 
with  Pulmonary  Disease 
William  R.  Cook,  M.D.  and 
Colleen  W.  Neal,  R.N.,  MUSC 
“Understanding  Urinary  Track 
Infections  in  Children 
William  R.  Turner,  Jr.,  M.D.,  MUSC 
“Meet  the  Professor” 

Surgical  Management  of  Arthritis 
J.  Robin  de  Andrade,  M.D. 

Emory  University 
“Meet  the  Professor” 

Cardiology 

Peter  C.  Gazes,  M.D.,  MUSC 
E.  F.  Hutton  — Financial  Planning 
Session 

SCMA  President’s  Reception 
MUSC  Alumni  Reception  Honoring 
Class  of  1952 

Florence  County  Medical  Society 
Reception  for  William  H.  Hester, 

M.D. 


9 

SCMA  Registration  Open 

SCMA  Council  Breakfast 

SCMA  House  of  Delegates 

S.C.  Dermatological  Society  Meeting 

“New  Anti-Mycotic  Medications” 

Edgar  B.  Smith,  M.D. 

University  of  Texas  Medical  Center 
Galveston,  Texas 
“Pharmacology  and  Clinical 
Applications  of  Antihistamine 
Medications" 

Nicholas  A.  Soter,  M.D. 

Harvard  Medical  School 


April,  1982 
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I/&J  ABERNETHY  CORLEY  & CO. 

certif  ied  public  accountan  t s 


We  Solve  Problems 


You  are  going  to  need  all  the  help  you  can  get  in  the 
eighties.  Double-digit  inflation,  rising  taxes  and  the  high 
costs  of  living  are  not  going  to  disappear.  If  you  want  to 
retain  maximum  income  and  protect  your  financial  resources, 
you  will  need  us.  We  can  help. 

We  are  innovative,  imaginative  CPA’s  for  entrepreneurs, 
businesses,  professionals  and  investors.  If  you  are  generating 
six  digits  of  medical  fees  or  have  a highly  taxable  personal 
income,  you  can  use  our  experience. 

When  no  one  else  is  solving  your  problems,  call  us. 

We  know  how  to  analyze  each  individual  situation  and  find 
the  most  effective  way  to  help  our  clients  obtain  and  retain 
the  resources  required.  We  advise  on  financial  and  tax 
strategies  to  provide  the  personal  management  you  need. 

You  will  need  us  in  the  eighties.  Now  is  the  time  to  plan 
your  future. 


New  Times  Need  New  Ideas 


Abernethy,  Corley  & Company,  P C. 

1511  RICHLAND  ST.COLUMBIA,  S.C.  29201.803-779-8070 
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The  Journal  of  the  South  Carolina  Medical  Association 


GIARDIASIS. 

NOW  THERE 
IS  A BETTER  METHOD 
OF  DIAGNOSIS 
WHEN  STOOL  EXAMS  ARE 

NEGATIVE. 


ENTERO-TEST,®  A 140cm  nylon  line 
coiled  inside  of  a gelatin  capsule 
designed  to  retrieve  duodenal 
contents  without  intubation.  Easily 
administered  and  tolerated. 
ENTERO-TEST®  has  the  following 
advantages: 

• A viable  alternative  to  intubation 

• Well  tolerated  bv  all  age  groups 

• Pediatric  sizes  available 

• Elseful  in  the  diagnosis  of  bleeding 
and  a variety  of  intestinal  parasites 

Rosenthal  and  Leibman  studied  23 
pediatric  patients  with  diarrhea.  All 
had  one  or  more  negative  stools.  Of 
these,  5 patients  had  Giardia  lamblia 


which  w^as  diagnosed  by  the  simple 
ENTERO-TEST®  procedure.  Lopez 
and  cowvorkers  diagnosed 
Giardiasis  in  22  patients 
with  the  ENTERO-TEST® 
compared  to  4 patients  by 
stool  exams.  ENTERO- 
TEST®  has  proved  to  be  a 
useful  and  effective  method 
for  the  localization  of  upper 
GI  bleeding,  and  the  diag- 
nosis of  Typhoid  carriers, 
strongyloidiasis  and  other 
parasitic  diseases. 


References: 

Rosenthal,  P„  and  Liebman,  W.M:  Comparative 
study  of  stool  examinations,  duodenal  aspiration, 
and  pediatric  Entero-Test  for  giardiasis  in 
children../.  PEDIAT.  96:  278  (Feb.)  1980. 

Thomas.  G.  E.,  et  al:  Use  of  the  Entero-Test 
duodenal  capsule  in  the  diagnosis  of  giardiasis. 
South  Aft:  Med  J.  48:  2219,  1974. 

Lopez.  M.  E„  et  al:  Infeccion  duodeno-yevmnal  en 
el  nino  con  desnutrician  energetico-proteinica. 
Rev.  Med.  Hosp.  Nat.  Ninos  13:  53. 1978. 

Gilman.  R.  H:  Identification  of  gall 
tvyhoid  carriers  bv  a string 
bladder  device.  The  Lancet: 

\pril  14,  p.  795.  1979. 


■ 

■ 

HEDECD 

■ 

■ 

(800)  227-8162 


ENTERO-TEST,®  The  Solution.  Simple  And  Convenient. 


ELECTIONS  1982 

(Voting  will  take  place  Sunday,  May  9,  1982) 


OFFICERS:  President-  Elect 

First  Vice  President: 

Second  Vice  President: 

Secretary: 

Treasurer: 

COUNCILORS:  District  2: 

District  2: 

District  4: 

District  4: 

District  6: 

District  8: 


AMA  DELEGATE: 

AMA  ALTERNATE: 

STATE  BOARD  OF 
MEDICAL  EXAMINERS: 


Elected  annually,  term  limited  to  three 
consecutive  terms.  U.  Hoyt  Bodie, 
M.D.,  elected  1981,  first  term. 

Elected  annually,  term  limited  to  three 
consecutive  terms.  John  W.  Simmons, 
M.D.,  elected  1981,  first  term. 

Elected  annually,  term  limited  to  three 
consecutive  terms.  Kenneth  N.  Owens, 
M.D.,  elected  1980,  re-elected  1981. 
Elected  annually,  term  limited  to  three 
consecutive  terms.  Harrison  L.  Peeples, 
M.D.,  elected  by  Council,  1981. 

James  H.  Herlong,  M.D.,  elected  1976. 
Re-elected  1979  for  one  year  term,  re- 
elected 1980.  Eligible  for  one 
additional  term. 

Jack  L.  Ratliff,  M.D.,  elected  1980. 
Eligible  for  two  additional  terms. 

C.  D.  Bessinger,  Jr.,  M.D.,  elected 
1980.  Eligible  for  two  additional  terms. 
Leonard  Douglas,  M.D.,  elected  1978. 
Re-elected  1980.  Eligible  for  one 
additional  term. 

James  S.  Garner,  Jr.,  M.D.,  elected 
1975  to  fill  unexpired  term  of  J.  D. 
Gilland,  M.D.  Re-elected  1977,  1980. 
Eligible  for  one  additional  term. 
Randolph  D.  Smoak,  Jr.,  M.D.,  elected 
1972  to  fill  unexpired  term  of  Harvey 
Atwill,  M.D.  Re-elected  1973,  and 
1976.  Re-elected  1979  (one-year  term), 
and  1980.  Not  eligible  for  re-election. 

Waitus  O.  Tanner,  M.D.,  Term  expires 
12/31/82 

Donald  G.  Kilgore,  Jr.,  M.D.,  term 
expires  12/31/82 

District  4,  Frederick  F.  Adams,  Jr., 
M.D. 

At  Large:  J.  Ernest  Lathem, 

M.D. 
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FINANCIAL 
CHECKUP 


MARTIN  LEFKOWITZ 
Certified  Financial  Planner 
Tax  Shelter  Co-Ordinator:  E.F.  Hutton 


INTRODUCTION 


This  newsletter  is  the  first  in  what  will  be  a continuing  series  appearing  in  the 

Journal  of  the  South  Carolina  Medical  Association The  purpose  of  this  newsletter 

is  to  assist  you  in  building  a solid  financial  foundation  for  you  and  your  family. 

The  assistance  will  be  in  the  form  of  explaining,  clarifying,  and  detailing  the  pros 
and  cons  on  topics  associated  with  the  complex  world  of  financial  and  estate  planning 

This  newsletter  is  being  written  for  your  benefit.  The  best  way  I know  of  making 

sure  that  I am  writing  on  subjects  of  importance  to  you  is  for  you  to  let  me  know  your 
areas  of  particular  interest.  I look  forward  to  hearing  from  you.  In  the  meantime,  I 
selected  a series  of  topics  I thought  would  be  of  interest  to  you. 


RETIREMENT 


********** 


I.R.A.  RAZZLE  DAZZLE 


No  doubt  you  have  heard  and  read  all  about  the  easy  way  to  become  millionaires.  Just 
put  $2,000  per  year  into  an  I.R.A.  account  and  within  30  years  you  will  have  $1,000,000 

to  your  name  (assuming  an  average  14%  interest  rate).  That’s  true! But  remember , 

the  value  of  any  dollar  is  simply  what  that  dollar  can  buy for  example,  at  an  8% 

inflation  rate,  $1  million  dollars  will  have  the  purchasing  power  of  about  $67,000  in 

the  year  2017 this  does  not  mean  that  the  I.R.A.  is  not  a good  investment.  On  the 

contrary,  the  I.R.A.  should  be  one  of  the  first  investments  made,  annually,  for  two 
basic  reasons:  (1)  You  can  deduct  up  to  $2,000  per  year  from  your  taxes;  or,  $2,250 

per  year  if  your  spouse  is  not  working  (at  the  40%  tax  bracket,  that’s  equal  to  an  $800 
savings);  and,  (2)  the  earnings  in  the  plan  are  all  tax  deferred. 


ESTATE  PLANNING 


********** 


TO  TRUST  OR  NOT  TO  TRUST,  THAT  IS  THE  QUESTION! 


Trusts  have  developed  a mystique  all  of  their  own.  To  most  individuals,  trusts  have 
become  synonomous  with  being  both  complex  and  only  for  the  very  wealthy.  Not  so!... 

. .Trusts,  today,  are  very  valuable  financial  and  estate  planning  tools  for  individuals 

in  all  income  brackets in  fact,  the  challenges  of  building  and  maintaining  your 

net  worth  in  todays  hectic  inflationary  and  tax  directed  economy  dictates  that  every- 
one reading  this  newsletter  seriously  consider  using  trusts trusts  can  be  used  to 

help  build  your  net  worth,  control  your  assets,  use  tax  laws  to  your  advantage,  or 
simply  decrease  the  time  and  effort  required  to  manage  your  living  estate in  fu- 

ture newsletters,  I will  help  you  better  understand  the  nature  of  trusts,  and  help  you 
determine  (with  the  assistance  of  your  accountant  and  lawyer)  where  trusts  have  a place 
in  your  financial  and  estate  plans.  In  the  next  issue,  I will  take  a look  at  how  a 
trust  works. 

********** 

QUESTIONS  AND  ANSWERS:  I will  try  to  cover  the  areas  of  most  concern  based  on  the  in- 

quiries I receive.  Therefore  if  you  have  a particular  question  or  would  like  to  have 
a more  in-depth  discussion  on  a particular  topic,  please  let  me  know  (see  ne:xt  page). 


(continued  Financial  Checkup) 


TAX  SHELTERS 

THE  SHELTER  IS  ALIVE  AND  WELL! 

That  is,  economically  sound  investments  with  a plus — tax  incentives.  Some  of  these 
investments  are  in  areas  such  as  real  estate,  equipment  leasing,  oil  and  gas,  and 
agriculture. . . . .the  economic  recovery  tax  act  of  1981  (E.R.T.A.)  has  made  some  of 
these  investments  even  more  appealing  by  lowering  the  tax  brackets  and  long  term 
capital  gains  rate.  Thus  an  investment  that  has  deductions  in  the  early  years 

makes  the  most  use  of  these  changes for  example,  if  your  net  taxable  income  for 

1981  was  $60,000,  your  estimated  1981  Federal  Taxes  were  $19,678;  versus’  $17,705 
in  1982  and  $16,014  in  1983  for  the  same  taxable  income.  This  represents  a decrease 
from  a maximum  tax  bracket  of  54%  to  a maximum  tax  bracket  of  44%.  If  you  invest  in 

a shelter  with  deductions  in  the  early  years  you  will  save  tax  dollars  in,  let’s  say, 

the  50%  tax  bracket  for  1982,  and  have  any  taxable  income  coming  back  at  a still  low- 
er tax  bracket.  In  addition,  any  long  term  gains  will  now  be  taxed  at  the  maximum 

20%  rate  rather  than  the  maximum  28%  rate.  An  investment  in  an  economically  sound 
tax  shelter  can  provide  a double-barrelled  tax  benefit,  besides  providing  potential 
growth  of  your  initial  investment. 

********** 

HOUSE  STAFF 

WHERE  0’  WHERE  WILL  MY  PRACTICE  BE? 


The  time  will  soon  be  here  for  many  of  you  to  graduate  and  go  into  private  practice. 
Naturally,  there  will  be  many  questions  that  you  will  want  answered.  Would  you  be- 
lieve that  a key  item  to  examine  at  this  time  is  your  retirement  program?  Why?  Be- 
cause, planning  for  your  retirement  program  now  is  critical  since  one  of  the  major 
cornerstones  of  your  financial  independence  will  depend  on  its  future  value  (buying 
power).  If  a plan  already  exists,  then  some  of  the  following  questions  should  be 
asked : 

What  type  of  plan  is  in  place? 

Is  a change  in  the  plan  contemplated.  If  so,  how  soon? 

When  can  I start  to  have  permanent  benefits? 

How  much  per  year  can  I invest  and  how  is  the  money  invested? 

-How  has  the  fund  performed  compared  to  standard  indices? 

Who  administers  and  manages  the  funds? 

These  are  some  of  the  questions  you  need  to  ask.  If  you  don't  have  answers,  then 
I urge  you  to  seek  them  out. 

CALENDAR  NOTES  ********** 

(1)  I will  be  speaking  at  the  SCMA  Annual  Convention  again  this  year  and  will  be 
covering  the  following  topics  on  Retirement  Plans. 

1.  The  Economic  Recovery  Tax  Act  and  its  effect 

2.  The  "Added  value  concept" 

3.  Investment  Ideas 

The  symposium  is  scheduled  for  Saturday,  May  8th  from  2:00  PM  to  5:00  PM.  Please 
plan  to  attend,  and  bring  your  spouse.  Looking  forward  to  seeing  you  there. 

(2)  I will  be  manning  booth  No.  .53  and  will  be  available  to  answer  your  financial 
and  estate  planning  questions. 

********** 

FURTHER  INFORMATION 

If  you  would  like  to  receive  further  information  on  any  of  the  topics  covered  in 
this  newsletter,  please  write  to  Martin  Lefkowitz,  CFP,  E.F.  Hutton  and  Co.,  Inc., 
at  2700  Middleburg  Drive,  Suite  200,  Cola,  S.C.  29204;  or  call  (Toll  Free)  1-800- 
922-1112. 


DELEGATES  AND  ALTERNATES,  1982 


ABBEVILLE 

George  V.  Rosenberg,  M.D. 

CHESTER 

Malcolm  L.  Marion,  M.D. 

AIKEN 

Guy  C.  Hevl,  Jr.,  M.D 

Alternate: 

Edwin  C.  Hentz,  M.D. 

William  L.  Meehan,  M.D. 

CHESTERFIELD 

Winston  Y.  Godwin,  M.D. 

Joseph  H.  Cunningham.  M.D. 

Alternate: 

William  L.  Perry,  M.D. 

Alternate: 

Thomas  Robinson,  M.D. 

COLLETON 

John  B.  Johnston,  M.D. 

ALLENDALE 

H Lucius  Laffitte,  M.D. 

Alternate: 

Joseph  F.  Flowers,  M.D. 

Alternate: 

W.  R.  Tuten,  Jr.,  M.D. 

COLUMBIA 

Philip  W.  Fairey,  Jr..  M.D. 

ANDERSON 

John  B.  Martin,  Jr.,  M.D. 

Walter  J.  Roberts,  Jr.,  M.D. 

Vernon  E.  Merchant,  Jr.,  M.D. 

B.  Daniel  Paysinger,  M.D. 

Jerry  R Powell,  M.D. 

Edward  E.  Kimbrough,  M.D. 

Kenneth  W.  Smith,  M.D. 

John  P.  Sutton,  M.D. 

DeWitt  C.  Niles,  M.D. 

E.  Cantey  Haile,  Jr.,  M.D. 

Charles  R.  Griffin,  M.D. 

Thomas  C.  Rowland,  Jr.,  M.D 

Edward  C.  Mattison,  M.D. 

J.  Daniel  Love,  Jr.,  M.D. 

Alternates: 

O.  Marion  Burton,  M.D. 

Jack  L.  Shelburg.  M.D. 

E.  Eugene  Baillie,  M.D. 

William  D.  Meredith,  M.D 

Walter  L.  Gaillard,  M.D. 

M.  Tucker  Laffitte,  Jr. , M.D. 

Bill  R Ewing,  M.D. 

Thomas  W.  Messervy,  M.D. 

Thomas  A.  Codings,  M.D. 

Paul  T.  Hopkins,  M.D. 

Juan  Brown,  M.D. 

William  F.  Luce,  M.D. 

Fred  G.  Jones,  M.D. 

Alexander  G.  Donald,  M.D. 

BAMBERG 

William  E.  O Quinn,  M.D 

James  C.  Vardell,  Jr.,  M.D. 

Alternate: 

Herbert  A.  Moskow,  M.D 

Albert  L.  Reid,  M.D 

BARNWELL 

A.  D.  Gantt,  M.D. 

C.  Guy  Castles,  Jr.,  M.D. 

Alternate: 

Henry  W.  Gibson,  M.D. 

Connie  O.  Mellette,  M.D. 

BEAUFORT 

Sol  Neidich,  M.D. 

A.  McKay  Brabham,  III,  M.D. 

David  B.  Watkins,  M.D. 

Alternates: 

John  C.  Rawl,  M.D. 

Robert  A.  Laughlin,  M.D 

S.  Stanley  Juk,  M.D. 

BERKELEY 

Rhett  B.  Myers,  M.D. 

Henley  H.  Hurt,  M.D 

CHARLESTON 

H.  Biemann  Othersen,  Jr.,  M.D. 

William  Cain,  M.D. 

Albert  F.  Aiken,  M.D. 

Robert  Malanuk,  M.D. 

William  L.  Ector,  M.D 

DARLINGTON 

W.  Rion  Dixon,  M.D. 

T.  A.  Kirkland,  M.D. 

DILLON 

Swift  C.  Black,  M.D. 

W.  Bonner  Thomason,  M.D. 

Alternate: 

Susanne  Black,  M.D. 

John  Abess,  M.D. 

DORCHESTER 

Granville  S.  Way,  M.D. 

R.  M.  Anderson,  M.D. 

J.  T.  Taylor,  M.D. 

William  Fogle,  M.D. 

EDISTO- 

J.  B.  Degen,  M.D 

Leon  Banov,  Jr.,  M.D. 

ORANGEBURG 

M.  S.  Funderburk,  Jr. , M.D. 

Roy  E.  Nickles,  M.D. 

J.  F.  Johnson,  Jr.,  M.D. 

W.  McGill  Woodward,  M.D. 

Alternate: 

J.  L.  Wells,  Jr.,  M.D. 

Grant  Patton,  M.D. 

FAIRFIELD 

Roger  Gaddy,  M.D. 

James  Purcell,  M.D. 

FLORENCE 

Frank  Boysia,  M.D. 

Daniel  Ravenel,  M.D. 

Marion  Carr,  M.D. 

Richard  E.  Ulmer,  M.D. 

Bruce  White,  M.D. 

William  Crouch,  M.D. 

William  Hester,  M.D. 

David  Egleston,  M.D. 

Larry  Rabon,  M.D. 

Dowse  Rustin,  M.D. 

Alternates: 

George  Dawson,  III,  M.D. 

Alternates: 

James  Folk,  M.D. 

Stephen  A.  Imbeau,  M.D. 

Frank  Boensch,  M.D. 

GEORGETOWN 

Michael  E.  Reed,  M.D. 

William  C.  Carter,  M.D. 

Harry  C.  Tiller,  M.D. 

Richard  Marks,  M.D. 

Alternates: 

George  R.  Blalock.  Jr.,  M.D 

George  G.  Durst,  Jr.,  M.D 

Clifford  M.  Thompson,  M.D. 

Allen  Rashford,  M.D. 

GREENVILLE 

E.  Vernon  Anderson,  Jr.,  M.D. 

Frederick  Reed,  M.D. 

Lawrence  N.  Ballew,  M.D. 

Samuel  Witherspoon,  M.D. 

J.  Barry  Bishop,  M.D. 

Charles  P.  Darby,  M.D. 

Wayne  C.  Brady,  M.D. 

CHEROKEE 

John  H.  Cathcart,  Jr.,  M.D. 

Lucius  M.  Cline,  Jr.,  M.D. 

Alternate: 

Randolph  R.  Steuer,  Jr.,  M.D 

William  R Deloache,  M.D 
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Alternates: 

Charles  R.  Duncan,  M.D. 

W.  Wallace  Fridy,  M.D. 
Steven  J.  Gold,  M.D. 

C.  Wallace  Harper,  M.D 
Michael  R.  Hoffman,  M.D. 
Woodrow  W.  Long,  Jr.,  M.D. 
Thomas  C.  Mann,  M.D. 
Deborah  Meadows,  M.D. 
Raymond  C.  Ramage,  M.D. 
Daggett  O.  Royals,  M.D. 

Lyn  H.  Hammond,  M.D. 

GREENWOOD 

F.  K.  Huntington,  M.D. 
Robert  G.  Mahon,  Jr.,  M.D. 
Richard  M.  Carter,  M.D. 

HAMPTON 

John  R.  Scott,  M.D. 

Richard  H.  Goodwin,  Jr.,  M.D. 
Henry  B.  Kinard,  III,  M.D. 
Count  Pulaski,  Jr.,  M.D. 

Alternate: 

Louis  D.  Rhodes,  M.D. 

HORRY 

Charles  G.  Sasser,  M.D. 

Alternates: 

Easton  E.  Williams,  M.D. 
James  O.  Merritt,  M.D. 
Joe  N.  Jarrett,  M.D. 
James  N.  Craigie,  M.D. 

JASPER 

James  M.  Lindsey,  M.D. 
Thomas  A.  Whitaker,  M.D. 
G.  Philip  Hillen,  M.D. 

J.  M.  Bennett,  Jr.,  M.D. 

KERSHAW 

NOT  AVAILABLE  AT  PRESS 

LANCASTER 

TIME 

Helen  E.  Llewelyn,  M.D. 

Alternate: 

John  L.  Ward,  M.D. 
Richard  Y.  Wescoat,  M.D. 

LAURENS 

James  Walker,  M.D. 

Alternate: 

Bruce  Marshall,  M.D. 

LEXINGTON 

Henry  Martin,  Jr.,  M.D 

Alternates: 

Charles  F.  Crews,  M.D. 
F.  J.  McElveen,  M.D. 

F.  W.  Clementz,  M.D. 

MARION 

Vasa  Cate,  M.D. 

Bryan  L.  Walker,  M.D. 
Kamel  S.  Basily,  M.D. 

Alternates: 

David  G.  Askins,  Jr.,  M.D. 
James  S.  Garner,  IV,  M.D 

MARLBORO 

Parrakat  Gopalakrishnan,  M.D. 
James  C.  McAlpine,  M.D. 

Alternate: 

W.  Donald  Wilfong,  M.D. 

NEWBERRY 

Carroll  A.  Pinner,  III,  M.D. 

Alternate: 

Robert  Livingston,  III,  M.D. 
Ralph  P.  Baker,  M.D. 

OCONEE 

Edward  H.  Booker,  M.D. 

PICKENS 

James  R.  Hannahan,  Jr.,  M.D. 
J Hal  Jameson,  M.D. 

Alternates: 

W.  J.  Goudelock,  M.D. 
John  Lamberson,  M.D. 

RIDGE 

Sandy  Lamberson,  M.D. 
B.  E.  Nicholson,  M.D. 

Alternate: 

James  S.  Garrison,  M.D. 

SPARTANBURG 

William  M.  Davis,  M.D. 

Jack  Evans,  Jr.,  M.D 
Ronald  K.  Terrell,  M.D. 
Brownlee  Lowry,  M.D. 

Alternates: 


SUMTER- 

CLARENDON-LEE 


UNION 

Alternate: 

WILLIAMSBURG 

Alternate: 

YORK 


Alternates: 


Mitchell  H.  Allen,  Jr.,  M.D 
William  T.  Hendrix,  M.D. 
Frederick  G.  Phillips,  M.D. 

W.  Ray  Henderson,  Jr.,  M.D. 
Robert  H.  Taylor,  M.D. 

Ernest  C.  Evans,  M.D. 
Richard  Wilson,  M.D 
Donald  McClure,  M.D. 

Ernest  Arnold,  M.D. 

Milton  D.  Sarlin,  M.D, 

J.  Capers  Hiott,  M.D. 
Clarence  Coker,  Jr. , M.D. 
Allan  P.  Bruner,  M.D. 

S.  Perry  Davis,  M.D. 

David  Keith,  M.D. 

Gerald  E.  Felder,  M.D 
Howard  H.  Poston,  Jr.,  M.D. 
Frank  A.  Trefny,  M.D. 

Albert  G.  LeRoy,  Jr.,  M.D 
James  L.  Maynard,  M.D. 
Wayne  G.  Entrekin,  M.D. 
John  M.  Pratt,  M.D. 

L.  Dan  Bartel,  M.D. 

E.  Earl  Jenkins,  M.D 
William  E.  Gregory,  Jr.,  M.D. 
James  E.  Reinhardt,  Jr.,  M.D. 


S.  C.  SOCIETY  FOR  ALLERGY  & CLINICAL 
IMMUNOLOGY 
Allen  Bruce,  M.D. 

S.  C.  SOCIETY  OF  ANESTHESIOLOGISTS 
Charles  Wallace,  M.D. 

Alternate:  C.  E.  Corley,  III,  M.D. 

S.  C.  CARDIAC  & THORACIC  SURGICAL  SOCIETY 
Robert  M.  Sade,  M.D. 

Alternate:  James  May,  M.D. 

S.  C.  DERMATOLOGICAL  ASSOCIATION 
Linwood  G.  Bradford,  M.D. 

Alternate:  George  F.  Stretcher,  M.D. 

S.  C.  CHAPTER,  AMERICAN  COLLEGE  OF 
EMERGENCY  PHYSICIANS 
Robert  Malanuk,  M.D. 

Alternate:  Thomas  J.  DeCaro,  M.D. 

S.  C.  ENT  SOCIETY 

Marion  R.  Gillespie,  M.D. 

S.  C.  ACADEMY  OF  FAMILY  PHYSICIANS 
Daniel  W.  Brake,  M.D. 

Alternate:  J.  Y.  White,  M.D. 

S.  C.  INTERNAL  MEDICINE  SOCIETY 
George  Malanos,  M.D. 

Alternate:  James  M.  Hayes,  M.D. 

S.  C.  STATE  NEUROSURGICAL  SOCIETY 
Gordon  T.  Wannamaker,  M.D. 

Alternate:  Otis  M.  Ballenger,  M.D. 

S.  C.  NEUROLOGICAL  SOCIETY 
D.  Nelson  Gunter,  M.D. 

Alternate:  Joseph  W.  Taber,  Jr.,  M.D. 

S.  C.  OG/GYN  SOCIETY 
William  E.  McLean,  M.D. 

Alternate:  Thomas  P.  R.  Rivers,  M.D. 

S.  C.  SOCIETY  OF  OPHTHALMOLOGY 
Thomas  M.  Leland,  M.D. 
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S.  C ORTHOPEDIC  ASSOCIATION 
Lawrence  F.  McManus,  M.D 
S.  C.  SOCIETY  OF  PATHOLOGISTS 
William  F.  Fairey,  M.D 
Alternate:  Forde  A.  Mclver,  M.D. 

S.  C.  CHAPTER  OF  THE  AMERICAN  ACADEMY  OF 
PEDIATRICS  AND  THE  S.  C.  PEDIATRIC 
SOCIETY 

Arno  R Hohn,  M.D 
Alternate:  Donald  Riopel.  M.D 
S.  C.  SOCIETY  OF  PLASTIC  & RECONSTRUCTIVE 
SURGEONS 

Frederick  C.  Swensen,  M.D 
Alternate:  Thomas  L.  Roberts,  III,  M.D. 

S.  C.  DISTRICT  BRANCH  OF  THE  AMERICAN 
PSYCHIATRIC  ASSOCIATION 
Roy  Ellison,  M.D 
Alternate:  C.  J.  Edens,  M.D 
S.  C.  RADIOLOGY  SOCIETY 
H.  W.  Sanford,  Jr.,  M.D. 

Alternate:  Frederick  G.  Phillips,  M.D. 

S.  C.  CHAPTER  OF  THE  AMERICAN  COLLEGE  OF 
SURGEONS 

H.  Earle  Russell,  Jr.,  M.D. 

Alternate:  C.  A.  Sweatman,  M.D 
S.  C.  UROLOGICAL  ASSOCIATION 
Richard  C.  Slocum,  M.D. 

Alternate:  W.  Redd  Turner,  Jr.,  M.D. 

S.  C.  VASCULAR  SURGICAL  SOCIETY 
Everett  Dargan,  M.D 
Alternate.  Daniel  W.  Davis,  M.D. 

COMPONENT  UNIT  ON  HOUSESTAFF  PHYSICIANS 
J Stewart  Haskin,  Jr.,  M.D. 

Y'incent  J.  Degenhart,  M.D. 

Alternates:  Susan  Johnson,  M.D. 

Steven  White,  M.D 

MEDICAL  UNIVERSITY  OF  SOUTH  CAROLINA, 
DEAN  COLLEGE  OF  MEDICINE 
W.  Marcus  Newberry,  M.D. 

UNIVERSITY  OF  SOUTH  CAROLINA,  DEAN  SCHOOL 
OF  MEDICINE 
Roderick  Macdonald,  M.D. 


MUSC  SENIOR  CLASS  PRESIDENT  (COLLEGE  OF 
MEDICINE) 

Charles  Antonio 

USC  SENIOR  CLASS  PRESIDENT  (SCHOOL  OF 
MEDICINE) 

Joseph  Hames 
PARLIAMENTARIAN 
To  Be  Announced 
SPEAKER 

J Gavin  Appleby,  M.D. 

VICE-SPEAKER 
Hugh  Wells,  M.D. 

TWO  IMMEDIATE  PAST  PRESIDENTS 
Halsted  M.  Stone,  M.D. 

Harrison  L.  Peeples,  M.D. 

PHYSICIAN  MEMBER  OF  BOARD  OF  DHEC 
Leonard  Douglas,  M.D. 

PRESIDENT  OF  BOARD  OF  MEDICAL  EXAMINERS 
Foster  Marshall,  M.D 
AMA  Delegates  and  Alternate  Delegates 
C.  Tucker  Weston,  M.D 
Waitus  O.  Tanner,  M.D 
John  C.  Hawk,  Jr.,  M.D 
Donald  G.  Kilgore,  Jr  , M.D. 

SCMA  OFFICERS  AND  COUNCILORS 
William  H.  Hunter,  M.D. 

Euta  M.  Colvin,  M.D. 

Kenneth  N.  Owens.  M.D. 

Harrison  L.  Peeples,  M.D. 

U.  Hoyt  Bodie,  M.D 
John  W.  Simmons,  M.D 
J Frank  Biggers,  III,  M.D. 

Bartolo  M.  Barone,  M.D. 

J.  H.  Herlong,  M.D. 

Jack  L.  Ratliff,  M.D. 

E.  Mims  Mobley,  Jr.,  M.D 
C.  D Bessinger,  Jr.,  M.D 
Leonard  Douglas,  M.D. 

William  M.  Hull,  Jr„  M.D 
James  S.  Garner,  Jr.,  M.D 
Davis  D.  Moise,  M.D 
Randolph  D Smoak,  Jr.,  M.D 
J.  Sidney  Fulmer,  M.D. 
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The  1982  SCMA  Annual  Meeting 
and  Scientific  Assembly 


May  5-9 

This  year’s  program  has  a strong  emphasis  on  scientific  sessions,  technical  and 
scientific  exhibits  and  workshops.  Also  our  House  of  Delegates  will  meet.  And  the 
schedule  is  packed  with  specialty  society  sessions,  alumni  and  evening  activity. 
(Remember:  there  is  no  registration  fee  for  SCMA  members.)  All  in  all,  an  intense 
five  days  — in  an  intensely  beautiful  city.  Don’t  miss  it! 


Sheraton/Charleston  Hotel  overlooking  the  Ashley  River 


Write  Now  (or  Call)  for  Advance  Registration  Materials:  SCMA,  P.O.  Box  11 188,  Columbia, 
S.C.  29211,  (803)  252-6311. 

April, 


1982 


NEWSLETTER 


*******  1 34TH  ANNUAL  MEETING  - MAY  5-9,  1982  ******* 

As  this  Newsletter  goes  to  press,  plans  are  finalizing  for  the  134th  Annual  Meeting 
of  the  South  Carolina  Medical  Association.  Included  in  this  issue  of  The  Journal 
are  registration  details,  schedule  of  events,  scientific  sessions,  and  reports  and 
Resolutions  which  were  available  at  publication  deadline.  At  this  time,  a total 
of  three  Resolutions  and  30  reports  have  been  received  at  SCMA  Headquarters  for 
consideration  by  the  House  of  Delegates. 

Following  is  additional  information  to  members  regarding  special  events,  guests 
and  newly-scheduled  meetings: 

— PHYSICIAN’S  AWARD  FOR  COMMUNITY  SERVICE:  C.  Tucker  Weston , M.  D . , 

nominated  by  the  Columbia  Medical  Society,  has  been  voted  the  1982  recipient 
of  the  A.  H.  Robins'  Physician's  Award  for  Community  Service.  This  award  will 
be  presented  during  the  President's  Banquet  on  Friday,  May  1 . Also  honored  by 
nominations  from  their  county  societies  were:  John  Fleming , M .D.,  Spartanburg ; 

James  A.  Boykin , M.  D . , Lancaster ; and  Robert  Wilson,  M.  D. , Charleston. 

1982  PRESIDENT'S  TROPHY:  Former  SCMA  President,  Joel  Wymanf  M.  D.,  was 

chosen  by  current  President,  William  H.  Hunter , M.D.,  with  the  advice  and  con- 
sent of  Council,  as  the  1982  recipient  of  the  President's  Trophy  for  his  "out- 
standing service  to  the  SCMA  and  the  people  of  South  Carolina" . This  award 
will  also  be  presented  at  the  President's  Banquet. 

United  States  Representative  John  Napier  from  the  Sixth  Congressional  District , 

has  accepted  an  invitation  to  be  the  guest  speaker  at  the  SOCPAC  Luncheon, 
Saturday,  May  8. 

Mr.  Cal  Stewart , Manager  of  the  JUA , will  speak  at  the  General  Membership 

Meeting  of  the  Association,  scheduled  during  the  opening  session  of  the  House 
of  Delegates,  Thursday,  May  6.  Mr.  Stewart  will  present  a status  report  on 
the  JUA  and  the  professional  liability  situation  in  South  Carolina,  and  out- 
line the  Risk  Management  Program  for  Physicians,  being  developed  with  the  full 
cooperation,  support  and  endorsement  of  the  SCMA. 

William  Y.  Rial,  M.  D.  , President-Elect  of  the  American  Medical  Association , 
will  address  the  House  of  Delegates  at  its  Sunday,  May  9 session. 

THE  S.  C.  PSYCHIATRIC'  ASSOCIATION  will  hold  its  Annual  Meeting  on 
Friday,  May  7 beginning  with  a meeting  of  Council  at  4:30  p.m. , followed  by 
a general  membership  meeting  at  5:30  p.m.  The  membership  meeting  will  feature 
a social  hour  and  a special  guest  speaker. 


* * * * 


SHERATON  CHARLESTON  HOTEL 
170  LOCKWOOD  DRIVE  - CHARLESTON,  SOUTH  CAROLINA 
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****  NEWS  FROM  COUNCIL  - MARCH  MEETINGS  **** 


PRIORITY  HEALTH  CARE  PLAN  FOR  MEDICAID 

As  reported  in  the  March  Newsletter,  the  SCMA  Committee  on  Medical  Services,  Henry 
Frierson,  M.  D.,  Chairman,  was  asked  by  Council  to  submit  recommendations  regarding 
a proposal  developed  by  the  S.  C.  Hospital  Association  which  would  limit  the  number 
of  Medicaid  hospital  admissions  rather  than  the  payment  for  hospital  days  incurred. 
This  plan  would  be  an  alternative  to  DSS's  present  limitation  of  12  in-hospital 
days  for  all  Medicaid  patients. 

The  Committee  on  Medical  Services  and  the  SCMA  Council  endorsed  the  plan  with 
a recommendation  that  the  reimbursement  system  be  changed  to  provide  that  emergency 
room  services  be  reimbursed  utilizing  the  same  type  reimbursement  for  outpatient 
visits  to  all  physicians  in  general. 

LAY  MIDWIFERY 

The  SCMA  Committee  on  Perinatal  and  Maternal  Health,  Henry  C.  Heins , Jr. , M.  D. , 
Chairman,  has  re-affirmed  that  it  cannot  condone  lay  midwifery.  The  Committee 
recommended,  and  Council  approved,  that:  (1)  a committee  member  should  audit  Lay 

Midwifery  Board  meetings ; (2)  the  committee  should  receive  and  review  DHEC's  reports 

on  statistics  of  morbidity  and  mortality  associated  with  lay  midwifery ; and  (3)  Chiefs 
of  Staff,  Emergency  Room  Directors , OB,  Pediatric  and  Family  Practice  Department 
Heads  should  be  contacted  and  asked  to  report  complications  received  which  are 
attributable  to  home  deliveries . 

HEALTH  AND  HUMAN  SERVICES  FINANCING  COMMISSION 

The  SCMA  Council  has  voted  to  withdraw  its  endorsement  of  the  concept  of  the  S.  C. 
Governor’s  Health  and  Human  Services  Financing  Commission.  As  reported  in  the  March 
Newsletter,  the  SCMA  expressed  its  concerns  that  health  care  providers  were  not 
included  in  the  proposed  makeup  of  the  Commission.  The  SCMA  also  felt  that  the 
authority  and  responsibility  of  the  proposed  Advisory  Committee  were  vague  and  should 
be  more  clearly  delineated,  and  that  the  Ex-officio  membership  of  the  Advisory 
Committee  was  too  large  and  unwieldy. 

A communication  from  the  Governor’s  office,  however,  indicated  that  providers  of 
health  services  would  be  prohibited  from  membership  on  the  Commission  since  it  was 
felt  this  would  be  a conflict  in  their  duties.  As  to  the  makeup  of  the  Advisory 
Committee , the  Governor's  office  reported  that  broad-based  input  was  needed. 

MEDICAID  FEE  SCHEDULE 

A proviso  which  would  mandate  payment  for  physicians'  services  on  a fee  schedule 
basis,  previously  under  consideration  by  the  House  Ways  and  Means  Committee,  was 
withdrawn  from  DSS's  Medicaid  budget.  DSS,  however,  is  proceeding  with  plans  to 
develop  such  a fee  schedule,  and  the  SCMA  is  making  efforts  to  provide  appropriate 
input.  A meeting  is  scheduled  with  DSS  representa t i ves  for  April  8,  1982.  Details 
will  be  reported  to  the  membership  as  plans  develop. 


FAMILY  PLANNING  SERVICES  TO  TEENAGERS 


Proposed  regulations  by  the  Department  of  Health  and  Human  Services , if  implemented , 
would  require  that  parents  of  unemancipated  minors,  17  or  under,  be  notified  within 
10  days  of  such  minors  receipt  of  prescription  drugs  or  devices,  and  that  such 
notification  should  be  verified  prior  to  minors  receiving  any  additional  services . 

These  regulations  are  being  developed  to  encourage  family  participation  in  the 
providing  of  family  planning  services.  DHEC,  Governor  Riley,  and  the  S.  C.  Pediatric 
Society  have  opposed  these  regulations  based  on  morbidity  and  mortality  associated 
with  teen  pregnancies,  and  the  Code  of  Laws  of  South  Carolina  currently  provide 
for  rendering  such  services  to  a minor. 

Based  on  these  facts,  and  on  the  recommendation  of  the  SCMA  Committee  on  Perinatal 

and  Maternal  Health,  the  SCMA  Council  has  gone  on  record  in  opposition  to  the  regulation 

and  will  transmit  SCMA' s position  to  the  S.  C.  Congressional  Delegation . 

STANDARDS  FOR  EMERGENCY  CARE  CLINICS 

It  was  reported  in  the  February  issue  of  this  Newsletter,  that  the  SCMA  Committee  on 
Medical  Services  had  been  charged  with  developing  criteria  for  patient  care  in 
emergency  care  clinics  throughout  the  state.  Such  criteria  were  intended  for  use  by 
county  medical  societies  in  monitoring  these  clinics  in  their  areas.  Upon  further 
consideration , however,  the  SCMA  Council  has  asked  the  committee  to  monitor  and 
study  AMA  activities  in  this  area  before  proceeding  further,  since  the  AMA  Council 
on  Medical  Services  presently  has  the  matter  under  study. 

INTERPROFESSIONAL  CODE  OF  CONDUCT 

For  the  past  several  years,  the  SCMA  and  the  S.  C.  Bar  have  worked  together  on 
an  Interprofessional  Code  of  Conduct  for  use  as  a voluntary  guidelines  document 
by  both  organizations.  The  latest  draft  of  the  Code  has  been  approved  by  the  Bar 
at  its  December  meeting.  On  the  recommendation  of  the  Commission  on  Public  Affairs 
and  Professional  Relations , U.  Hoyt  Bodie , M.  D. , Commissioner,  Council  has  also 
approved  this  document,  believing  it  to  be  in  good  form  and  in  conformance  with 
past  SCMA  dictates . The  Interprofessional  Code  will  now  be  presented  to  the  SCMA 
House  of  Delegates  in  May  for  ratification . 

DHEC  STATE  CANCER  CLINICS 


The  March  Newsletter  reported  on  funding  problems  with  regard  to  the  operation  of 
State  Aid  Cancer  Clinics  for  the  medically  indigent,  and  the  SCMA  Council  endorsed 
the  restorat i on  of  funds  for  the  current  fiscal  year  and  maintaining  previous  funding 
levels  for  the  upcoming  fiscal  year.  Efforts  along  these  lines  have  proven  success- 
ful, but  the  SCMA  Council,  the  Clinic  Directors  and  the  S.  C.  Oncology  Society  have 
expressed  the  concern  that  DHEC  is  not  the  appropriate  agency  for  administering 
the  clinics  and  that  funding  should  be  pursued  on  an  independent  basis  in  the 
future.  Council  has,  therefore , authorized  the  formation  of  an  Ad  Hoc  Committee 
to  work  together  with  the  Oncology  Society  in  an  effort  to  recommend  to  the 
Senate  Medical  Affairs  Committee  what  agency  would  best  handle  the  clinics  and  from 
what  source  the  funds  should  come. 

ETV  ENDOWMENT  PHONATHON 

Viewers  watching  S.  C.  Educational  Television  on  Thursday,  March  18,  saw  SCMA  and 
Auxiliary  members  participating  in  the  ETV  Endowment  Phonathon,  assisting  in  the 
solicitation  of  funds  for  the  Endowment.  The  SCMA  Council  has  commended  the  SCMA 
Committee  on  Public  Relations , Chaired  by  0.  Marion  Burton,  M.  D . , for  its  work 
on  this  project. 


MEMBERS’  INSURANCE  TRUST  BOARD  RE-DESIGNS  PROGRAM  TO  CAP  PREMIUM 
ESCALATION 


The  SCMA  Members'  Insurance  Trust  program , which  furnishes  hospital  and  medical 
coverage  for  approximately  1,600  physicians,  employees  and  their  dependents,  has 
been  completely  re-designed  by  the  MIT  Board  in  an  effort  to  cap  threatened  runaway 
premium  increases . The  Trust  is  self-insured.  All  participants  in  the  program 
share  in  the  gains  and  are  at  risk  for  the  losses  of  the  program.  South  Carolina 
Blue  Cross  and  Blue  Shield  acts  as  the  claims  processer  for  the  program. 

An  analysis  of  the  past  year's  utilization  trends  showed  that  MIT  participants 
had  used  more  costly  hospital  facilities  and  had  greater  use  of  expensive,  out-of- 
state  hospital  facilities  than  other  insured  groups  in  Srbuth  Carolina. 

In  projecting  possible  premium  increases  for  the  current  contract  year  which  began 
March  15,  the  Board  members  were  advised  by  insurance  actuaries  that  a minimum  of 
55  percent  premium  increase  would  be  necessary  to  cover  the  then  current  program 
benefits.  After  surveying  the  MIT  policyholders , the  Board  voted  to  re-design  the 
package  to  de-emphasize  institutional  benefits , establish  waiting  periods  for  all 
new  members,  increase  the  major  medical  coverage , and  limit  premium  increases  to  35 
percent  on  the  new,  modified  high  option  program. 

If  you  have  any  questions  regarding  the  program,  please  contact  Mr.  Blake  Williams 
or  Mrs.  Mary  Ann  Wingard  at  SCMA  Headquarters  (252-6311).  An  open  enrollment  period 
for  new  members  will  begin  April  15,  about  the  time  this  Newsletter  reaches  your 
off i ce . 


A J-  jl.  J-  A J*  j. 

/\  /V  /V  /\  /\  /V  /\ 


CAPSULES 


....Richard  J.  Gould,  M.  D . , Beaufort,  has  been  awarded  affiliate  membership 
status  in  the  SCMA,  and  Kathleen  A.  Riley,  Charleston , has  been  granted  honorary 
sta tus ....  Thomas  C.  Rowland,  Jr.,  M.  D. , Columbia , was  recently  elected  by  the 
S.  C.  Legislature  to  the  Board  of  Trustees  at  the  Medical  University  of  South 
Carol i na ... .Harri son  L.  Peeples,  M.D.,  and  Stanley  Baker,  M.  D . , were  re-elected 
to  that  Board .... Appoi nted  by  the  Governor  to  the  South  Carolina  Commission  on 
Higher  Education  was  Hugh  H.  Wells , M.  D. , Seneca ... .William  H.  Hunter,  M.  D. , SCMA 
President,  has  been  selected  as  the  MUSC  "Distinguished  Alumnus  of  the  Year".... 
Susanne  Black,  M.  D.,  and  Swift  C.  Black,  M.  D . , were  named  as  Co-citizens  of  the 
Year  for  Dillon  Coun ty . . . . New  SCMA  representative  on  the  DHEC  Family  Planning 
Advisory  Council  is  Manley  E.  Hutchinson,  Jr.,  M.  D. 


FINANCIAL  PLANNING  NEWS 

As  a service  to  SCMA  members,  a new  feature  begins  this  month  in  The  Journal  of 
the  South  Carolina  Medical  Association.  Look  for  financial  planning  news, 
prepared  by  the  E.  F.  Hutton  Company,  which  appears  as  an  insert  and  which  will 
continue  on  a regular  basis  until  further  notice. 
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REPORT  OF  L.  W.  DOUGLAS, 
COUNCILOR,  4th  MEDICAL 
DISTRICT 

It  has  been  my  privilege  to  serve  SCMA  as 
Councilor  for  the  Fourth  Medical  District  this  past 
year.  As  a member  of  Council,  I have  served  as 
Vice-chairman  and,  therefore,  as  a member  of  the 
Executive  Committee  of  Council.  I have  attended 
all  Council  and  Executive  Committee  meetings. 

During  the  year,  my  duties  have  included  at- 
tending the  annual  AMA  meeting  in  Chicago  in 
June  of  1981;  the  interim  AMA  meeting  in  Las 
Vegas,  December  1981;  council  retreat  in  Septem- 
ber 1981;  and  AMA  Leadership  Conference  in 
Chicago,  February  1982.  I also  attended  the  an- 
nual social  meetings  of  Columbia  Medical  Society 
and  Spartanburg  County  Medical  Society. 

I serve  as  Chairman  of  the  newly  formed  Per- 
sonnel Committee,  a committee  of  Council  to  deal 
with  concerns  of  SCMA  Staff.  I am  a member  of 
the  Executive  Committee  of  the  South  Carolina 
Medical  Care  Foundation. 


Some  of  the  major  concerns  we  have  addressed 
in  our  district  are  effective  cost  containment  in 
health  care,  increasing  membership  in  SCMA  to 
strengthen  the  voice  of  organized  medicine,  and 
close  liaison  with  our  legislators.  Political  action 
continues  as  an  important  factor  in  SCMA  ac- 
tivities. Reimbursement  of  physicians  by  third 
party  payors  continues  to  be  worked  upon,  partic- 
ularly with  D.S.S. 

My  duties  as  a member  of  the  South  Carolina 
Board  of  Health  and  Environmental  Control  have 
continued  to  keep  me  quite  busy. 

I know  of  no  particular  problems  in  my  District 
which  are  not  receiving  the  attention  of  SCMA.  I 
wish  to  express  my  thanks  to  the  House  of  Dele- 
gates and  Membership  of  SCMA  for  the  oppor- 
tunity to  serve  in  this  capacity. 

Leonard  W.  Douglas,  M.D. 

Councilor,  Fourth  Medical  District 
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“ CAROLINA S’  HOUSE  OF  SERVICE ” 

Winchester  Surgical  Supply  Company 


200  S.  TORRENCE  ST.,  CHARLOTTE,  N.  C.  28204  Phone  No.  704-372-2240 

MEDICAL  SUPPLY  DIVISION  FOR  YOUR  PATIENTS  AT  HOME 
1500  E.  THIRD  STREET  Phone  No.  704/332-1217 


Winchester-Ritch  Surgical  Company 

421  W.  SMITH  ST.,  GREENSBORO,  N.  C.  27401  Phone  No.  919-273-5581 

We  equip  many  new  Doctors  each  year  and  invite  your  inquiries. 

Emory  L.  Floyd  T-  Ray  Jackson 

Box  3228  Tel.'  803/662-4417  Box  2143  Tel.  803/246-1274 

Florence,  S.  C.  29502  Greenville,  S.  C.  29602 

We  have  salesmen  living  in  South  Carolina  to  serve  you 

We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921, 
and  advertised  CONTINUOUSLY  in  the  S.  C.  Journal  since  January  1920  issue. 
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REPORT  OF  THE  EDITOR 


Since  the  report  given  at  the  1981  Annual  Meet- 
ing, two  major  changes  in  The  Journal  have  taken 
place. 

First,  the  decision  by  Council  and  the  Editorial 
Board  to  include  in  The  Journal  as  "inserts’  the 
Legislative  Update,  CME  Calendar  and  SCMA 
Newsletter  enabled  The  Journal  to  undertake 
“perfect  binding."  We  feel  this  has  enhanced  the 
appearance  of  The  Journal.  In  addition,  we  feel 
that  inclusion  of  this  material  should  increase  the 
timeliness  of  The  Journal  for  physicians,  and  the 
attractiveness  of  The  Journal  for  potential 
advertisers. 

Secondly,  the  Editorial  Board  was  re-activated 
at  the  1981  Annual  Meeting.  Since  that  time,  the 
Board  has  been  active  in  all  major  decisions  in- 
volving Journal  policy.  These  decisions  include 
approval  of  articles  on  SCMA  staff  members;  ap- 
proval of  a Urology  Symposium  issue  planned  for 
later  this  year;  approved  the  method  for  selecting 
the  winners  of  The  Roe  Foundation  Award  for 
both  the  practicing  physician  and  the  institution- 
based  physician;  approved  the  inclusion  of  the 
subscription  price  on  annual  billing  forms  for 
compliance  with  new  postal  regulations;  and  were 
involved  in  refereeing  manuscripts  for  publica- 
tion, and  submitting  guest  editorials  and  special 
articles. 


The  financial  condition  of  The  Journal  is  in- 
cluded in  the  Report  of  the  Treasurer  of  the 
Association,  and  will  not  be  detailed  here.  How- 
ever, although  The  Journal  continues  to  operate 
at  a deficit,  The  Journal  has  been  very  competi- 
tive in  advertising,  with  a 13.4  percent  increase  in 
page  count  of  national  ads  in  1981  over  1980,  and 
a rise  in  standing  among  the  other  state  medical 
journals  to  number  seven  with  regard  to  national 
advertising. 

I would  like  to  take  this  opportunity  to  thank 
Dr.  Thomas  Leland  and  Mrs.  Anne  Donato  of  the 
Waring  Historical  Library,  for  their  excellent 
work  in  putting  together  the  cover  illustrations 
and  stories. 

I would  also  like  to  thank  Mrs.  Joy  Drennen, 
The  Journal's  Managing  Editor,  who  has  con- 
tinued to  be  of  invaluable  assistance  in  putting  our 
journal  together,  as  one  of  her  several  SCMA 
activities. 

I very  much  appreciate  the  opportunity  of  serv- 
ing as  Editor  of  The  Journal  of  the  South  Caro- 
lina Medical  Association,  and  I thank  the 
leadership  and  members  of  the  Association  for 
their  continued  support. 

Charles  S.  Bryan,  M.D.,  Editor 


REPORT  OF  THE  SECRETARY 


As  Secretary  of  the  South  Carolina  Medical 
Association,  I have  attended  and  reported  at  all 
meetings  of  the  SCMA  Council  and  the  Executive 
Committee. 

On  behalf  of  the  SCMA,  I attended  the  Interim 
Meeting  of  the  AMA  House  of  Delegates  in  Las 
Vegas. 

I am  appreciative  of  the  opportunity  to  serve  as 
Secretary  of  the  Association,  and  appreciate  the 
assistance  of  the  Recording  Secretary  and  her 
attentiveness  to  detail. 


214 


As  Chairman  of  the  Membership  Committee,  I 
can  report  to  the  House  of  Delegates  that  the 
Association  is  in  better  condition  at  this  time  than 
it  was  a year  ago,  from  the  standpoint  of 
membership. 

I look  forward  to  each  county  society  being 
successful  in  obtaining  more  members  for  the 
1982-1983  year,  and  will  be  glad  to  assist  in  this 
effort  in  any  way  I can. 

Respectfully  submitted, 

Kenneth  N.  Owens,  M.D.,  Secretary 


The  Journal  of  the  South  Carolina  Medical  Association 
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REPORT  OF  THE  SOUTH  CAROLINA  MEDICAL 
BUILDING,  INC. 


Since  my  last  report  to  you,  the  Medical  Build- 
ing Corporation  has  continued  to  expand  its  ac- 
tivities and  as  a result  has  undergone  a number  of 
changes  in  the  past  year. 

Many  of  the  relationships  between  the  Building 
and  Association  have  been  formalized  in  order  to 
insure  a businesslike  atmosphere  in  which  the  two 
organizations  function.  A significant  step  in  this 
direction  was  the  establishment  of  a set  of  Bylaws 
which  firmly  establish  the  Association’s  control 
over  the  Building  Corporation.  The  Bylaws  have 
set  as  policy  the  rights  of  the  Association  as  the 
owners  of  the  Building  Corporation  and  defined 
in  precise  terms  those  matters  which  must  have 
the  approval  of  the  Association  before  they  can  be 
acted  upon. 

The  Building  itself  is  occupied  fully  with  a 
large  amount  of  space  in  the  building  being  leased 
to  the  USC  Medical  School.  Most  of  our  current 
tenants  are  federally  funded  and  having  to  reduce 
the  space  they  rent  due  to  budget  cuts,  but  as 
space  becomes  available  it  is  being  rented  by  the 
Medical  School. 


Our  computer  operations  have  expanded  to  the 
point  where  no  more  business  is  being  solicited. 
We  have  contracts  for  data  processing  with  the 
South  Carolina  Medical  Care  Foundation;  four 
New  Jersey  PSROs;  the  PSROs  in  Jacksonville, 
Florida;  Fumberton,  North  Carolina  as  well  as  the 
PSROs  for  the  States  of  Delaware  and  Alabama. 
The  projected  income  from  the  data  center  for  the 
Fiscal  Year  ending  July  1,  1982  is  approximately 
$700,000.00.  We  anticipate  a profit  in  the  Build- 
ing of  $100,000.00  and  under  the  new  Bylaws  25% 
of  this  will  be  paid  as  a return  on  stockholders 
equity. 

The  financial  status  of  the  Building  at  this  time 
is  very  good.  We  are  retiring  our  long  term  debt 
with  regular  monthly  payments  and  have  a two 
(2)  month  operating  cash  reserve. 

We  anticipate  next  year  will  be  as  profitable  as 
this  provided  we  maintain  our  data  center  opera- 
tions at  the  current  level. 

Respectfully  submitted, 

C.  Tucker  Weston,  M.D.,  President 


South  Carolina  Medical  Association 
and  1NTRAV  Present 


Scandinavian  Adventure 


Departing  July  23,  1982 

$2499  from  New  York 

$217  special  air  fare  round-trip 

New  York  from  Columbia 

Stockholm  — Cruise  Swedish 
Archipelago  — Helsinki  — Oslo  — 
Copenhagen 

Optional  Excursions  to  Leningrad  and 
Norwegian  Fjords 

15  Days  Via  SAS-  Scandinavian  Airlines 

Includes  deluxe  hotels,  full  American  break- 
fasts, and  dinners  at  a selection  of  the  finest 
restaurants  each  day,  plus,  a Get  Acquainted 
Cocktail  Party.  A travel  director  will  assist 
you  throughout  the  trip.  Optional  sight- 
seeing excursions  available.  Plenty  of  time 
for  shopping.  No  regimentation-Do  as 
you  please. 


Return  This  Coupon  Today 

Send  to: 

South  Carolina  Medical  Association 
P.O.  Box  11188 

Columbia,  South  Carolina  29211 

Enclosed  is  my  check  for  $ ($200  per 

person)  as  deposit  on  the  INTRAV  Scandinavian 
Adventure. 

Please  send  me  further  information. 

Name 

Home  Address 

City 

State Zip  Code 

Area  Code Home  Phone 

Make  Your  Reservations  Now  — Space  Strictly  Limited 
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When  painful  spasm 
is  the  presenting 
symptom . . . 


SOUTH  CAROLINA  MEDICAL  CARE 
FOUNDATION  REPORT 


The  South  Carolina  Medical  Care  Foundation 
has  continued  its  outstanding  record  of  achieve- 
ment during  the  past  year,  despite  the  severe 
fiscal  constraints  imposed  by  the  federal 
government. 

The  Foundation’s  PSRO  program  was  rated  the 
best  in  the  nation  following  an  evaluation  con- 
ducted by  the  U.  S.  Department  of  Health  and 
Human  Services  during  the  Spring  of  1981.  The 
physicians  of  South  Carolina  can  take  pride  in  the 
fact  that  they  have  accepted  the  challenge  of  the 
federal  peer  review  program  and  are  responsible 
for  assuring  appropriate,  high  quality  health  care 
delivery  in  our  state. 

Although  ranked  as  “Number  One,”  the  Long 
Term  Care  review  program  was  disbanded  and 
twenty-five  (25)  employees  laid  off  on  September 
30,  1981,  when  funding  for  PSRO  review  in  nurs- 
ing homes  was  discontinued.  The  Medicare  and 
Medicaid  agencies  were  required  to  assume  this 
responsibility  as  PSRO  Long  Term  Care  Review 
was  phased  out. 

Beginning  in  January,  1982,  the  federal  govern- 
ment eliminated  funding  for  hospital  review  of 
Medicaid  patients,  and  the  Foundation  con- 
tracted with  the  South  Carolina  Department  of 
Social  Services  to  continue  acute  care  review  for 
Medicaid.  Under  another  contract,  the  Founda- 
tion performed  preadmission  review  of  nursing 
home  patients  during  the  interval  between  termi- 
nation of  Long  Term  Care  review  and  the  as- 
sumption of  this  activity  by  DSS. 

The  Foundation  continues  to  hold  a data  base 
contract  with  the  Division  of  Research  and  Statis- 
tical Services,  a CHAMPUS  review  contract  and 
contracts  for  review  of  non-federal  patients  with 
individual  hospitals.  With  the  endorsement  of  the 
SCMA,  the  Foundation  is  currently  investigating 
the  possibility  of  contracts  with  private  insurers 
and  industries  for  peer  review  of  hospitalized 
patients. 

An  HMO  feasibility  study  which  was  con- 
ducted by  the  South  Carolina  Physicians  Care 
Health  Plan  under  the  direction  of  the  Founda- 
tion was  completed  during  1981.  The  study  results 


indicated  that  the  IPA  type  of  HMO  which  had 
been  investigated  was  not  feasible  at  this  time 
when  federal  support  for  such  a plan  was  not 
available. 

Through  the  active  participation  of  its  mem- 
bership and  the  assistance  of  the  administrative 
staff,  the  Foundation  has  been  able  to  provide  the 
state  with  an  exceptionally  fine  medical  peer  re- 
view program.  This  commitment  to  excellence  in 
health  care  delivery  will  be  maintained  with  your 
continued  support. 

Respectfully  submitted, 

Charles  R.  Griffin,  M.D.,  President 


H.  Jack  Free,  CFP 

Financial  Planning 
and 

Implementation 
128  South  Main  Street 
P.O.  Box  1490 
Summerville,  SC  29483 
(803)871-4384 

Visit  Booth  #31 

Charleston  Sheraton 

Ask  About 
Tax  Shelters 
Funding  Vehicles  for: 
Pension/Profit  Sharing  Plans 
Keoghs 
IRA’s 
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COMMISSION  AND  COMMITTEE  REPORTS 


INSURANCE  PEER  REVIEW 
COMMITTEE 


This  committee  is  charged  with  considering  all 
disputed  claims  referred  to  it  by  physicians,  insur- 
ance companies  and/or  third  party  payors;  con- 
sidering guidelines,  policies  and  procedures 
submitted  for  recommendations;  and  reviewing 
patterns  of  practice,  following  established  guide- 
lines, protocols  and  due  process. 

At  the  time  of  this  writing,  the  committee  has 
met  five  times,  in  June,  August,  October,  Decem- 
ber and  February. 

During  the  above  meetings,  the  committee  has 
conducted  two  patterns  of  practice  reviews  for 
Blue  Cross  and  Blue  Shield,  and  four  for  the  S.  C. 
Department  of  Social  Services.  The  committee 
has  reviewed  four  claims  for  Blue  Cross  and  Blue 
Shield  and  24  claims  for  other  insurance  com- 
panies such  as  Aetna  and  Prudential.  An  impor- 
tant part  of  the  committee’s  work  is  considering 
policies  and  procedures,  and  a considerable  time 
was  spent  on  research  and  recommendations  re- 
garding the  update  of  Blue  Cross  and  Blue  Shield’s 
diagnostic  admissions  letter,  payment  by  Blue 
Cross  and  Blue  Shield  for  neonatal  care,  concur- 
rent care  guidelines,  outpatient  surgery  in  physi- 
cians’ offices,  payment  for  assistants  at  surgery, 
minimum  standards  for  physicians’  office  records, 
and  direct  billing  by  clinical  pathologists.  The 
committee  also  considered  payment  for  per- 
cutaneous transluminal  angioplasty,  payment  for 
penile  prostheses,  payment  for  medical  and  surgi- 
cal treatment  of  obesity,  alternatives  to  limitations 
in  the  Medicaid  program  on  inpatient  and  outpa- 
tient visits,  and  payment  for  inpatient  treatment 
for  chronic  pain. 

Of  all  of  these  matters  listed  above,  11  were 
considered  at  the  request  of  individual  physicians, 
and  two  from  the  Council  of  the  SCMA. 
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Two  patterns  of  practice  reviews  are  presently 
pending  for  Blue  Cross  and  Blue  Shield.  In  addi- 
tion, the  committee  is  undertaking  a study  of 
comparisons  of  physicians  charges  versus  pay- 
ments allowed  by  Blue  Cross  and  Blue  Shield  and 
private  insurance  companies.  The  purpose  of  such 
a study  would  be  cost  containment  and  for  fair- 
ness to  all  physicians  in  the  state  when  making 
recommendations  regarding  specific  procedures. 

Under  the  charge  of  this  committee,  we  are 
attempting  to  make  fair  and  just  decisions  for 
physicians  and  carriers  alike.  We  are  conscien- 
tious about  our  decisions  and  are  sincere  in  our 
efforts  to  be  fair  to  all  involved.  By  doing  this,  we 
have  developed  a relationship  with  the  carriers 
and  the  physicians  so  that  we  can  help  them  with 
their  problems.  As  indicated  above,  eleven  physi- 
cians have  brought  problems  to  us.  We  have  heard 
by  word  of  mouth  or  in  written  form  that  these 
physicians  appreciate  our  efforts.  We  realize  that 
when  we  make  decisions  which  seem  to  be  con- 
trary to  physicians’  wishes,  they  may  be  antag- 
onistic. We  can  assure  you,  the  members  of 
SCMA,  that  our  decisions  are  based  on  our  sincere 
concern  for  what  is  fair,  and  on  the  information 
we  have  in  the  records.  It  would  be  a tremendous 
help  to  this  committee,  as  well  as  good  medical 
practice,  for  physicians  to  include  in  their  records 
why  the  patient  presented,  what  the  physical 
findings  were  and  what  treatment  plans  were 
established. 

The  committee  continues  to  try  to  upgrade 
medical  practice  with  quality  peer  review,  and  at 
the  same  time  is  conscious  of  cost  containment 
measures  which  will  not  affect  the  quality  of 
medical  care. 

Respectfully  submitted, 

Daniel  W.  Brake,  M.D.,  Chairman 
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MEMBERSHIP  COMMITTEE 

In  the  Membership  Committee’s  Report  to  the 
1981  House  of  Delegates,  we  reported  to  you  on 
the  Membership  Drive  that  was  successful  in  re- 
cruiting 2,535  physician  members  of  the  S.  C. 
Medical  Association.  This  membership  was  com- 
posed of  2,179  full-dues  paying  members,  173 
honorary  members,  163  housestaff  and  20  student 
members. 

While  the  1981  SCMA  membership  was  the 
highest  ever  recorded,  we  still  represent  slightly 
less  than  sixty-five  (65)  per  cent  of  the  practicing 
physicians  in  the  state.  For  this  reason.  Council 
approved  the  continuation  and  expansion  of  the 
membership  drive  for  1982. 

In  developing  the  membership  program  for 
1982,  we  decided  to  concentrate  our  efforts  on 
students,  residents  and  faculty,  and  physicians 
practicing  in  the  metropolitan  areas  of  Creenville, 
Spartanburg,  Columbia,  and  Charleston.  We  di- 
vided the  state  into  three  regions  and  requested 
each  county  to  form  a local  membership  commit- 
tee. The  SCMA  staff  was  divided  into  teams  to 
assist  the  recruiters  in  each  of  the  regions.  Finally, 
we  have  increased  the  number  of  membership 


dues  billings  from  four  to  six  per  year. 

The  AMA’s  Membership  Department  assisted 
staff  by  helping  to  develop  membership  recruit- 
ment posters  which  are  being  placed  in  hospitals 
throughout  the  state,  and  to  develop  a program  to 
recruit  housestaff  physicians.  We  are  appreciative 
of  the  AMA’s  assistance  and  look  forward  to  a 
continuation  and  expansion  of  these  programs  in 
the  future. 

As  you  know,  the  best  way  to  recruit  a non- 
member is  through  a one-on-one  contact  by  a 
current  SCMA  member.  This  can  only  be  accom- 
plished through  the  efforts  of  your  local  member- 
ship committee.  I urge  each  of  you  as  the  leaders 
of  your  society  to  take  a more  active  role  in  your 
county’s  membership  recruitment  program. 

On  behalf  of  the  Membership  Committee  I 
want  to  thank  everyone  who  has  helped  during 
the  past  two  years.  However,  we  need  to  expand 
our  efforts  at  home  so  that  the  SCMA  can  better 
represent  our  interests  and  provide  better  services. 
Respectfully  submitted, 

Kenneth  N.  Owens,  M.D.,  Chairman 


"I  told  him  to  get  help 
for  his  drinking.  He 
told  me  to  go  to  hell." 


Too  often,  the  hardest  part  of  treating  alcoholism  is 
persuading  patients  to  seek  help.  Many  patients  refuse 
because  they  think  their  problem  is  “just  a little  one.  ” 
Fenwick  Hall  has  the  staff,  the  facilities  and  the  com- 
passion to  treat  any  stage  of  alcohol  or  drug  addiction. 
Our  4 to  6 week  specialized  program  incorporates  medi- 
cal detoxification  and  counseling  with  a unique  Family 
Program,  comprehensive  After  Care  and  the  tenets  of 
AA  to  enhance  self-growth  and  recovery  without  sacrific- 
ing dignity. 

If  one  of  your  patients  has  a pro- 
blem with  alcohol  or  drugs,  you 
need  to  know  about  Fenwick  Hall. 

JCAH  ACCREDITED.  BLUE  CROSS/CHAMPUS  PROVIDER. 

MOST  PRIVATE  INSURANCE  ACCEPTED. 

FENWICK  HALL 


John  H.  Magill,  Executive  Director 
P.O.  Box  688,  Johns  Island,  South  Carolina  29455  (803)  559-2461 
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MEDICAL  ADVISORY 
COMMITTEE  TO  THE  EASTER 
SEAL  SOCIETY  FOR  CRIPPLED 
CHILDREN  AND  ADULTS  OF 
SOUTH  CAROLINA 

The  members  of  the  Medical  Advisory  Com- 
mittee to  the  Easter  Seal  Society  have  continued 
their  involvement  in  assisting  the  Society  during 
the  past  year.  We  have  participated  in  reviewing 
medical  records  and  assisted  with  rule  changes 
prior  to  the  inspection  by  the  Commission  of 
Accreditation  on  Rehabilitation  Facilities.  The 
Easter  Seal  Society  was  recertified  for  another 
three  (3)  year  period  after  its  inspection,  and  we 
were  gratified  with  this  accomplishment. 

During  the  past  year,  Mrs.  T.  Jackson  Lowe, 
who  had  been  the  Society’s  Executive  Director 
since  1950,  and  Francis  H.  Gay,  M.D.,  Medical 
Director  of  the  State  Easter  Seal  Rehabilitation 
Center,  were  retired.  Mr.  P.  Charles  LaRosa  was 
appointed  the  new  Executive  Director  and  Rich- 
ard J.  Davis,  M.D.,  has  assumed  the  position  of 
Medical  Director. 

The  Society  continues  to  offer  a comprehensive 
physical  restoration  program  of  physical  therapy, 
occupational  therapy,  speech  therapy  and  social 
work  services  for  the  citizens  of  South  Carolina. 
These  services  are  made  available  through  the 
Easter  Seal  Society  only  upon  referral  by  physi- 
cians. 

This  year  has  been  a very  sucessful  one  and  we 
look  forward  to  continuing  the  program  of 
providing  better  and  more  comprehensive  ser- 
vices for  handicapped  South  Carolinians. 
Respectfully  submitted, 

Edward  A.  Bradley , Jr.,  M.D.,  Chairman 

COMMITTEE  ON 
OCCUPATIONAL  MEDICINE 

The  SCMA  Committee  on  Occupational  Medi- 
cine has  met  three  times  during  the  past  year  and 
has  a fourth  meeting  planned  for  February  24, 
1982.  We  held  meetings  on  August  13,  1981,  Octo- 
ber 8,  1981  and  January  27,  1982.  The  August  and 
January  meetings  were  held  at  the  SCMA  Head- 
quarters Building;  the  October  meeting  was  held 
at  Myrtle  Beach  in  conjunction  with  the  Industrial 
Commission  Annual  Education  Conference.  The 
meeting  planned  for  February  will  be  a joint 
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meeting  of  the  S.  C.  Industrial  Commission  Com- 
missioners, Legislative  Committee  on  Workmen’s 
Compensation  and  our  members. 

'File  meeting  held  April  24,  1981,  in  Spartan- 
burg at  Hoechst  Fibers,  as  reported  in  our  last 
report,  was  very  well  attended  and  very  informa- 
tive. The  trip  through  the  plant  and  presentation 
by  Hoechst  was  excellent. 

During  this  year  the  members  of  the  Commit- 
tee have  worked  to  provide  consultation  and  ex- 
pertise to  the  S.  C.  Industrial  Commission  in 
regard  to  advice  on  the  Workmen’s  Compensa- 
tion fee  schedule. 

Dr.  Edward  Shmunes  was  responsible  again  this 
year  for  obtaining  the  education  speakers  for  the 
Fifth  Annual  Educational  Conference  held  in 
Myrtle  Beach,  which  is  co-sponsored  by  the  S.  C. 
Industrial  Commission  and  the  SCMA  Occupa- 
tional Medicine  Committee.  In  addition  to  its 
involvement  in  planning  the  program,  the  Com- 
mittee sponsored  a reception  and  dinner  for  the 
members  of  the  S.  C.  Industrial  Commission  and 
guests.  The  Committee  sponsored  the  honorari- 
ums for  the  out-of-state  speakers.  Members  of  the 
Committee  also  participated  in  the  3rd  Annual 
Medical  Seminar,  also  held  in  Myrtle  Beach. 

Another  opportunity  to  research  more  ways  of 
helping  and  working  with  the  S.  C.  Industrial 
Commission  came  when  Dr.  Holler  and  myself 
attended  a meeting  of  the  N.  C.  Medical  Associa- 
tion’s Occupational  Medicine  Committee  in  Sep- 
tember. The  trip  was  very  interesting  and  could 
help  to  develop  a better  program  for  our  Commit- 
tee. 

Other  efforts  to  help  the  S.  C.  Industrial  Com- 
mission to  better  service  Workmen  s Compensa- 
tion claims  came  when  the  Committee  asked  the 
SCMA  Legislative  Committee  to  lobby  on  behalf 
of  the  Commission  to  help  them  obtain  a badly 
needed  computer  system. 

Our  Committee  has  considered  the  Corporate 
Visitation  program  set  up  by  Dr.  Halsted  Stone  to 
see  if  it  is  feasible  for  the  SCMA  to  offer  some  help 
to  small  and  medium  sized  industry  without  med- 
ical departments.  It  is  our  hope  that  the  SCMA 
will  be  able  to  develop  a program  for  these  indus- 
tries when  they  need  assistance. 

A sub-committee  will  have  been  set  up  by  the 
reading  of  this  report  to  study  the  fee  schedule 
and  make  revisions  as  necessary. 

Respectfully  submitted, 

W.  J.  Goudelock , M.D.,  Chairman 
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LABORATORY  QUALITY  CONTROL  COMMITTEE 


The  Laboratory  Quality  Control  Committee  of 
the  South  Carolina  Medical  Association  continues 
to  promote  high  quality  laboratory  work  in  physi- 
cians’ offices  in  South  Carolina.  At  the  September 
11,  1981  meeting  of  the  Public  Health  Commis- 
sion, our  committee  being  part  of  this  Commission 
at  the  time,  it  was  decided  that  we  would  continue 
our  functions  as  a member  of  the  Public  Health 
Commission  and  work  closely  with  DHEC.  Our 
committee  has  since  become  a part  of  the  Com- 
mission on  Public  Affairs  and  Professional  Rela- 
tions, U.  Hoyt  Bodie,  M.D.,  Commissioner. 

In  the  future,  there  are  plans  to  repeat  a mass 
mailing,  similar  to  the  ones  done  in  1975  and  1978, 
to  discuss  available  quality  assurance  programs 
and  to  assess  the  needs  of  South  Carolina  physi- 
cians with  various  aspects  of  office  laboratory 


procedures.  We  also  need  to  know  the  volume  of 
such  work  being  performed  in  physicians’  offices 
over  the  state.  A questionnaire  has  already  been 
formulated  and  needs  committee  approval  before 
any  proposed  mailing  occurs.  The  SCMA  News- 
letter in  March,  1982,  announced  the  committee’s 
availability  to  serve  our  state’s  physician  popula- 
tion as  specific  problems  develop  with  regard  to 
their  office  laboratories.  Information  can  be  pro- 
vided outlining  methods  of  performing  certain 
tests,  how  to  establish  an  office  based  laboratory 
facility  and  the  best  ways  to  maintain  accuracy  in 
testing.  Costs  involved  can  also  be  provided  in 
many  instances,  certainly  on  the  quality  control 
programs. 

Respectfully  submitted. 

Kenneth  W.  Smith , M.D.,  Chairman 


TEGA-CORT  FORTE  1%  - TEG  A - CORT  - 0.5% 

2 OZ.  and  4oz.  (Available  at  all  drug  stores  - Rx  Only)  4 0z.  ONLY 

SQUEEZE  TYPE  DISPENSER  BOTTLES 

Tega-Cort  Forte  and  Tega-Cort  lotions  are  offered  in  a nice  smooth  non-staining 

water  soluble  base. 

Indications:  For  relief  of  the  inflammatory  manifestations  of  corticosterond 

responsive  dermatoses  including  Poison  Ivy,  and  sunburn. 


Contraindications:  Topical  steroids  have  not  been  reported  to  have  an  adverse 

effect  on  pregnancy,  the  safety  of  their  use  in  pregnant  females  has  not  absolutely 
been  established.  Therefore,  they  should  not  be  used  extensively  on  pregnant 
patients,  or  in  large  amounts,  or  for  prolonged  periods  of  time. 

Dosage  and  Administration:  Apply  to  affected  area  3 or  4 times  daily  as  directed 

by  your  physician. 

Caution:  Federal  law  prohibits  dispensing  without  prescription.  For  external 

use  only.  Store  in  a cool  place  but  do  not  freeze. 

PLEASE  CONSULT  INSERT  SUPPLIED  WITH  EACH  BOTTLE  FOR  MORE 

DETAILED  INFORMATION 


WE  FEATURE  ONE  OF  THE  MOST  COMPLETE  LINE  OF  INJECTIBLES  !N  THE  SOUTH- 
EAST AT  THE  VERY  BEST  PRICE.  CONSISTENT  WITH  QUALITY 


ORTEGA  PHARMACEUTICAL  CO.,  INC.  — JACKSONVILLE,  FLORIDA  32205 
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THE  ARMY  NEEDS 

PHYSICIANS 

PART-TIME. 

The  Army  Reserve  offers  you  an  excellent 
opportunity  to  serve  your  country  as  a physician  and 
a commissioned  officer  in  the  Army  Reserve  Medical 
Corps.  Your  time  commitment  is  flexible,  so  it  can  fit 
into  your  busy  schedule.  You  will  work  on  medical 
projects  right  in  your  community.  In  return,  you  will 
complement  your  career  by  working  and  consulting 
with  top  physicians  during  monthly  Reserve  meetings 
and  medical  conferences.  You  will  enjoy  the  benefits 
of  officer  status,  including  a non-contributory  retirement 
annuity  when  you  retire  from  the  Army  Reserve, 
as  well  as  funded  continuing  medical  education  pro- 
grams. A small  investment  of  your  time  is  all  it  takes 
to  make  a valuable  medical  contribution  to  your  com- 
munity and  country.  For  more  information,  simply 
call  the  number  below. 

ARMY  RESERVE. 
BE  ALL  YOU  CAN  BE. 

MAJ  Benjamin  H.  Phillips,  Jr.,  MSC 
USAR  AMEDD  Procurement,  Strom  Thurmond  Federal  Building 
Room  575,  1835  Assembly  Street,  Columbia,  SC  29201  (803)  765-5696 
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RURAL  HEALTH  COMMITTEE 


The  SCMA  Rural  Health  Committee  has  met 
on  three  occasions  since  the  last  House  of  Dele- 
gates meeting.  Two  of  the  three  committee  meet- 
ings have  centered  around  South  Carolina’s 
federally  funded  primary  care  clinics  and  South 
Carolina’s  participation  in  the  federal  govern- 
ment's Primary  Health  Care  Block  Grant  pro- 
gram. 

The  Primary  Health  Care  Block  Grant  is  a 
federal  grant  provided  to  the  State  to  assist  in  the 
funding  of  the  various  rural  health  initiative  and 
community  health  clinics.  This  federal  grant 
would  not  meet  the  total  funding  requirements  of 
the  various  clinics  and  would,  therefore,  necessi- 
tate that  State  government  provide  additional 
funding.  Although  the  State  would  have  to  pro- 
vide some  type  of  matching  funds  for  this  pro- 
gram, they  would  also  take  control  of  the  adminis- 
tration, assessment  and  development  of  these 
rural  health  initiative  and  community  compre- 
hensive health  clinics.  State  participation  in  this 
program  is  optional.  If  South  Carolina  would  elect 
not  to  participate,  the  South  Carolina  clinics 
would  continue  to  be  funded  and  administered  by 
the  federal  government. 

The  Rural  Health  Committee  discussed  South 
Carolina’s  participation  in  the  Primary  Health 
Care  Block  Grant  program  with  representatives 
from  the  Governor’s  Office.  The  committee,  after 
meeting  twice  on  this  matter,  suggested  to  the 
Executive  Committee  that  the  SCMA  request  the 
Governor's  office  to  accept  the  block  grant  for 
South  Carolina.  The  committee  members  felt  that 
having  the  funding  and  administration  of  these 
clinics  handled  by  the  state  government.  South 
Carolina  would  enhance  the  conversion  of  these 
type  clinics  into  a private  practice  of  medicine.  In 
addition,  the  committee  agreed  that  more  local 
involvement  would  tend  to  better  define  what 
areas  of  the  state  are  truly  medically  underserved 
areas,  thus  eliminating  the  costly  development  of 
unnecessary  government  funded  medical  clinics. 

The  Rural  Health  Committee  has  also,  during 
this  past  year,  studied  the  State’s  proposal  to  estab- 
lish a physician  recruitment  office  for  South  Caro- 
lina. The  committee  recommended  that  the 
SCMA  oppose  this  action  as  South  Carolina  was 
currently  experiencing  a net  gain  of  some  200 
physicians  each  year  without  incurring  the  ex- 
pense of  operating  a state  office  for  physician 


recruitment.  The  committee  suggested  further 
that  the  SCMA  continue  its  physician  placement 
service  and  increase  the  charge  for  this  service  to 
$25.00  per  year  to  each  physician  and  opportunity 
wishing  to  subscribe  to  the  service.  As  stated,  this 
program  should  be  considered  a service  and  not  a 
recruitment  effort. 

Other  matters  which  the  committee  has  studied 
this  past  year  include  the  regulations  which  estab- 
lish the  criteria  for  health  manpower  shortage 
area  designations;  SCMA  participation  w ith  the 
Alabama  Medical  Association  in  a law  suit  against 
the  U.  S.  Department  of  Health  and  Human  Ser- 
vices concerning  the  establishment  of  rural  health 
initiative  clinics;  and  with  cooperation  from  the 
various  local  medical  societies,  we  have  attempted 
to  monitor  the  need  and  activities  of  the  rural 
health  initiative  and  community  comprehensive 
health  clinics  in  South  Carolina. 

The  SCMA  Rural  Health  Committee  has  been 
active  this  year.  We  have  had  informative  meet- 
ings. The  committee  members  have  given  of  their 
time  on  your  behalf  to  meet  the  charge  assigned  to 
this  committee. 

Respectfully  submitted, 

Milton  D.  Sarlin,  M.D.,  Chairman 

COMMISSION  ON  SCIENTIFIC 
AFFAIRS  AND  MEDICAL 
EDUCATION 

The  Commission  on  Scientific  Affairs  and  Med- 
ical Education  is  responsible  for  coordinating  and 
reporting  to  Council  the  activities  of  the  SCMA 
committees  on:  Perinatal  and  Maternal  Health, 
Voluntary  Cost  Containment,  Continuing  Medi- 
cal Education,  Nursing  and  Other  Non-M.D. 
Health  Professionals,  SCMA/SCNA  Joint  Practice 
Liaison  and  SCMA/SCHA  Joint  Project  to  Im- 
prove Relations  in  the  Hospital.  The  Commision  is 
also  responsible  for  conducting  liaison  activities 
with  DHEC  s Hospital  Advisory  Council,  the 
Commission  on  Higher  Education,  and  the  South 
Carolina  Nursing  Board.  The  Commission  has 
reviewed  and  recommended  standards  for  am- 
bulatory surgery  clinics  through  SCMA  Council  to 
DHEC. 

Respectfully  submitted, 

Kenneth  N.  Owens,  M.D. , Commissioner 
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COMMITTEE  ON  ALCOHOL, 
DRUG  ABUSE  AND  IMPAIRED 
PHYSICIANS 

The  committee  has  organized  itself  by  medical 
region  and  now  has  a minimum  ol  one  member 
representing  each  of  SCMA’s  nine  medical  dis- 
tricts. Activities  have  been  further  subdivided  into 
two  subgroups  on  action  and  ethics.  The  Physi- 
cians Action  Committee  intevenes  with  impaired 
physicians  and  the  Physicians  Ethics  Committee 
serves  to  report  impaired  physicians  to  the  State 
Roard  of  Medical  Examiners  in  the  event  that 
voluntary  participation  in  rehabilitation  is  unob- 
tainable by  the  action  subcommittee.  Members 
have  undergone  intervention  training.  The  Com- 
mittee has  also  developed  contracts  for:  (1)  enter- 
ing and  completing  rehabilitation,  and  (2)  follow- 
up care.  The  former  requires  the  impaired  physi- 
cian to  enter  and  complete  rehabilitation  within 
one  year  of  signing  and  the  latter  agrees  to  two 
year's  follow-up,  during  which  the  physician 
agrees  to  participate  in  an  A.  A.  Program  and  work 
with  an  assigned  supervisory  physician  during  the 
two  year  period.  The  Committee  also  agreed  to 
form  a "Caduceus  Club.  The  club  has  been 
formed  and  will  provide  the  forum  for  impaired 
physicians  to  meet  and  discuss  mutual  concerns. 

Respectfully  submitted, 

Skottowe  B.  Fishburne,  M.D.,  Chairman 


COMMITTEE  ON 
CONTINUING  MEDICAL 
EDUCATION 

The  committee  conducted  a reaccreditation 
survey  on  McLeod  Regional  Medical  Center,  re- 
viewed and  approved  the  revised  CME  essentials 
of  the  Accreditation  Council  for  Continuing  Med- 
ical Education,  and  dedicated  the  majority  of  its 
efforts  to  planning  of  Scientific  Sessions  for 
SCMA’s  Annual  Meeting.  The  committee  is  also 
responsible  for  generation  of  SCMA  support  for 
continued  funding  of  the  Health  Communica- 
tions Network. 

Respectfully  submitted, 

Frederic  G.  Jones,  M.D.,  Chairman 
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MEDIATION  COMMITTEE 

The  Mediation  Committee  of  the  South  Caro- 
lina Medical  Association  met  twice  during  the 
past  twelve  months.  During  these  meetings,  six 
complaints  were  heard  and  reviewed  by  the  com- 
mittee. Of  those  complaints  heard,  all  have  been 
settled  and  closed. 

Fit  teen  complaints  came  to  our  committee  dur- 
ing the  past  year.  Nine  of  these  were  referred  to 
the  component  societies.  Disposition  of  the  other 
six  complaints  is  reported  above. 

Currently  24  out  of  a total  of  40  county  medical 
societies  have  active  grievance  committees,  capa- 
bly handling  complaints  that  originate  within 
their  jurisdiction. 

The  committee  also  drew  up  voluntary  physi- 
cian advertising  guidelines  which  were  approved 
by  the  SCMA  Council  and  made  a part  of  the 
SCMA  Code  of  Ethics.  These  guidelines  were 
made  available  to  all  members  of  the  SCMA  and 
were  mailed  to  each  County  Medical  Society 
President. 

Respectfully  submitted, 

Boyce  M.  Lawton,  Jr.,  M.D.,  Chairman 


SCMA/SCHA  JOINT  PROJECT 
COMMITTEE 

The  committee  conducted  a conference  for 
Trustees,  Physicians  and  Administrators  to  define 
roles  and  responsibilities  of  trusteeship,  medical 
staffs’  function  as  an  organized  body  and  the 
administrator’s  function  in  carrying  out  directives 
of  the  Board  of  Trustees.  The  role  of  long  range 
strategic  planning  and  case  studies  concluded  the 
program.  In  total,  128  people  attended,  32  of 
which  were  administrators,  34  medical  staff,  and 
62  trustees. 

Plans  include  conducting  a second  conference 
on  September  11,  1982  and  to  continue  to  promote 
consultative  programs.  The  committee  is  develop- 
ing an  orientation  guide  for  new  medical  staff 
members  as  well  as  a leadership  conference  for 
medical  staff  officers.  This  will  be  held  in  con- 
junction with  its  September  meeting. 
Respectfully  submitted, 

Joseph  W.  Taber,  Jr.,  M.D.,  Chairman 
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Indications 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  in  the  ampicil- 
lin  class  and  its  use  should  be  confined  to  these  indications:  Treat- 
ment of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta- 
hemolytic  streptococci 

Bronchitis  and  pneumonia  caused  by  S.  pneumoniae  (for- 
merly D.  pneumoniae) 

Otitis  media  caused  by  S.  pneumoniae  (formerly  D.  pneu- 
moniae)  and  H.  influenzae 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H. 
influenzae  * 

‘Though  clinical  improvement  has  been  shown,  bacteriologic 
cures  cannot  be  expected  in  all  patients  with  chronic  respira- 
tory disease  due  to  H . influenzae . 

SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused 
by  Group  A beta-hemolytic  streptococci  and  staphylococci,  non- 
penicillinase producers. 

URINARY  TRACT  INFECTIONS  caused  by  E . coli  and  P.  mirabilis. 
(This  drug  should  not  be  used  in  any  E.  coli  and  P.  mirabilis 
infections  other  than  urinary  tract.) 

NOTE:  Perform  cultures  and  susceptibility  tests  initially  and  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  and  susceptibil- 
ity of  bacteria.  Therapy  may  be  instituted  prior  to  results  of 
sensitivity  testing. 

Contraindications  Contraindicated  in  individuals  with  history  of 
an  allergic  reaction  to  penicillins. 

Warnings  Cyclacillin  should  only  be  prescribed  for  the  in- 
dications listed  herein. 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ampicillin  class.  However,  clinical  trials  demonstrated  it  is 
efficacious  for  recommended  indications. 

Serious  and  occasional  fatal  hypersensitivity  (anaphylac- 
toid) reactions  have  been  reported  in  patients  on  penicil- 
lin. Although  anaphylaxis  is  more  frequent  following 
parenteral  use,  it  has  occurred  in  patients  on  oral  penicil- 
lins. These  reactions  are  more  apt  to  occur  in  individuals 
with  history  of  sensitivity  to  multiple  allergens.  There  are 
reports  of  patients  witn  history  of  penicillin  hypersen- 
sitivity reactions  who  experienced  severe  hypersensitivity 
reactions  when  treated  with  a cephalosporin.  Before  peni- 
cillin therapy,  carefully  inquire  about  previous  hypersen- 
sitivity reactions  to  penicillins,  cephalosporins  and  other 
allergens.  If  allergic  reaction  occurs,  discontinue  drug  and 
initiate  appropriate  therapy.  Serious  anaphylactoid  reac- 
tions require  immediate  emergency  treatment  with  epine- 
phrine. Oxygen,  I.V.  steroids,  airway  management, 
including  intubation,  should  also  be  administered  as 
indicated. 


Precautions  Prolonged  use  of  antibiotics  may  Dromote  over- 
growth of  nonsusceptible  organisms.  If  superinfection  occurs, 
take  appropriate  measures. 

PREGNANCY:  Pregnancy  Category  3.  Reproduction  studies  per- 
formed in  mice  and  rats  at  doses  up  to  10  times  the  human  dose 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin.  There  are,  however,  no  adequate  and  well-con- 
trolled studies  in  pregnant  women.  Because  animal  reproduction 
studies  are  not  always  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed. 

NURSING  MOTHERS:  It  is  not  known  whether  this  drug  is  ex- 
creted in  human  milk.  Because  many  drugs  are,  exercise  caution 
when  cyclacillin  is  given  to  a nursing  woman. 

Adverse  Reactions  Oral  cyclacillin  is  generally  well  tolerated. 
As  with  other  penicillins,  untoward  sensitivity  reactions  are  likely, 
particularly  in  those  who  previously  demonstrated  penicillin 
hypersensitivity  or  with  history  of  allergy,  asthma,  hay  fever,  or 
urticaria.  Adverse  reactions  reported  witn  cyclacillin:  diarrhea  (in 
approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in 
60).  Isolated  instances  of  headache,  dizziness,  abdominal  pain, 
vaginitis,  and  urticaria  have  been  reported.  (See  WARNINGS) 
Other  less  frequent  adverse  reactions  which  may  occur  and  are 
reported  with  other  penicillins  are  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and  eosino- 
philia.  These  reactions  are  usually  reversible  on  discontinuation  of 
therapy. 

As  with  other  semisynthetic  penicillins,  SGOT  elevations  have 
been  reported. 

As  with  antibiotic  therapy  generally,  continue  treatment  at  least 
48  to  72  hours  after  patient  becomes  asymptomatic  or  until  bac- 
terial eradication  is  evidenced.  In  Group  A beta-hemolytic 
streptococcal  infections,  at  least  10  days'  treatment  is  recom- 
mended to  guard  against  risk  of  rheumatic  fever  or  glomerulone- 
phritis. In  chronic  urinary  tract  infection,  frequent  bacteriologic 
and  clinical  appraisal  is  necessary  during  therapy  and  possibly 
for  several  months  after.  Persistent  infection  may  require  treat- 
ment for  several  weeks. 


Cyclacillin  is  not  indicated  in  children  under  2 months  of  age. 
Patients  with  Renal  Failure  Cyclacillin  may  be  safely  administered 
to  patients  with  reduced  renal  function.  Due  to  prolonged  serum 
half-life,  patients  with  various  degrees  of  renal  impairment  may 
require  change  in  dosage  level  (see  DOSAGE  AND  ADMINIS- 
TRATION in  package  insert). 


Dosage  (Give  in 

equally  spaced  doses) 

INFECTION 

Respiratory 

Tract 

ADULTS 

CHILDREN* 

Tonsillitis  & 

250  mg  q.  i.d. 

body  weight  < 20  kg 
(44  lbs)  1 25  mg  q.  i.d. 
body  weight  > 20  kg 
(44  lbs)  250  mg  q.i.d. 

Pharyngitis 

Bronchitis  and 
Pneumonia 

Mild  or 
Moderate 

250  mg  q. i.d. 

50  mg/kg/day  q.i,d. 

Infections 

Chronic 

Infections 

500  mg  q.  i.d. 

100  mg/kg/day  q.i.d. 

Otitis  Medio 

250  mg  to  500  mg 
q-i  d T 

50  to  100  mg/kg/dayT 

Skin  & Skin 

250  mg  to  500  mg 

50  to  100  mg/kg/day'!' 

Structures 

q.  i.d. T 

Urinary  Tract 

500  mg  q.  i.d. 

1 00  mg/kg/day 

‘Dosage  should  not  result  in  a dose  higher  than  that  for  adults, 
“depending  on  severity 

How  Supplied  Tablets  250  mg  and  500  mg  in  bottles  of  100. 
Oral  Suspension  125  mg  and  250  mg  per  5 ml  in  bottles  to  make 
100  ml  and  200  ml  of  Suspension. 


Wyeth  Laboratories 

1 A A Philadelphia.  Pa  19101 
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COMMITTEE  TO  THE  STATE 
BOARD  OF  MEDICAL 
EXAMINERS 


The  Committee  to  the  State  Board  of  Medical 
Examiners  was  formed  about  1976  in  response  to  a 
change  in  the  Medical  Practice  Act,  at  which  time 
the  disciplinary  procedures  were  added  to  it.  A 
committee  was  appointed  by  Council  to  meet  and 
work  with  the  Board  of  Medical  Examiners  re- 
garding the  rules  and  regulations  setting  up  this 
part  of  the  Act.  As  I recall,  two  such  meetings  were 
held  and  they  were  very  satisfactory  and 
productive. 

Since  then,  there  has  been  very  little  business 
for  the  committee  to  perform.  In  fact,  it  has  not 
met  in  several  years.  This  past  year  there  was 
considerable  interface  between  the  Board  of  Med- 
ical Examiners  and  the  South  Carolina  medical 
Association;  however,  this  was  of  such  importance 
that  it  was  held  on  Council  level,  and  the  commit- 
tee was  not  involved. 

This  committee  met  once  this  year  to  try  to 
determine  its  possible  usefulness  in  ways  in  which 
it  could  be  used  for  the  benefit  of  the  Association. 
Such  things  as  workshops  or  area  meetings  with 
some  of  the  Board  of  Examiners  present  to  explain 
and  to  further  make  various  members  of  the  asso- 
ciation aware  of  what  the  Medical  Practice  Act 
was  and  what  it  did  was  considered.  After  much 
consideration  this  was  deferred  to  a later  date  for 
more  thought  and  has  not  been  really  acted  on  at 
this  time. 

Due  to  the  fact  that  the  President  of  the  Board 
of  Medical  Examiners  is  now  an  Ex-Officio  mem- 
ber of  Council  and  is  there  for  all  Council  meet- 
ings, there  will  probably  be  little  use  for  the 
committee  in  the  future  as  far  as  the  Board  of 
Medical  Examiners  is  concerned.  This  is  also  the 
feeling  of  the  President  of  the  Board  of  Medical 
Examiners,  Dr.  Foster  Marshall,  III.  Actually  the 
areas  explored  would  be  a “make  work’  type 
situation,  which  is  probably  not  very  desirable. 
Due  to  these  factors,  it  is  my  recommendation  that 
the  committee  is  probably  redundant  and  should 
be  discontinued. 

Respectfully  submitted. 

J.  Hal  Jameson , M.D.,  Chairman 
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REPORTS/RESOLUTIONS  — 1982 


COMMITEE  ON  NURSING  AND 
OTHER  NON-M.D.  HEALTH 
PROFESSIONALS 

The  committee  reviewed  the  work  of  the  Task 
Force  to  Study  Nursing  Competency  and  deter- 
mined it  to  be  of  limited  value.  It  has  assisted  the 
S.  C.  Department  of  Education  in  recruiting  phy- 
sician speakers  for  the  Department’s  Annual 
School  Nurse  Conference.  The  committee  re- 
viewed and  referred  to  Council  its  arguments 
against  the  right  of  the  State  Board  of  Nursing  to 
increase  fines  for  violations  of  the  Nurse  Practice 
Act  and  discussed  nurse  midwifery,  agreeing  an 
in-depth  evaluation  is  necessary. 

Respectfully  submitted, 

David  K.  Stokes,  M.D.,  Chairman 


COMMITTEE  ON  PERINATAL 
AND  MATERNAL  HEALTH 

The  committee  continued  to  investigate  mater- 
nal and  infant  mortalities  and  report  findings  to 
the  responsible  physician.  The  committee  is  work- 
ing with  DHEC  on  a retrospective  study  of  out- 
comes of  a matched  cohort  of  pregnant  diabetic 
women  having  successful  and  unsuccessful  out- 
comes. The  purpose  is  to  determine  areas  of  pa- 
tient management  affecting  successful  and  unsuc- 
cessful births.  The  committee  monitors  the  status 
of  prenatal  care  in  South  Carolina  and  plans  to 
monitor,  with  DHEC’s  assistance,  the  outcomes 
and  patient  management  of  lay  midwives. 
Respectfully  submitted, 

Henry  C.  Heins,  Jr.,  M.D.,  Chairman 


RESOLUTION  TO  BE  PRESENTED  AND  VOTED 
ON  AT  ANNUAL  MEETING 


Submitted  by:  South  Carolina  Oncology 

Society 

U.  Hoyt  Bodie,  M.D., 

President 

Subject:  SCMA  Recognition  of  the 

South  Carolina  Oncology  Soci- 
ety as  a Component  Specialty 
Society 

W HERE  AS,  The  South  Carolina  Oncology  So- 
ciety is  a well  organized  sub-specialty  society  serv- 
ing the  entire  State  of  South  Carolina,  and  it  does 
have  formal  constitution  and  bylaws  adopted  ap- 
proximately three  years  ago,  and 

W HERE  AS,  the  South  Carolina  Oncology  Soci- 
ety is  made  up  of  surgical  oncologists,  medical 
oncologists,  radiation  oncologists,  and  any  physi- 
cian in  the  State  who  has  a special  practice  interest 
in  cancer  treatment,  and 


W HERE  AS,  there  are  multiple  organizations 
represented  in  this  society  that  are  recognized  by 
the  AMA  such  as  the  American  Society  of  Internal 
Medicine,  and  the  American  Society  of  Therapeu- 
tic Radiology,  and 

W HERE  AS,  recognition  of  the  South  Carolina 
Oncology  Society  by  the  South  Carolina  Medical 
Association  would  be  helpful  from  the  standpoint 
of  carrying  out  effective  negotiations  with  Blue 
Cross-Blue  Shield  and  other  insurance  carriers 
when  we  have  problems  concerning  patient  cov- 
erage, and, 

W HERE  AS,  present  total  membership  of  the 
South  Carolina  Oncology  Society  is  78  members, 
with  a larger  number  anticipated  during  this  fis- 
cal year,  therefore  be  it 

RESOLVED,  that  the  South  Carolina  Medical 
Association  recognizes  the  South  Carolina  Oncol- 
ogy Society  as  a component  specialty  society. 
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The  following  editorial  is  abstracted  from  an  address  by  our  outgoing  President , which  was  given  at  a 
public  forum  on  " Reverence  For  Life ’ on  February  23, 1982.  We  felt  that  the  thoughts  of  our  sage  from 
Pickens  County  would  be  well  worth  sharing  with  our  readership. 


— CSB 


GUEST  EDITORIAL:  “CAUGHT  BETWEEN  LIFE  AND  DEATH” 


The  topic  assigned  to  me,  "Caught  Between 
Life  and  Death,  provided  me  with  considerable 
leeway-  Having  practiced  medicine  for  nearly  30 
years,  I have  had  occasion  to  make  a great  many 
reflections  on  life  and  death.  At  this  symposium, 
the  three  classic  professions  — ministry,  the  law, 
and  medicine  — are  all  represented.  Perhaps  the 
failure  for  our  professions  to  prepare  our  people 
for  death  brings  us  together  on  this  occasion. 

Over  2400  years  ago,  Socrates,  as  he  mused  over 
his  cup  of  hemlock,  remarked:  "Nobody  knows,  in 
fact,  what  death  is,  not  whether  to  man  it  is  not 
perchance  the  greatest  of  all  blessings,  yet  people 
fear  it  as  if  they  surely  knew  it  to  be  the  w orst  of  all 
evils!  We  might  ask  whether  we  have  made 
progress  since  that  time. 

The  lawr  fails  miserably  when  it  causes  the 
dehumanization  of  individuals  by  demanding 
they  be  kept  on  machines  when  all  hope  of  mean- 
ingful life  is  gone.  Medicine  fails  most  miserably 
of  all  if  and  when  we  educate  physicians  who  are 
poorly  rounded  and  more  concerned  with  things 
other  than  humans. 

A good  physician  is  no  more  merely  engaged  in 
applying  theoretical  and  technical  knowledge 
than  a good  musician  is  merely  engaged  in  apply- 
ing theoretical  and  technical  principles  of  music. 
Though  aided  by  science  and  technology,  the 
physician  is  neither  a scientist  nor  a technologist, 
nor  is  he  a human  engineer.  Bather,  the  physician 
is  the  practitioner  of  an  ancient  art  which  has  been 
refined  and  enhanced  over  the  centuries  through 
science  and  technology.  The  physician  is  a person 
possessed  with  highly  refined  scientific  medical 
knowdedge  and  engaged  on  a day-to-day  basis  in 
making  decisions  which  cannot  be  reduced  to 
universally  applicable  rule-governed  formulas. 
Healing  — no  matter  how  much  it  is  enhanced  by 


scientific  and  technological  advances  and  discov- 
eries — is  nonetheless,  and  always  has  been,  a 
fundamentally  human  and  humanistic  activity. 
Healing  is  a wholistic  endeavor. 

Let  us  return  to  our  question.  The  question 
posed  by  this  forum,  in  my  opinion,  pertains  to 
reverence  for  human  life,  of  living  well  and  dying 
well.  My  special  question  concerns  the  role  of 
medicine  in  this  reverence  for  life.  This  calls  to 
mind  the  words  of  Miguel  de  Unamuno:  "Science 
says,  we  must  live,  and  seek  the  means  of  prolong- 
ing, increasing,  facilitating  and  amplifying  life,  of 
making  it  tolerable  and  acceptable:  . . . Wisdom 
says,  we  must  die,  and  seeks  how  to  make  us  die 
well. 

As  a fighter  pilot  in  World  War  II,  I witnessed 
many  sudden  deaths.  In  30  years  as  a practicing 
physician,  I have  presided  over  births  in  the  thou- 
sands and  deaths  in  the  hundreds.  I conclude  that 
death  is  easy  and  birth  — for  the  one  being  born 
— is  one  of  the  most  difficult  things  we  ever  go 
through.  In  contrast,  death  is  difficult  for  those 
around  us,  while  birth  is  usually  a delight. 

Perhaps  it  is,  within  our  life  span,  not  death 
which  is  so  important,  but  rather  our  attitudes 
toward  death,  particularly  the  emotion  of  fear. 
Let  me  provide  two  examples  — diametrically 
apart  — from  literature.  The  first  of  these  is  from 
John  Donne  s "Meditations  : 

I observe  the  physician  with  the  same  dili- 
gence as  hee  the  disease;  I see  hee  feares,  and 
I feare  with  him;  I overtake  him,  I overrun 
him  in  his  feare,  and  I go  the  faster,  because 
he  makes  his  pace  slow:  I feare  the  more, 
because  he  disguises  his  feare,  and  I see  it 
with  the  more  sharpnesse,  because  hee  would 
not  have  me  see  it.  He  knowes  that  his  feare 
shall  not  disorder  the  practice  and  exercise  of 
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his  art,  but  he  knows  that  my  feare  may 
disorder  the  affect,  and  working  of  his 
practice. 

The  second  is  from  Jean  Giraudoux,  who 
summed  it  up  by  saying:  “I  am  not  afraid  of  death. 
It’s  the  stake  one  puts  up  in  order  to  play  the  game 
of  life.” 

People’s  attitude  will  vary  towards  death  from 
a very  apprehensive  John  Donne  to  the  carefree 
Jean  Giraudoux  position.  In  my  opinion,  the 
height  of  the  art  of  medicine  can  only  be  achieved 
with  the  utmost  respect  for  the  individual  and  his 
attitudes.  Let  me  quote  to  you  from  Harrison  s 
Principles:  “The  true  physician  has  a Shake- 
spearean breath  of  interest  in  his  patients  whether 
they  be  wise  or  foolish,  proud  or  humble,  the  stoic 
hero  or  the  whining  rogue.  ” Such  respect  is  best 
achieved  when  patient  choices  are  reached 


through  the  patient  and  the  physician,  cooperat- 
ing together. 

Human  social  potential  is  realized  when  indi- 
viduals can  attain  self-realization  through  choice. 
Man  must  be  given  the  opportunity  to  fail  or 
succeed.  Remove  this  opportunity  — remove  his 
ability  to  make  decisions  for  himself  — and  you 
destroy  individuality.  The  responsibility  of  social 
institutions  is  to  ensure  this  freedom  by  acting  to 
encourage  tolerance  of  and  respect  for  choice  in 
all  matters,  both  economic  and  social. 

I cannot  resist  ending  these  reflections  with  the 
penetrating  words  of  Paul  Tillich:  “In  the  depth  of 
the  anxiety  of  having  to  die  is  the  anxiety  of  being 
eternally  forgotten.” 

William  H.  Hunter,  M.D. 

1 Hunter  Court 

Clemson,  South  Carolina  29631 


CHILDREN  AND  CHIROPRACTIC 


While  doing  research  for  last  month’s  editorial 
on  chiropractic,  I learned  that  a major  argument 
for  better  laws  to  limit  the  scope  of  chiropractic 
concerns  children.  Adults  can  choose  their  health 
care  providers;  children  cannot.  Children  there- 
fore are  vulnerable  to  the  activities  of  those  health 
care  providers  who  exceed  the  limits  of  their 
competence. 

A few  days  after  I’d  finished  the  editorial,  I was 
discussing  with  some  academic  physicians  the 
need  for  all  physicians  to  support  organized  medi- 
cine. One  protested:  “That’s  just  politics.  I 
pointed  out  that  the  need  to  limit  the  scope  of 
practice  of  certain  health  care  providers  such  as 
chiropracters  represents  a significant  problem  for 
all  of  us. 
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The  next  week,  an  academic  physician  who  had 
been  present  at  the  meeting  told  me,  “You’re 
absolutely  right.”  He  told  me  of  a 12-year-old 
child  he’d  just  seen  in  consultation.  A major  prob- 
lem which  could  have  been  corrected  by  a compe- 
tent physician  specialist  at  an  earlier  age  had  be- 
come irreversible  because  the  child’s  parents  had 
listened  to  a chiropracter  who  had  told  them  that 
“only  chiropractic  can  help. 

Later  the  same  day,  a soft,  lulling  commercial 
came  over  my  car  radio.  The  commercial  claimed 
that  the  young  bodies  of  children  needed  chi- 
ropractic. It  left  one  with  the  sense  of  false  se- 
curity that  chiropractic  is  comprehensive  health 
care  for  the  young. 

Can  there  be  any  doubts? 

— CSB 


The  Journal  of  the  South  Carolina  Medical  Association 


EXHIBITORS,  1982  ANNUAL  MEETING 


The  scientific  and  technical  exhibits  at  the  1982 
SCMA  Annual  Meeting  will  feature  the  latest  in 
medical  products,  services  and  technical  displays. 
Preregistered  exhibitors  include: 

American  General  Capital  Planning,  Inc. 
American  Medical  International,  Inc. 
Armour  Pharmaceutical  Company 
Biomedical  Reference  Laboratories,  Inc. 
Bristol  Laboratories 
Business  Application  Systems,  Inc. 

CBI  Financial  Management  Systems 
CIBA  Pharmaceutical  Company 
Data- Med 

Dorsey  Laboratories 
Encyclopaedia  Britannica 
Fenwick  Hall 
Geer  Health  Services 
Gerber  Products  Company 
Hospital  Corporation  of  America 
E.  F.  Hutton  & Company,  Inc. 

International  Medical  Electronics,  Ltd. 

McNeil  Pharmaceutical 

Mead  Johnson  Nutritional  Division 


Merck  Sharp  & Dohme 
Omni  American 
Pfizer  Laboratories  Division 
Quality  Care  Nursing  Agency 
William  H.  Rorer,  Inc. 

Sandoz  Pharmaceuticals 
Searle  Laboratories 
Smith  Kline  & French  Laboratories 
S.C.D.H.E.C.,  Bureau  of  Labs 
S.C.D.H.E.C.,  Division  of  Chronic  Disease, 
Special  Projects  Section 
S.C.D.H.E.C.,  Bureau  of  Home  Health 
Services 

S.C.D.H.E.C.,  Bureau  of  Public  Health 
Services 
Southern  Bell 
Tacoma  Enterprises 
Upjohn  Health  Care  Services 
U.  S.  Air  Force 

U.  S.  Army  Medical  Department 
Vocational  Rehabilitaton,  Disability 
Determination  Division 
Winchester  Surgical  Supply  Company 


Puzzled? 


Diagnosing  this  disease 
is  difficult. 

If  youVe  found  any  of 
these  problems  . . . 

Hypertension 
GZf,  Sleep  Disturbances 
m Depression 

the  primary  disease 
may  be  alcoholism. 

When  you  diagnose  alcoholism, 
you  offer  your  patient 
a chance  for  complete  recovery 


Specializing  in  the  treatment  of 
alcoholism  and  drug  dependency  conditions 

311  Jones  Mill  Road  •Statesboro,  Georgia  30458 
91 2-764-6236«JCAH  Accredited 
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In  the  treatment  of  impetigo - 

•100%  cure  rate  with 

Tegopen'Icloxacilin  sodium] 

• only  a 60%  cure  rate  with  penicillin  V-K 


As  seen  on  After  one  week  Two  weeks  after 

admission  of  penicillin  V-K  initiation  of 

therapy  TEGOPEN  therapy 


Treatment  failure  was  judged  to  have  occurred  when  lesions  increased  in  size  and/or  number  during 
the  initial  week  of  treatment  with  penicillin  V-K.  No  treatment  failures  occurred  with  Tegopen. 

*Data  on  file,  Bristol  Laboratories. 


■ 


Brief  Summary  of  Prescribing  Information 

TEGOPEN® 

(cloxacillin  sodium) 

Capsules  and  Oral  Solution 

For  complete  information,  consult  Official  Package  Circular.  (12)  9/11/75 

INDICATIONS: 

Although  the  principal  indication  for  cloxacillin  sodium  is  in  the  treatment  of  infections  due  to 
penicillinase-producing  staphylococci,  it  may  be  used  to  initiate  therapy  in  such  patients  in 
whom  a staphylococcal  infection  is  suspected.  (See  Important  Note  below.) 

Bacteriologic  studies  to  determine  the  causative  organisms  and  their  sensitivity  to  cloxacillin 
sodium  should  be  performed. 

IMPORTANT  NOTE 

When  it  is  judged  necessary  that  treatment  be  initiated  before  definitive  culture  and  sensitivity 
results  are  known,  the  choice  of  cloxacillin  sodium  should  take  into  consideration  the  fact  that  it 
has  been  shown  to  be  effective  only  in  the  treatment  of  infections  caused  by  pneumococci, 
Group  A beta-hemolytic  streptococci,  and  penicillin  G-resistant  and  penicillin  G-sensitive 
staphylococci.  If  the  bacteriology  report  later  indicates  the  infection  is  due  to  an  organism  other 
than  a penicillin  G-resistant  staphylococcus  sensitive  to  cloxacillin  sodium,  the  physician  is 
advised  to  continue  therapy  with  a drug  other  than  cloxacillin  sodium  or  any  other  penicillinase- 
resistant  semi-synthetic  penicillin 


Recent  studies  have  reported  that  the  percentage  of  staphylococcal  isolates  resistant  to 
penicillin  G outside  the  hospital  is  increasing,  approximating  the  high  percentage  of  resistant 
staphylococcal  isolates  found  in  the  hospital  For  this  reason,  it  is  recommended  that  a 
penicillinase-resistant  penicillin  be  used  as  initial  therapy  for  any  suspected  staphylococcal 
infection  until  culture  and  sensitivity  results  are  known. 

Cloxacillin  sodium  is  a compound  that  acts  through  a mechanism  similar  to  that  of  methicillin 
against  penicillin  G-resistant  staphylococci.  Strains  of  staphylococci  resistant  to  methicillin 
have  existed  in  nature  and  it  is  known  that  the  number  of  these  strains  reported  has  been 
increasing  Such  strains  of  staphylococci  have  been  capable  of  producing  serious  disease,  in 
some  instances  resulting  in  fatality  Because  of  this,  there  is  concern  that  widespread  use  of  the 
penicillinase-resistant  penicillins  may  result  in  the  appearance  of  an  increasing  number  of 
staphylococcal  strains  which  are  resistant  to  these  penicillins 
Methicillin-resistant  strains  are  almost  always  resistant  to  all  other  penicillinase-resistant 
penicillins  (cross-resistance  with  cephalosporin  derivatives  also  occurs  frequently). 
Resistance  to  any  penicillinase-resistant  penicillin  should  be  interpreted  as  evidence  of  clinical 
resistance  to  all,  in  spite  of  the  fact  that  minor  variations  in  in  vitro  sensitivity  may  be 
encountered  when  more  than  one  penicillinase-resistant  penicillin  is  tested  against  the  same 
strain  of  staphylococcus. 

CONTRAINDICATIONS: 

A history  of  a previous  hypersensitivity  reaction  to  any  of  the  penicillins  is  a contraindication. 


RESULTS  OF  ORAL  THERAPY  revealed  a high 
percentage  of  treatment  failures  with  penicillin  V 
potassium,  but  no  failures  with  Tegopen. 

Given  Tegopen®  Given 

(cloxacillin  sodium]  penicillin  V-K 

Staphylococcus  aureus  (78  patients)  39  39 

Returned  to  clinic  at  one  week 29t 38t 

Treatment  failure  at  one  week 0 18(47.4%) 

Staphylococcus  aureus  and 

Streptococcus  pyogenes  (9  patients)  4 5 

Returned  to  clinic  at  one  week 4 5 

Treatment  failure  at  one  week 0 2(40%) 

No  initial  bacterial  growth  (14  patients)  9 5 

All  14  healed,  regardless  of  which 
antibiotic  was  administered. 

Beta-hemolytic  Streptococcus  (1  patient) 0 1 

TOTALS:  102  patients  52  patients  50  patients 


tEleven  patients  did  not  return  for  their  one-week  checkup  the  lesions  had  healed  One  patient  was  dropped  from  the  study, 

These  were  all  called  by  telephone,  and  their  families  reported  early,  because  of  adverse  reaction  to  medication 


STUDY: 

DESCRIPTION/PROTOCOL 

• 102  nonselected  subjects,  with  initial  bacteri- 
ology as  follows:  77%  Staphylococcus  aureus, 
9%  mixed  Staphylococcus  aureus  and  Strep- 
tococcus pyogenes,  and  1%  beta-hemolytic 
Streptococcus 

• All  patients  were  given  randomized  therapy— 
Tegopen  capsules  or  oral  solution,  or  penicillin 
V-K  tablets  or  oral  solution,  in  recommended 
dosages  according  to  body  weight. 


• All  patients  were  evaluated  after  one  week’s 
therapy.  If  there  was  no  improvement,  therapy 
was  switched  to  the  other  antibiotic.  The 
“other  antibiotic”  proved  to  be  Tegopen  100% 
of  the  time  because  no  treatment  failures  had 
occurred  with  Tegopen. 

• A final  assessment  of  progress  was  made  two 
weeks  after  initiation  of  Tegopen  therapy. 

fThe  remainder,  to  equal  100%,  consisted  of  14  patients  (13%) 
who  exhibited  no  initial  bacterial  growth.  These  14  were  all 
healed,  whether  given  Tegopen  or  penicillin  V-K. 


TEGOPEN 

Staajh  sodirri) 

-effective  therapy  for  staph  infections 
of  the  skin  and  skin  structures 


WARNING: 

Serious  and  occasionally  fatal  hypersensitivity  (anaphylactoid)  reactions  have  been  reported 
in  patients  on  penicillin  therapy.  Although  anaphylaxis  is  more  frequent  following  parenteral 
therapy  it  has  occurred  in  patients  on  oral  penicillins.  These  reactions  are  more  apt  to  occur  in 
individuals  with  a history  of  sensitivity  to  multiple  allergens.  . 

There  have  been  well  documented  reports  of  individuals  with  a history  of  penicillin 
hypersensitivity  reactions  who  have  experienced  severe  hypersensitivity  reactions  when 
treated  with  a cephalosporin.  Before  therapy  with  a penicillin,  careful  inquiry  should  be  made 
concerning  previous  hypersensitivity  reactions  to  penicillins,  cephalosporins,  and  other 
allergens.  If  an  allergic  reaction  occurs,  the  drug  should  be  discontinued  and  the  patient  treated 
with  the  usual  agents,  e g . pressor  amines,  antihistamines,  and  corticosteroids. 

Safety  for  use  in  pregnancy  has  not  been  established. 

PRECAUTIONS: 

The  possibility  of  the  occurrence  of  superinfections  with  mycotic  organisms  or  other  pathogens 
should  be  kept  in  mind  when  using  this  compound,  as  with  other  antibiotics.  If  superinfection 
occurs  during  therapy,  appropriate  measures  should  be  taken. 

As  with  any  potent  drug,  periodic  assessment  of  organ  system  function,  including  renal, 
hepatic,  and  hematopoietic,  should  be  made  during  long-term  therapy. 

ADVERSE  REACTIONS: 

Gastrointestinal  disturbances,  such  as  nausea,  epigastric  discomfort,  flatulence,  and  loose 


stools,  have  been  noted  by  some  patients.  Mildly  elevated  SGOT  levels  (less  than  100  units)  have 
been  reported  in  a few  patients  for  whom  pretherapeutic  determinations  were  not  made.  Skin 
rashes  and  allergic  symptoms,  including  wheezing  and  sneezing,  have  occasionally  been 
encountered.  Eosinophilia.  with  or  without  overt  allergic  manifestations,  has  been  noted  in 
some  patients  during  therapy. 

USUAL  DOSAGE: 

Adults:  250  mg.  q.6h. 

Children:  50  mg. /Kg. /day  in  equally  divided  doses  q.6h.  Children  weighing  more  than  20  Kg 
should  be  given  the  adult  dose.  Administer  on  empty  stomach  for  maximum  absorption. 

N B INFECTIONS  CAUSED  BY  GROUP  A BETA-HEMOLYTIC  STREPTOCOCCI  SHOULD  BE 
TREATED  FOR  AT  LEAST  10  DAYS  TO  HELP  PREVENT  THE  OCCURRENCE  OF  ACUTE  RHEUMATIC 
FEVER  OR  ACUTE  GLOMERULONEPHRITIS 

SUPPLIED: 

Capsules— 250  mg.  in  bottles  of  100  . 500  mg.  in  bottles  of  100 
Oral  Solution — 125  mg./5  ml.  in  100  ml.  and  200  ml  bottles. 


Bristol  Laboratories 

Division  of  Bristol-Myers  Company 

Syracuse,  New  York  13201 


BRISTOL® 


Copyright  ® 1981 , Bristol  Laboratories 


U.  S.  ARMY  MEDICAL  DEPARTMENT 


First  Year  Graduate  Medical  Education 

General 

The  Army  Medical  Department  (AMEDD)  operates  the  largest  unified  Graduate 
Medical  Education  (GME)  program  in  the  United  States  and  probably  in  the  free 
world.  The  AMEDD  is  one  of  the  most  mature  educational  systems  in  America.  The 
AMEDD’s  purpose  is  to  conduct  quality  GME  in  accredited  programs  of  the 
specialties  and  numbers  needed  to  produce  a Medical  Corps  composition  and 
strength  that  is  appropriate  to  the  needs  of  the  total  Army.  Programs  are  conducted 
at  all  eight  medical  centers  and  at  five  community  hospitals  (Forts  Benning,  Belvoir, 
Bragg,  Hood  and  Ord),  but  through  outreach  programs  from  these  parent  facilities 
many  other  Army  hospitals  are  involved  with  residency  training.  All  Army  medical 
training  programs  are  approved  by  the  Council  on  Medical  Education  of  the 
American  Medical  Association.  Virtually  all  recognized  residencies  are  offered.  Each 
Army  training  hospital  is  affiliated  with  a leading  nearby  medical  school.  The  range 
of  cases,  both  in  complexity  and  age,  is  virtually  impossible  to  duplicate  and  medical 
records  keeping  is  excellent.  The  well  trained  and  competent  ancillary  support  staff 
of  an  Army  Hospital  allows  residents  to  spend  a majority  of  their  time  treating 
patients,  not  doing  chores.  Also,  we  have  designed  our  programs  to  ensure  that  our 
residents  are  used  as  full-time  doctors  — not  part-time,  tag-along  onlookers.  Total 
patient  care  responsibility  is  stressed. 

Application 

During  the  summer  of  1983  the  AMEDD  will  offer  approximately  350  First  Year 
Graduate  Medical  Education  (FYGME)  positions.  Historically,  most  positions  are  fill- 
ed by  medical  school  graduates  who  were  Army  scholarship  participants.  However, 
the  AMEDD  actively  seeks  highly  qualified  civilian  student  applicants  who  have  no 
current  affiliations.  FYGME  programs  are  available  in  the  flexible,  categorical  and 
categorical  diversified  categories. 

Deadline  for  applications  is  1 September  1982.  All  applicants  are  encouraged  to  also 
participate  in  the  NIRMP.  Selections  for  the  Army  FYGME  Program  will  be 
announced  in  sufficient  time  for  selectees  to  withdraw  from  the  NIRMP. 

To  find  out  more  information  concerning  this  program,  the  eligibility  criteria,  service 
obligation,  benefits,  and  application  procedures  contact: 


CPT  Edward  R.  Miller,  MSC 
Eisenhower  Army  Medical  Center 
Fort  Gordon,  GA  30905 
(404)  790-6939 
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SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

AUXILIARY 

CONVENTION  ’82 

PIEDMONT  POTPOURRI  welcomes  you  to  Charleston  with  an  atmosphere  of  apples,  grapevines,  arts 
and  crafts  — a foothills  flavor  all  tied  up  in  cotton  and  calico.  Also  tied  up  in  calico  will  be  your  hostesses. 
They  will  be  wearing  a very  distinctive  pattern  done  up  in  blouses  and  bows.  So  watch  for  them,  and  count 
on  them  to  aid  you  in  whatever  way  they  can  to  make  your  stay  in  Charleston  and  at  Convention  ‘cotton- 
pickin'  good!!1 

On  Wednesday,  May  5,  our  Hospitality  Center  will  be  open  from  3:00  p.m.  until  5:00  p.m.  for 
registration,  renewal  of  old  acquaintances  and  meeting  new  friends.  Scrapbooks,  special  displays  and  the 
AMA-ERF  Boutique  will  all  be  set  up  in  the  Hospitality  Center.  Registration  hours  for  Thursday  will  be 
8:30  a.m.  until  5:00  p.m.  and  on  Friday  8:30  a.m.  until  9:30  a.m. 

P.P.R.  — Three  letters  you  will  instantly  recognize  — PFEASE  PRE-REGISTER.  Complete  registra- 
tion information  has  been  mailed  to  all  auxiliaries  and  will  also  be  included  in  SCAN.  We  will  not  be  able  to 
sell  any  tickets  or  include  any  tickets  for  the  “no  charge  items  during  Convention  unless  there  is  a 
cancellation.  Please,  don’t  miss  out.  REMEMBER,  P.P.R.!!! 

OF  SASSAFRAS  TEA  AND  SPRINGHOUSES 

Thursday  begins  with  breakfast  for  Executive  Board  members  at  9:00  a.m.  It  is  imperative  that  you  pre- 
register for  this!!!  Executive  Board  meeting  starts  at  10:30  a.m.  A “Country  Store’  break  will  refresh  us 
during  the  morning’s  activities  and,  we  hope,  evoke  some  pleasant  memories.  P.P.R. 

At  2:30  p.m.,  Thursday  afternoon,  Judith  K.  Shirley,  will  present  an  interesting  and  informative  talk  on 
“ Wardrobing,’  helping  us  to  take  some  of  those  wonderful  “old  things  we  have  in  the  back  of  the  closet, 
pull  them  on  the  front,  put  them  together  with  a few  new  things  and  look  as  if  you  just  stepped  out  of  the 
pages  of  VOGUE,  GLAMOUR  and  perhaps  TOWN  AND  COUNTRY.  Seating  for  this  treasure  will  be 
limited  so  remember  P.P.R!!! 

Our  Springhouse  takes  the  shape  of  the  Sheraton  pool  as  we  go  poolside  at  4:00  p.m.  for  a wine  tasting 
featuring  Truluek  Vineyards  from  Lake  City,  SC.  Wine,  cheese,  fruit  and  the  art  (for  show  and  sale)  of 
Chevis  Clark  and  Carol  McDaniel  Clark  will  create  a "sassy’  afternoon  for  Auxilians  and  their  spouses. 
Southern  Bank  and  Trust  Company  is  sponsoring  our  Wine  Tasting  so:  #1  — You  must  pre-register  and  #2 
— please  let  us  know  how  many  people  you  are  pre-registering  for.  THANK  YOU,  SOUTHERN  RANK 
AND  TRUST  COMPANY!!!! 

OF  BLUE  SKIES  AND  BERRY  BUCKETS 

Friday  features  a Farmhouse  breakfast  at  8:30  a.m.  The  breakfast  (P.P.R.)  will  get  us  in  just  the  right 
frame  of  mind  to  begin  our  House  of  Delegates  meeting  promptly  at  9:30  a.m.  DOWN  TO  BUSINESS 
AND  BRASS  TACKS!! 

Blue  skies  are  the  order  for  the  day  as  we  have  our  pre-luncheon  refreshments  outside  by  the  pool. 
(P.P.R.)  A Country  Store  and  Potter  (with  his  wares)  will  be  set  up  there  for  your  perusal  and  purchase. 
(Maybe  no  buckets  but  perhaps  a pot  for  your  berries.) 

Our  Southern  Heritage  Luncheon  in  honor  of  Past  State  Presidents  brings  us  back  inside.  The 
entertainment  during  lunch  will  be  in  keeping  with  our  Piedmont  Potpourri  theme.  Be  prepared  to  enjoy!! 
Please  Pre-Register! 

At  2:30  p.m.,  Roche  Laboratories  presents  a “Symposium  on  Depression/Anxiety.  A professional  actor/ 
actors,  trained  on  the  basis  of  actual  case  materials,  simulates  emotionally  disturbed  patients  and  responds 
to  various  modes  of  treatment.  Since  our  National  “Shape  Up  For  Life’  emphasis  this  year  is  on  stress,  this 
is  an  excellent  opportunity  to  become  more  aware  and  more  knowledgeable  in  this  area.  This  program  is 
for  physicians  but  is  being  made  available  to  Auxiliary  members.  Therefore,  seating  is  at  a premium  and 
reservations  are  a must.  PLEASE  PRE-REGISTER!!! 


April,  1982 


245 


OF  FOOTHILLS,  FARMHOUSES  AND  FOXFIRE 

The  Foothills  Festival  of  Fun,  Food  and  Frivolity  takes  place  on  Friday  evening.  This  event  is  in  honor 
of  South  Carolina  Medical  Association  President,  Dr.  William  H.  Hunter.  Make  your  reservations  for  this 
very  special  event  directly  through  SCMA. 

On  Saturday  a FOXFIRE  luncheon  sponsored  by  SOCPAC  takes  place.  Again,  please  make  your 
reservations  directly  through  SCMA. 

OF  BEESWAX,  BEDSTEADS  AND  BABIES 

Your  hotel  reservations  should  be  made  directly  to  the  Charleston  Sheraton  Hotel,  (803-723-3000),  170 
Lockwood  Drive,  Charleston,  SC  29403.  If  you  plan  to  make  Convention  a family  affair  and  need  a 
babysitter,  arrange  for  this  with  the  hotel  when  you  make  your  reservations  or  give  them  at  least  24  hours 
advance  notice  for  this  service. 

Many  of  your  fellow  Auxilians  have  been  “busy  as  bees  helping  to  create  a Convention  that  will  be  very 
informative  and  educational,  but  most  importantly,  one  that  will  be  a source  of  enjoyment  during  the  week 
of  May  6,  7 and  8 and  one  that  will  evoke  happy  memories  for  years  to  come!! 

Mrs.  Kenneth  W.  Smith  (Linda) 
Convention  Co-Chairman 


CLASSIFIED 

CLIO,  SC  29525  MARLBORO  COUNTY  FAM- 
ILY PRACTICE:  Opportunity  for  physician  in 
Medical  Center  owned  by  community  of  2,500  + 
with  5,600  patients.  Salary  and/or  percentage, 
NHSC  or  private  practice.  Excellent  medical  sup- 
port in  hospital  community  9 miles  from  Center. 
Regional  hospital  40  miles.  Center  provides  auto- 
mobile, gas  and  upkeep.  Lab  and  pharmacy  on 
premises.  Position  open  July  1,  1982.  Contact: 
Mrs.  Phyllis  McDonald,  Clio  Medical  Center,  PO 
Box  278,  Clio  29525,  (803)  586-2292. 

MEDICAL  INTERN  wanted  for  diagnosis,  treat- 
ment and  patient  care  in  all  areas  of  internal 
medicine.  Requires  6 years  college  including 
M.D.  Degree.  50  hours  per  week,  $16,397.00  per 
year.  Contact  John  Baggett,  Job  Service  of  South 
Carolina,  19  Hagood  St.,  Charleston,  South  Car- 
olina 29402. 

OB-GYN  needed  for  six-man  multispecialty 
group  in  Crossville,  a progressive  city  and  vicinity 
of  30,000  population  in  East  Tennessee,  located  on 
Cumberland  Plateau,  along  Interstate  40.  Draw- 
ing area  of  75,000.  Modern  Clinic  building  adja- 
cent to  250  bed  accredited  community  hospital. 
No  investment  necessary.  Guaranteed  salary  and 
fringe  benefits.  Abundant  recreational  facilities. 
Contact:  Mrs.  Louise  Taylor,  Business  Manager, 
Cumberland  Clinic  Foundation,  301  Hayes 
Street,  Crossville,  Tn.  38555  (615)  484-5171. 
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From  the  State  House: 

LEGISLATIVE  UPDATE 


May,  1982 


The  1982  Legislative  Session  begins  the  stretch  run  with  the  biggest  attention- 
getters  being  the  upcoming  legislative  races,  the  Annual  State  Appropriations  Bill  and 
last,  but  certainly  not  least,  Chiropractic. 

SCMA  CHIROPRACTIC  SCOPE  BILL  PASSES  STATE  SENATE!! 


After  more  than  three  weeks  of  filibusters  by  the  mixer  chiropractic  faction  in 
the  State  Senate,  S.636 , the  Chiropractic  Scope  Bill,  was  finally  given  a third  reading. 
Proponents  had  weathered  a last  ditch  filibuster,  beginning  Thursday,  April  29  and  run- 
ning without  interruption  until  final  passage  at  12:10  a.m.  on  Saturday,  May  1st.  It 
was  only  then  that  approximately  25  Senators  and  various  other  interested  parties — 
including  your  President,  William  Hunter — tredged  home  bleary-eyed  and  exhausted.  Nearly 
four-fifths  of  the  State  Senate  supported  us  (only  8-10  Senators  voted  against  us  out 
of  that  46-man  body).  Now  the  Bill  goes  to  the  House  of  Representatives  where  it  also 
must  be  given  three  readings  prior  to  final  passage. 

Opponents  have  been  making  some  rather  tenuous  arguments  that  Chiropractors  need 
diagnostic  tools  (i.e.,  urinalysis,  blood  tests)  so  that  they  can  determine  if  a patient 
has  a "medical"  problem  and  thereby  should  be  referred  to  a physician.  Most  Senators, 
disgusted  with  mixer  chiropractors  who  had  reneged  on  agreements  made  with  SCMA  earlier 
in  the  year,  refused  to  believe  such  arguments. 

Our  "floor  leaders"  did  an  outstanding  job,  and  they  should  be  thanked.  They  are: 
SznatoU>  H.  M cVonaZd,  Rabbin  and  Va ummond.  Others  to  be  thanked  and  who,  along  with  our 
floor  leaders  listed  above,  spent  approximately  48  straight  hours  (all  night  Thursday) 
during  the  last  filibuster  are:  Se.n6.  RuAAeJLt,  Macau£e.y,  L2.atk2A.man , ?att2AAon,  SandeAA 
McConneM,  SeXzZeA,  Rav2A2.£l,  CclyvOiqJLZ,  M.  E.  McVonaZd,  McLeod,  Le.v2.ntu>,  ?2.2t2A,  McGiZl, 
RtckaAcUon,  WooK.2.  and  TuAni.p£2.2.d,  Others  supporting  us  with  favorable  votes  were: 
Senators  Sat&zby,  Lou/U.2.,  WiMtamA,  GA2A&2XZ2.,  Gasvvuon,  Ruusking,  Sk&aZy,  Hotiand,  Voag, 
Ettu> , Wtse.,  H.  Smith  and  T.  Smith. 

Due  to  peculiarities  in  the  House  rules,  we  will  need  to  muster  a two-thirds  vote 
of  the  House  to  win  passage  of  S.636.  We  got  four-fifths  of  the  Senate,  so  we  know  we 
can  do  it.  Contact  your  Representatives  in  the  House  "NOW"  and  letTs  make  that  final 
hurdle  for  passage. 

MEDICAID  BUDGET 

The  full  House,  while  in  a rare  weekend  session  lasting  until  late  in  the  day, 
Saturday,  April  24th,  finally  passed  the  State  Appropriations  Bill  (for  fiscal  year 
1982-83).  That  bill,  H.3711 , includes  allocations  for  Medicaid  expenditures  for  physi- 
cians and  other  health  care  providers.  SCMA  had  been  urging  the  full  House  to  restore 
a part  of  the  4%  in  cuts  made  to  the  physician  reimbursement  portion.  Funds  for  nursing 
homes  were  not  cut  any  for  the  ’81-' 82  fiscal  year.  Budget  analysts  from  the  State  Tax 
Commission  advised  that  the  Budget  Bill  was  $30  million  in  arrears  due  to  lagging  tax 
receipts  and  most  of  the  attention  was  spent  on  efforts  to  put  the  Budget  Bill  in  the 
black. 
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We  continue  to  lobby  the  Senate  Finance  Committee  on  this  problem.  Meanwhile,  the 
Joint  Legislative  Committee  on  Health  Care  Planning  and  Oversight  continues  to  work  to 
weed  out  overpayment  by  DSS  to  nursing  home  operators.  That  committee  is  also  studying 
other  problems  surrounding  nursing  homes  and  the  general  ineptitude  of  DSS  in  managing 
the  nursing  home  program — a problem  which  surfaced  during  the  administration  of  James 
B.  Edwards — and  has  never  been  corrected.  Contact  your  State  Senator  for  action  on  this 
matter. 

S.750  - CHILD  RESTRAINT  LEGISLATION 

On  3/16/82  the  legislation  which  would  require  vehicle  passenger  restraints  for 
children  under  four  years  of  age  was  reported  out  of  the  House  Education  & Public  Works 
Committee  "favorable  with  amendments."  It  has  been  put  on  the  "contested  calendar"; 
however,  we  are  hopeful  of  action  on  this  measure  prior  to  adjournment.  The  bill  passed 
the  Senate  with  strong  support. 

H . 2044  - LEGISLATION  ALLOWING  PHYSICIANS  TO  DELEGATE  DUTIES  TO  UNLICENSED  PERSONNEL 

H.2044,  our  legislation  to  have  the  statutory  laws  reflect  the  physician’s  long- 
standing right  to  utilize  unlicensed  medical  personnel  in  his  private  office  practice, 
was  amended  on  the  Senate  floor  on  4/13/82.  The  amendments  reflect  agreements  reached 
between  SCMA  and  a sub-committee  of  the  Senate  Medical  Affairs  and  are  considered  highly 
favorable  to  SCMA.  They  provide  basically  that  a)  physicians  can  delegate  medical  tasks 
to  these  unlicensed  personnel  if  such  persons  are  "in  his  employ  and  on  his  premises"; 
b)  the  task  is  of  a routine  nature  (no  highly  specialized  skills  required  and  no  signi- 
ficant risk  to  the  patient);  c)  the  task  is  performed  when  the  physician  is  on  the 
premises  and  in  close  proximity  to  the  activity  undertaken;  and  d)  the  unlicensed  person 
wears  a badge  denoting  his/her  job  status. 

This  bill  would  have  no  effect  on  hospital  situations,  employment  or  duties  of 

R. N. ’s  and  L.P.N.’s,  or  the  work  of  Physician  Assistants.  The  bill  has  passed  the  House 
and  needs  one  more  reading  in  the  Senate. 

S.  568  - BILL  TO  AMEND  THE  ADMINISTRATIVE  PROCEDURES  ACT 

5. 568,  an  important  bill  with  SCMA  support,  was  given  a third  reading  (passed)  by 
the  State  Senate  on  4/23/82.  The  bill  would  serve  the  purpose  of  giving  the  State 
Legislature  more  time  to  adequately  review  regulations  promulgated  by  state  agencies. 

Last  year,  for  example,  the  State  Board  of  Chiropractic  Examiners  (which  is  con- 
trolled by,  and  therefore  acts  as  a sub  rosa  organization  for  mixer  chiropractors)  was 
able  to  pass  regulations  that  allegedly  give  chiropractors  physician-like  rights  (i.e., 
attest  to  Workmen’s  Compensation  disability  cases,  report  infectious  and  contagious 
diseases  to  state  health  authorities).  The  way  the  APA  works,  the  Legislature  must 
"affirmatively"  disapprove  regulations  promulgated  by  a board  or  agency  within  ninety 
days  or  they  become  law I 

Even  though  SCMA  twice  convinced  the  House  Medical  Affairs  Committee  in  1981  to 
demand  that  the  Chiropractic  Board  rewrite  their  regulations,  the  rewritten  regulations 
were  allowed  to  go  into  effect,  because  the  time  to  disapprove  them  (the  ninety-day 
period)  ran  out.  S. 568  would  extend  the  ninety-day  period  for  disapproval  to  120  days, 
it  would  terminate  the  time  period  for  disapproval  if  a House  or  Senate  Committee  intro- 
duces a resolution  to  approve  or  disapprove  any  regulations,  plus  the  bill  provides 
other  mechanisms  that  make  it  more  difficult  for  boards  such  as  the  State  Chiropractic 
Board  to  pass  regulations  when  they  are  opposed  by  a vast  majority  of  the  Legislature. 


OF  THE  SOUTH  CAROLINA  MEDICAL  ASSOCIATION 
VOLUME  78  MAY  1982  NUMBER  5 


MEDICAL  ASPECTS  OF  SPORTS:  A TEAM 
APPROACH 


FREDERICK  E.  REED,  JR.,  M.D.* 

Sports  medicine  has  grown  in  importance  and 
has  received  much  attention  by  the  lay  public.  A 
philosophy  growing  out  of  the  “wellness  move- 
ment’’1 has  placed  a premium  on  avoidance  of 
disease  and  injury.  Exercise  physiology,  high  level 
sports  competition,  sophisticated  conditioning 
equipment  and  active  participation  have  given  us 
a better  insight  into  the  seemingly  limitless  capac- 
ity of  the  human  body.  The  emphasis  on  preven- 
tive medicine  and  the  concept  of  early  return  to 
activity  have  generated  strong  support  for  athletic 
medicine. 

The  benefits  of  regular  exercise  are  apparent. 
The  introduction  to  this  concept  begins  early  in 
athletic  programs  for  our  youth.  A great  oppor- 
tunity and  obligation  exists  for  physicians  provid- 
ing care  for  participants  in  school  and  community 
sports  programs.  Certain  principles  seem  to  be 
evolving.  The  health  care  team  serves  the  athlete 
best.  Comprehensive  education  in  sports  medi- 
cine is  needed  for  physicians  involved  in  the  care 
of  athletes  and  supervision  of  athletic  trainers.  A 
form  of  preparticipation  screening  is  an  impor- 
tant protection  both  medically  and  legally.  Injury 
detection,  reporting  and  recording  is  a major  re- 
sponsibility of  the  physician,-  athletic  trainer  or 
student  athletic  trainer.  Proper  conditioning  is  the 
best  safeguard  against  injury.  Physicians  should 
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have  input  into  matching  of  competitors,  equip- 
ment selection,  techniques  for  coaching,  officiat- 
ing, rules  and  their  changes,  training  facilities  and 
musculoskeletal  profiling.  The  Sports  Medicine 
Workshop  at  the  1982  SCMA  Annual  Meeting 
addressed  these  needs. 

Health  care  for  the  athlete  must  be  approached 
as  a team  concept.  Without  the  interaction  of 
physicians,  coaches,  administrators,  athletic  train- 
ers and  school  nurses,  injury  prevention,  detection 
and  treatment  will  not  take  place.  Great  emphasis 
has  been  placed  on  having  a physician  in  atten- 
dance in  all  athletic  events,  particularly  contact 
sports.  The  ideal  situation  would  extend  to  prac- 
tices and  conditioning  programs.  Since  this  is  not 
feasible,  the  athletic  trainer  or  his  counterpart  is 
the  cornerstone  of  injury  assessment.  Where  the 
certified  athletic  trainer  is  not  available,  school 
trainers  taken  from  the  ranks  of  the  faculty, 
coaching  staff  or  physical  education  department 
have  used  basic  instruction  to  screen  and  treat 
minor  injuries.  The  school  nurse  can  be  a great 
asset  for  health  screening,  but  has  not  been  uti- 
lized in  many  areas.  The  team  physician  has  re- 
sponsibilities to  the  athletic  program,  coaches  and 
administrators  as  well  as  the  athlete  and  his  fam- 
ily; however,  the  primary  responsibility  for  the 
individual  still  rests  with  the  family  physician. 
The  AMA  still  recommends  an  individual  exam- 
ination by  a personal  physician  in  the  office  rather 
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than  a mass  or  group  preparticipation  examina- 
tion. The  team  physician  should  in  no  way  inter- 
fere with  this  doctor/patient  relationship,  but 
should  instead  act  as  a resource  to  support  that 
relationship. 

Physicians  involved  in  the  care  of  athletes  re- 
quire not  only  special  training  in  sports  medicine, 
but  a positive  attitude  about  the  athlete  s goals  and 
an  eagerness  to  see  him  return  to  activity  after 
complete  rehabilitation  of  an  injury.  This  requires 
an  understanding  of  many  types  of  injury,  the 
ability  to  assess  the  severity  of  injury  and  the 
ability  to  treat  these  injuries  with  the  least  amount 
of  deconditioning. 

Sports  medicine  has  represented  a counter  to 
traditional  medicine.  It  has  placed  its  emphasis  on 
the  optimal  functioning  of  the  individual  rather 
than  the  treatment  of  illness.  Physicians  have  not 
been  in  the  forefront  of  the  physical  fitness  move- 
ment and  yet  we  have  recognized  the  importance 
of  prophylaxis  against  obesity,  hypertension, 
chronic  fatigue,  mental  tension  and  various  mus- 
culoskeletal aches  and  pains.  There  has  also  been  a 
spin-off  from  the  methods  used  in  treating  the 
athlete  in  such  non-sports  related  problems  as 
arthritis.  Physicians  have  become  eager  to  apply 
the  research  in  biomechanics,  cardio-respiratory 
physiology  and  muscle  physiology  to  promote  and 
enhance  physical  fitness  for  all  of  our  citizens,  as 
well  as  to  improve  the  care  and  treatment  of 
athletes.  It  is  the  physician’s  challenge  to  provide 
the  knowledge  for  safe  pursuit  of  athletic  and 
recreational  activities. 

Preparticipation  screening  is  important  for  de- 
tection of  athletes  at  medical  risk  to  engage  in 
competition  by  discovering  where  there  has  been 
previous  injury  or  where  there  may  be  health 
problems  requiring  further  evaluation.  It  has  also 
been  used  to  determine  if  an  athlete  is  optimally 
conditioned.  There  is  much  argument  as  to  the 
best  method  of  screening  and  the  methods  vary 
from  the  most  sophisticated  systems  involving 
medical  history,  physical  examination,  mus- 
culoskeletal examination,  lab  screening,  assess- 
ment of  fitness  and  stress  testing;2  to  the  least 
involved  method  of  the  routine  physical  examina- 
tion. The  highest  yields  for  screening  have  been 
seen  with  a detailed  medical  history.3  The  Com- 
mittee on  the  Medical  Aspects  of  Sports  of  the 
South  Carolina  Medical  Association  is  currently 
working  on  a plan  which  would  involve  a detailed 
medical  history  review  to  be  completed  by  every 
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student  participating  in  high  school  athletics  and 
his/her  parent,  reviewed  by  the  school  nurse,  and 
verified  by  the  family  physician.  A follow-up  of 
questionable  areas  would  be  at  the  discretion  of 
the  family  physician  and  a more  detailed  mus- 
culoskeletal examination  could  be  provided  by 
local  physicians  interested  in  sports  medicine  with 
the  help  of  athletic  trainers  and  physical  thera- 
pists. Laboratory  screening  could  be  performed  at 
the  discretion  of  the  family  physician,  but  it  ap- 
pears that  blood  pressure  readings  have  the  high- 
est yield  for  routine  screening.4  Assessment  of 
fitness  could  be  performed  by  the  coaches  and 
athletic  trainers  using  a format  set  up  by  the  team 
physician.  This  would  basically  measure  body 
composition,  muscle  strength,  body  flexibility  and 
endurance. 

Injury  detection  emphasizes  the  immediate 
evaluation  of  an  injury,  the  determination  of  the 
extent  of  that  injury  and  the  decision  as  to  how 
and  when  treatment  should  be  instituted.  All 
physical  complaints  should  be  taken  seriously  and 
evaluation  should  be  done  before  there  is  swelling, 
reactive  spasm  and  guarding.  The  injury  should 
be  graded  so  that  optimal  time  is  allowed  for 
healing  and  rehabilitation  can  begin  as  soon  as 
possible.  Associated  injuries  should  be  looked  for 
and  any  deterioration  in  an  athlete’s  performance 
should  alert  the  trainer  or  his  counterpart  to  the 
possibility  of  a physical  abnormality.  Injured  ex- 
tremities should  be  splinted,  x-rays  should  be 
taken  when  indicated,  immediate  and  short-term 
sensory,  motor  and  circulatory  evaluation  should 
be  made,  dislocation  should  be  reduced.  All  of 
these  events  should  be  recorded  so  that  injuries 
can  be  separated  into  those  caused  by  chance 
event,  inadequate  recovery  of  previous  injuries, 
equipment  caused,  recklessness,  environment  re- 
lated, a product  of  inadequate  supervision  or  in- 
formation, or  some  underlying  existing  condition. 
The  events  towards  recovery  should  be  recorded 
as  to  time  and  the  end  point  should  be  a full 
functional  return. 

Without  this  kind  of  information,  re-injuries 
will  occur,  we  will  not  have  the  necessary  infor- 
mation to  detect  areas  of  high  risk  and  we  will  not 
gain  insight  into  mechanisms  of  injury.  It  is  not 
clear  what  constitutes  an  injury,  but  probably  any 
event  which  removes  the  athlete  from  practice  or 
participation  for  greater  than  one  day  constitutes 
an  injury.  This  can  be  graded  in  multiple  catego- 
ries of  days  and  weeks  missed  activity5  5 to  a more 
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simple  form  of  mild,  moderate  and  severe  as 
recommended  by  NAIRS.  If  injuries  are  closely 
scrutinized,  we  find  an  alarmingly  high  injury 
rate  in  such  sports  as  football,  estimated  at  about 
50%  in  most  studies.8  We  can  also  identify  certain 
athletes  at  risk,  such  as  the  catastrophic  head  and 
neck  injuries  occurring  in  defensive  backs,  the 
high  incidence  of  spondylolisthesis  in  interior 
linemen  and  gymnasts9  and  the  major  joints  at 
risk,  such  as  the  knee,  foot  and  ankle. 

Conditioning  is  a means  to  an  end  as  well  as  an 
end  in  itself.  Its  role  in  injury  prevention  and 
improvement  of  performance  is  proven  and  con- 
ditioning for  a fuller  enjoyment  of  life  fills  our  lay 
literature.  Conditioning  has  reached  a high  level 
of  sophistication.  With  information  on  tempera- 
ture regulation,  though  there  are  still  deaths  re- 
lated to  heat  stroke  each  year,  heat  related 
problems  are  far  fewer.  Aerobic  exercise,  carbo- 
hydrate metabolism  and  stress  physiology  have 
provided  means  of  optimal  conditioning.  A better 
understanding  of  biomechanics  and  motion  kinet- 
ics has  provided  us  not  only  with  highly  sophisti- 
cated exercise  equipment,  but  equipment  to 
measure  conditioning. 

Conditioning  should  not  only  be  a part  of  all 
sports  programs  but  the  main  thrust  of  physical 
education.  The  new  physical  education  is  aimed 
at  individualized  instruction,  a positive  self-im- 
age, lifetime  sports  and  good  physical  condition- 
ing. There  is  a great  concern  that  in  spite  of  all  the 
athletic  opportunities  children  have,  they  are  not 
physically  fit.  Conditioning  can  produce  injuries 
so  that  a graduated  program  should  be  followed 
according  to  age  and  level  of  previous  condition- 
ing. Grammar  school  training  should  be  simple 
and  confined  to  warm-up  before  play.  Cal- 
isthenics, running  and  stretching  form  the  basis 
for  this  level  of  training,  but  are  an  important  part 
of  other  levels.  Aerobic  exercise,  such  as  running, 
cyclying  or  swimming  is  safe  for  all  ages  with 
endurance  training  as  the  ultimate  goal.  Muscle 
strengthening  for  power  and  endurance  depends 
upon  weight  training  by  isometric,  progressive 
resistance,  isotonic  or  isokinetic  methods.  Injuries 
do  occur  in  this  level  of  conditioning  and  the 
skeletally  immature  athlete  is  at  some  risk.  Skill 
development  training  is  the  highest  level  and 
forms  the  basis  for  practice  in  organized  sport. 

Other  areas  of  physician  input  to  make  sports 
safe  are  directed  at  controlling  variables  associ- 
ated with  injury.  Matching  of  competitors  empha- 


sizes weight  and  size  rather  than  age.  The 
Selection  Classification  Age  Maturity  Program 
utilized  five  criteria  to  match  athletes  according 
to  proficiency  and  level  of  maturity  as  well  as  age 
and  type  sport.10  Equipment  from  mouth  protec- 
tors to  shoes  is  constantly  undergoing  revision. 
Physicians  should  be  aware  of  injuries  related  to 
equipment.  If  physicians  are  aware  of  dangerous 
coaching  techniques  or  of  the  need  for  rule  en- 
forcing or  changing,  they  have  an  obligation  to 
intervene.  Training  facilities  should  not  only  have 
the  equipment  needed  by  the  team  trainer  but 
emergency  equipment  and  access  to  EMS.  Mus- 
culoskeletal profiling  is  difficult  to  carry  out  but 
provides  an  accurate  assessment  of  muscular 
strength,  endurance,  power  and  flexibility 
through  quantitative  testing  and  is  important  in 
the  evaluation  and  rehabilitation  of  injured 
athletes. 

If  physicians  are  going  to  promote  athletic  in- 
volvement at  any  level  it  is  important  that  we 
provide  a health  care  team  which  assures  that  an 
athlete  is  conditioned,  that  he  or  she  has  prepar- 
ticipation examination,  that  all  injuries  are  ade- 
quately treated  and  recorded  and  that  the 
environment  is  made  safe.  What  better  place  to 
start  than  with  our  youth  . . .?  □ 
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-Blowing  cBock^- 
cBpalty 

The  Area's  Oldest  Established  Real  Estate  Agency 


Three  exceptional  properties  near  lovely 
Blowing  Rock,  North  Carolina. 


CLOVER  HILL  PLANTATION.  On  the  National  Register 
of  Historic  Places.  Built  in  1841.  Superb  condition.  On 
approximately  40  gently  rolling  acres.  Guest  cottages,  care- 
taker's house,  barns,  utility  buildings.  Perfect  for  the  gentle- 
mand  farmer.  $395,000.  Remarkable  financing  available. 


CLOSE  TO  HEAVEN!  Spectacular  gorge  views,  an  indoor 
swimming  pool,  sauna,  a unique  tennis  court,  other  creature 
comforts.  On  nearly  3 secluded  acres  adjacent  to  the  Pisgah 
National  Forest.  Main  house  with  magnificent  lodge  room, 
charming  guest  house.  $395,000. 


COUNTRY-STYLE  MOUNTAIN  LODGE.  On  5.8  private 
acres  near  the  Blowing  Rock  Golf  Course.  Walls  of  native 
stone,  slate  roof.  Exceptional  views  overlooking  two  gorges. 
Hand-hewn  beams,  pegged  floors.  Fireplaces  in  all  but  a few 
rooms.  $400,000.  Good  seller  financing. 


Complete  Real  Estate  Service 
Residential  • Commercial  • Investment 
Lots  • Acreage  • Income  Properties 
Rentals  • Property  Management 


MAIN  STREET  • P.  O.  BOX  1770 
BLOWING  ROCK,  NC  28605 
(704)  295-9861  • 295-9871 
ASK  FOR  OUR  NEWSLETTER 


Cydapen®-W  (cyclacillin) 

Indications 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  in  the  ompicil- 
lin  class  and  its  use  should  be  confined  to  these  indications:  Treat- 
ment of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta- 
hemolytic  streptococci 

Bronchitis  and  pneumonia  caused  by  S.  pneumoniae  (for- 
merly D.  pneumoniae ) 

Otitis  media  caused  by  S.  pneumoniae  (formerly  D.  pneu- 
moniae), H.  influenzae,  and  Group  A beta-hemolytic 
streptococci 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H. 
influenzae * 

‘Though  clinical  improvement  has  been  shown,  bacteriologic 
cures  cannot  be  expected  in  all  patients  with  chronic  respira- 
tory disease  due  to  H.  influenzae. 

SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused 
by  Group  A beta-hemolytic  streptococci  and  staphylococci,  non- 
penicillinase producers. 

URINARY  TRACT  INFECTIONS  caused  by  E.  coli  and  P.  mirabilis. 
(This  drug  should  not  be  used  in  any  E.  coli  and  P.  mirabilis 
infections  other  than  urinary  tract.) 

NOTE:  Perform  cultures  and  susceptibility  tests  initially  and  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  and  susceptibil- 
ity of  bacteria.  Therapy  may  be  instituted  prior  to  results  of 
sensitivity  testing. 

Contraindications  Contraindicated  in  individuals  with  history  of 
an  allergic  reaction  to  penicillins. 

Warnings  Cyclacillin  should  only  be  prescribed  for  the  in- 
dications listed  herein. 


Cyclacillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ampicillin  class.  However,  clinical  trials  demonstrated  it  is 
efficacious  for  recommended  indications. 

Serious  and  occasional  fatal  hypersensitivity  (anaphylac- 
toid) reactions  have  been  reported  in  patients  on  penicil- 
lin. Although  anaphylaxis  is  more  frequent  following 
parenteral  use,  it  has  occurred  in  patients  on  oral  penicil- 
lins. These  reactions  are  more  apt  to  occur  in  individuals 
with  history  of  sensitivity  to  multiple  allergens.  There  are 
reports  of  patients  witn  history  of  penicillin  hypersen- 
sitivity reactions  who  experienced  severe  hypersensitivity 
reactions  when  treated  with  a cephalosporin.  Before  peni- 
cillin therapy,  carefully  inquire  about  previous  hypersen- 
sitivity reactions  to  penicillins,  cephalosporins  and  other 
allergens.  If  allergic  reaction  occurs,  discontinue  drug  and 
initiate  appropriate  therapy.  Serious  anaphylactoid  reac- 
tions require  immediate  emergency  treatment  with  epine- 
phrine. Oxygen,  I.V.  steroids,  airway  management, 
including  intubation,  should  also  be  administered  as 
indicated. 


Precautions  Prolonged  use  of  antibiotics  may  promote  over- 
growth of  nonsusceptible  organisms.  If  superinfection  occurs, 
take  appropriate  measures. 

PREGNANCY:  Pregnancy  Category  B.  Reproduction  studies  per- 
formed in  mice  and  rats  at  doses  up  to  10  times  the  human  dose 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin.  There  are,  however,  no  adequate  and  well-con- 
trolled studies  in  pregnant  women.  Because  animal  reproduction 
studies  are  not  always  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed. 

NURSING  MOTHERS:  It  is  not  known  whether  this  drug  is  ex- 
creted in  human  milk.  Because  many  drugs  are,  exercise  caution 
when  cyclacillin  is  given  to  a nursing  woman. 

Adverse  Reactions  Oral  cyclacillin  is  generally  well  tolerated. 
As  with  other  penicillins,  untoward  sensitivity  reactions  are  likely, 
particularly  in  those  who  previously  demonstrated  penicillin 
hypersensitivity  or  with  history  of  allergy,  asthma,  hay  fever,  or 
urticaria.  Adverse  reactions  reported  with  cyclacillin:  diarrhea  (in 
approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in 
60).  Isolated  instances  of  headache,  dizziness,  abdominal  pain, 
vaginitis,  and  urticaria  have  been  reported.  (See  WARNINGS) 
Other  less  frequent  adverse  reactions  which  may  occur  and  are 
reported  with  other  penicillins  are  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and  eosino- 
philia.  These  reactions  are  usually  reversible  on  discontinuation  of 
therapy. 

As  with  other  semisynthetic  penicillins,  SGOT  elevations  have 
been  reported. 

As  with  antibiotic  therapy  generally,  continue  treatment  at  least 
48  to  72  hours  after  patient  becomes  asymptomatic  or  until  bac- 
terial eradication  is  evidenced.  In  Group  A beta-hemolytic 
streptococcal  infections,  at  least  10  days'  treatment  is  recom- 
mended to  guard  against  risk  of  rheumatic  fever  or  glomerulone- 
phritis. In  chronic  urinary  tract  infection,  frequent  bacteriologic 
and  clinical  appraisal  is  necessary  during  therapy  and  possibly 
for  several  months  after.  Persistent  infection  may  require  treat- 
ment for  several  weeks. 

Cyclacillin  is  not  indicated  in  children  under  2 months  of  age. 
Patients  with  Renal  Failure  Cyclacillin  may  be  safely  administered 
to  patients  with  reduced  renal  function.  Due  to  prolonged  serum 
half-life,  patients  with  various  degrees  of  renal  impairment  may 
require  cnange  in  dosage  level  (see  DOSAGE  AND  ADMINIS- 
TRATION in  package  insert). 

Dosage  (Give  in  equally  spaced  doses) 


INFECTION 

ADULTS 

CHILDREN* 

Respiratory 

Tract 

Tonsillitis  & 
Pharyngitis 

250  mg  q.  i.d. 

body  weight  < 20  kg 
(44  lbs)  125  mg  t. i.d. 

Bronchitis  and 
Pneumonia 

body  weight  > 20  kg 
(44  lbs)  250  mg  t. i.d. 

Mild  or 

Moderate 

Infections 

250  mg  q.  i.d. 

50  mg/kg/day  q.i.d. 

Chronic 

Infections 

500  mg  q.  i.d. 

1 00  mg/kg/day  q.i.d. 

Otitis  Media 

250  mg  to  500  mg 
q.i.d.7 

50  to  100  mg/kg/day 
t.  i.d.  + 

Skin  & Skin 
Structures 

250  mg  to  500  mg 

q.  i.d. T 

50  to  100  mg/kg/day t 

Urinary  Tract 

500  mg  q. i.d. 

1 00  mg/kg/day 

‘Dosage  should  not  result  in  a dose  higher  than  that  for  adults, 
^depending  on  severity 

How  Supplied  Tablets  250  mg  and  500  mg  in  bottles  of  100. 
Oral  Suspension  125  mg  and  250  mg  per  5 ml  in  bottles  to  make 
100  ml  and  200  ml  of  Suspension. 

Wyeth  Laboratories 

I A A Philadelphia.  Pa  19101 


ALCOHOLIC  HEART  DISEASE* 


M.  E.  ASSEV,  M.D.** 

Two-thirds  of  the  adult  population  of  the 
United  States  use  alcohol  in  varying  forms  and 
amounts.  Twelve  percent  of  this  population  are 
said  to  be  “heavy  users.’  The  actual  incidence  of 
alcoholic  heart  disease  is  difficult  to  assess  since 
there  are  no  tests  that  define  cardiac  dysfunction 
as  specifically  due  to  alcohol.  This  necessitates  a 
reliance  on  an  often  questionable  history.  The 
incidence  of  alcohol  use  and  abuse  among  high 
school  students  indicates  that  this  high  percentage 
of  alcohol  use  in  adults  will  persist  in  the  future. 

CLINICAL  PRESENTATION 

Most  physicians  are  familiar  with  the  stage  of 
alcoholic  heart  disease  presenting  as  a congestive 
cardiomyopathy.  In  this  setting  both  congestive 
and  low  output  symptoms  are  prominent,  and  the 
physical  examination  often  reveals  cardiomegaly, 
S3  and  S4  gallops,  pulmonary  rales,  neck  vein 
distention  and  peripheral  edema,  all  consistent 
with  biventricular  dysfunction.  At  this  point,  the 
chest  x-ray  almost  always  reveals  cardiomegaly, 
and  the  electrocardiogram  will  characteristically 
show  intraventricular  conduction  delays,  patho- 
logical Q waves  and/or  atrial  arrhythmias. 

The  prognosis  for  patients  presenting  with  alco- 
holic cardiomyopathy  is  variable.  DeMakis1  fol- 
lowed 57  patients  for  an  average  of  40  months  and 
defined  three  separate  groups.  Group  A included 
15  patients  who  improved.  Group  B included  12 
patients  with  a stable  clinical  course  during  the 
follow-up  period,  and  the  largest  subgroup,  Group 
C,  included  30  patients  characterized  by  clinical 
deterioration  during  the  period  of  follow-up. 
Group  A,  those  patients  that  improved,  were  char- 
acterized by  a significantly  higher  incidence  of 
abstinence  from  alcohol  and  a shorter  duration  of 
cardiac  symptoms. 

From  the  Division  of  Cardiology,  Charleston  Veterans  Ad- 
ministration Medical  Center,  and  the  Department  of  Medi- 
cine, Medical  University  of  South  Carolina,  Charleston, 
S.  C. 

Address  corresondence  to  Dr.  Assev  at  the  Veterans  Admin- 
istration Medical  Center,  109  Bee  Street,  Charleston,  S.  C. 
29403. 


Other  studies,  which  have  included  patients 
with  congestive  cardiomyopathy  secondary  to 
chronic  ethanol  abuse,  have  emphasized  the  dura- 
tion of  symptoms  and  degree  of  cardiomegaly,  as 
well  as  certain  hemodynamic  parameters,  as  indi- 
cators of  subsequent  prognosis.2 

The  clinical  presentation  of  alcoholic  heart  dis- 
ease may  be  much  more  subtle  than  that  of  con- 
gestive cardiomyopathy.  Arrhythmias,  particu- 
larly atrial  fibrillation,  are  prominent.  Ettinger  et 
al3  described  a “holiday  heart  syndrome’’  in  24 
patients  (32  admissions)  characterized  by  heavy 
ethanol  abuse  and  acute  arrhythmias  with  no 
other  evidence  of  organic  heart  disease.  High 
speed,  high  fidelity  electrocardiograms  in  these 
patients  revealed  a prolongation  of  PR  segment, 
QRS  duration  and  QT  intervals  when  compared 
to  a controlled  population.  These  acute  EKG 
changes,  which  are  seen  at  ethanol  levels  of  600 
mg/dl  or  greater,  are  felt  to  be  secondary  to 
interstitial  fibrosis  of  the  myocardium.  The  pro- 
pensity to  atrial  arrhythmias  is  not  well  explained; 
however,  alcohol  is  known  to  shorten  the  refrac- 
tory period  of  atrial  muscle  tissue. 

More  pernament  electrocardiographic  changes 
include  intraventricular  conduction  abnor- 
malities, increased  evidence  of  left  ventricular 
mass,  and  atrial  arrhythmias.  In  the  study  by 
DeMakis,  40  of  57  patients  had  electrocar- 
diographic evidence  of  left  ventricular  hypertro- 
phy. This  increase  in  ventricular  mass  would  be 
expected  in  patients  with  chronic  left  ventricular 
dysfunction,  and  may  indicate  a compensatory 
attempt  by  the  heart  to  reduce  wall  tension  ac- 
cording to  the  law  of  La  Place.  The  conduction 
abnormalities  in  the  57  patients  described  in- 
cluded seven  cases  of  left  anterior  fascicular  block, 
four  cases  of  left  bundle  branch  block  and  three 
cases  of  right  bundle  branch  block. 

PATHOPHYSIOLOGY  OF  ALCOHOLIC 
HEART  DISEASE 

In  the  early  part  of  the  20th  century,  the  toxic 
effect  of  alcohol  was  thought  to  be  due  to  associ- 
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ated  thiamine  deficiency.  However,  thiamine  de- 
ficiency (beriberi)  cardiomyopathy  is  character- 
ized by  a high  output  congestive  heart  failure, 
with  a wide  pulse  pressure,  hyperdynamic  precor- 
dium  and  often  associated  peripheral  neuropathy 
and  alcoholic  cirrosis.  It  is  much  more  likely  that 
the  congestive  cardiomyopathy  seen  in  chronic 
ethanol  abuse  today  is  due  to  the  direct  toxic  effect 
of  ethanol.  Ethanol,  and  its  first  metabolyte 
acetaldehyde,  are  negative  inotropic  agents.  They 
interfere  with  calcium  binding  to  the  regulatory 
protein  troponin  whose  displacement  is  necessary 
to  allow  actin  and  myosin  myofilaments  to  inter- 
digitate,  resulting  in  myocardial  contraction.4 
The  resting  tachycardia  noted  on  the  day  follow- 
ing heavy  ethanol  ingestion  is  a compensatory 
mechanism  that  helps  maintain  the  cardiac  out- 
put in  the  face  of  a reduction  in  stroke  volume  due 
to  the  negative  inotropic  effect  of  alcohol.  A rela- 
tive reduction  in  blood  volume  (decreased  pre- 
load) resulting  from  the  diuretic  effect  of  alcohol 
may  also  contribute  to  the  tachycardia. 

Associated  nutritional  deficiencies,  such  as  hy- 
pomagnesemia and  hypophosphaturia  are  promi- 
nent in  alcoholics.  Reduced  total  body  stores  of 
phosphate  can  result  in  a deficiency  of  ATP  and 
cause  a reversible  cardiomyopathy,5  and  magne- 
sium deficiency  has  been  shown  to  produce  histo- 
logic changes  in  laboratory  animals  identical  to 
those  of  acute  ethanol  toxicity. 

The  ingestion  of  toxins  associated  with  alcohol 
abuse  such  as  cobalt  and  lead  may  contribute  to 
the  ventricular  dysfunction.  Sullivan6  and  others 
have  evaluated  the  role  of  cobalt  in  the  Canadian 
Beer  Drinkers  Cardiomyopathy.  These  patients 
were  characterized  by  a rapid  downhill  course, 
and  had  light  microscopic  findings  of  myo- 
cytolysis.  Cobalt  concentrations  within  the  myo- 
cardia  of  autopsied  hearts  were  ten  times  normal. 
The  fact  that  other  individuals  who  drank  beer 
containing  cobalt  were  not  affected  in  such  a 
manner  suggests  that  an  associated  viral  infection 
may  have  been  the  critical  factor,  or  that  varying 
dietary  levels  of  cystine  which  inhibits  the  binding 
of  cobalt  to  the  myocardium,  protected  those  indi- 
viduals from  cobalt  cardiomyopathy.  Sex  may 
also  be  a determinant  of  the  extent  of  alcohol 
induced  cardiac  dysfunction,  with  males  appear- 
ing more  vulnerable  than  females.7 

Lead  storage  disease,  usually  occurring  in  imbi- 
bers of  moonshine  whiskey,  has  a separate  toxic 
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effect  on  the  myocardium.  There  may  also  be  a 
synergistic  toxic  effect  between  ethanol  and  lead. 

ALCOHOL  AND  CORONARY  ARTERY 
DISEASE 

There  has  been  much  information  in  the  scien- 
tific and  lay  press  concerning  the  “beneficial  ef- 
fect” of  small  to  moderate  amounts  of  alcohol, 
with  regards  to  the  development  of  coronary  ar- 
tery disease.8  9 Presumably,  at  certain  levels  alco- 
hol will  increase  high  density  lipoprotein 
cholesterol,  resulting  in  an  attenuation  or  preven- 
tion of  atheromatous  changes  in  the  coronary 
vascular  tree.10  Recently  it  has  been  emphasized 
that  not  only  must  the  ethanol  ingestion  be  moder- 
ate, but  it  should  be  constant  to  achieve  this  “ben- 
eficial effect.”  Binge  drinking,  defined  as  a 50% 
increase  in  alcohol  consumption  above  baseline 
use,  resulted  in  higher  degree  of  coronary  artery 
disease  as  judged  by  coronary  angiography.11 

When  one  considers  that  alcohol  can,  in  certain 
patients,  result  in  Type  IV  hyperlipoproteinemia 
as  well  as  cause  primary  myocardial  dysfunction, 
it  would  appear  inappropriate  for  physicians  to 
recommend  alcohol  in  an  attempt  to  avoid  the 
development  of  coronary  artery  disease.  How- 
ever, there  seems  to  be  no  scientific  basis  for 
prohibiting  small  to  moderate  alcohol  use  (one  or 
two  drinks  per  day)  in  patients  at  risk  for  hyper- 
tensive or  coronary  heart  disease. 

SUBCLINICAL  MALFUNCTION 

It  is  important  for  the  primary  care  physician  to 
identify  patients  at  risk  for  developing  symptoma- 
tic or  hemodynamically  significant  alcoholic 
heart  disease.  Patients  in  the  early  stages  will  not 
have  cardiomegaly,  or  the  telltale  physical  find- 
ings of  congestive  cardiomyopathy.  Certain  non- 
invasive  tests  may  be  helpful  in  uncovering 
subclinical  malfunction  due  to  alcohol.  Ettinger,3 
using  systolic  time  intervals,  defined  a clear  ab- 
normality in  patients  admitted  with  no  evidence 
of  organic  heart  disease  other  than  the  “holiday 
heart  syndrome.  ” M-Mode  and  particularly  Two- 
Dimensional  sector  echocardiography  may  iden- 
tify left  ventricular  dilatation  (despite  a normal 
chest  x-ray)  or  pick  up  early  signs  of  ventricular 
dysfunction  due  to  alcohol.  Perhaps  the  use  of 
treadmill  exercise  testing  or  other  types  of  stress 
(particularly  isometric  stress  of  the  type  seen  with 
cold  pressor  MUGA  scans)  could  uncover  subclini- 
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cal  cardiac  malfunction  due  to  alcohol  and  aid 
physicians  in  convincing  patients  to  change  their 
drinking  habits.  □ 
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Build  A Rewarding  Career  With  A Leader  in  Industrial  Medicine 

1 A full-time  staff  physician  is  needed  at  the 
| ! Du  Pont  plant  in  Florence,  South  Carolina. 

| Excellent  medical  facilities  are  provided 
| and  the  occupational  physican  will  be 
assisted  by  a trained  staff. 

j.  ! The  plant  is  located  in  Florence,  South 
| | Carolina,  an  attractive  medium  size 
| | liveable  city  of  approximately  35,000 
| people  with  cultural,  educational  and 
j recreational  advantages  conducive  to  an 
| enriched  family  life.  The  famous  “golden 
| strand”  of  Atlantic  Ocean  beaches  is  only 
i ! 65  miles  away. 

j | A competitive  salary  is  combined  with  a 
! | strong  benefits  package:  paid  vacation, 
j j holidays,  retirement  plan,  thrift  plan, 

! i An  Equal  Opportunity  Employer  M F 
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generous  disability  plan,  paid  health 
benefits  and  dental  plan.  As  a member  of 
our  medical  staff,  you  will  enjoy  regular  of- 
fice hours  and  the  security  of  a diversified, 
well-established  and  progressive  Company. 

To  investigate  this  opportunity  for  a satis- 
fying and  rewarding  career  with  one  of 
America’s  leading  corporations,  please 
send  resume  to  H.  R.  McLendon,  Du  Pont 
Company,  Room  38980,  Wilmington,  DE 
19898. 
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When  your  overweight  patients  seek  your 
help  with  a weight  reduction  plan... 
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134TH  ANNUAL  MEETING,  MAY  5-9 , 1982 

As  of  this  writing,  April  26,  approximately  250  physicians  have  pre-reg i stered 
for  the  134th  Annual  Meeting  of  the  South  Carolina  Medical  Association,  scheduled 
May  5"9,  1982  at  the  Sheraton  Charleston  Hotel.  A final  count  of  over  500 
is  expected. 

The  House  of  Delegates  will  consider  at  least  five  Resolutions  and  50  reports 
from  SCMA  Officers  and  Committee  Chairmen.  The  Plenary  Scientific  Sessions, 
concurrent  programs  and  afternoon  scientific  workshops  are  more  extensive  than 
ever  before,  and  provide  up  to  18  hours  of  CME  credit. 

Match  f^or  a {^ull  report  ofi  the  Annual  Meeting  which  will  appeaA  tn  the  June  it>Aue 
o£  this  NewA  letter. 


MEDICAID  FEE  SCHEDULE 

As  reported  in  last  month's  N eWAletter,  the  South  Carolina  Department  of  Social 
Services  is  developing  a fee  schedule  for  physicians'  services  under  the  Medicaid 
program.  DSS  is  proposing,  under  this  schedule,  that  relative  value  units  be 
calculated  based  on  DSS  Medicaid  expenditures.  The  SCMA,  and  the  Committee  on 
Medical  Services,  is  in  opposition  to  this  proposal,  feeling  that  it  would  not 
provide  a true  reflection  of  the  relative  value  for  given  procedures,  and  that 
a new  relative  value  schedule  is  unnecessary  since  several  are  already  in  existence. 
The  Committee,  instead,  is  supporting  the  use  of  the  California  Relative  Value 
Study.  The  Committee' A r eport  and  its  recommendationA  wilt  be  conAidered  by  the 
HouAe  otf  delegates  and  the  membership  will  be  adviAed  House  action . 

RISK  MANAGEMENT  PROGRAM  FOR  PHYSICIANS 

The  first  phase  of  development  of  the  JUA/SCMA  Risk  Management  Program  for  Physicians 
began  at  a meeting  in  Charleston  on  April  22,  attended  by  20  SCMA  physicians,  SCMA 
staff  and  representatives  of  the  JUA.  Mr.  Cal  Stewart,  JUA  Manager,  outlined 
the  purpose  and  goal  of  this  program,  and  Mr.  Dewey  Wise,  JUA  Defense  Attorney, 
stressed  the  importance  of  increased  physician  participation  in  malpractice  liti- 
gation. He  br i ef 1 y out  1 i ned  the  role  the  risk  management  support  physicians  will 
play  in  this  SCMA-JUA  Physicians'  Risk  Management  Program. 

Additional  meetingA  will  be  held  throughout  the  Atate  during  the  Aummer  monthA. 

All  phyAicianA  Ahould  plan  to  attend  the  programA  in  their  area  ofi  the  Atate, 
oa  they  are  Acheduled  and  announced. 

Match  this*  New  a letter  £ or  dateA  and  placeA 


MEDICATION  ORDERS  TO  PHARMACIES  BY  NURSE  PRACTITIONERS 


At  its  meeting  on  April  15,  the  SCMA  Executive  Committee  reviewed  DHEC's  proposal 
regarding  medication  orders  to  pharmacies  by  Nurse  Practitioners  in  family  planning 
centers.  The  Executive  Committee  felt  that  this  activity  neither  guarantees 
that  nurse  practitioners  will  operate  under  protocols  as  specified  for  distribu- 
tion of  drugs  stocked  by  the  local  health  department,  nor  does  it  ensure  a similar 
degree  of  supervision  on  the  part  of  the  physician.  The  SCMA  will,  therefore, 
go  on  record  to  the.  S.  C.  Department  o{)  Health  and  Environmental  Control  and  the 
State  Board  o{±  Medical  ExamineAA  oa  oppoAing  thiA  policy. 


FORMATION  OF  AD  HOC  COMMITTEES 


The  Council  and  Executive  Committee  have  authorized  the  formation  of  two  new 
Ad  Hoc  Committees  of  Council:  (l)  Ad  Hoc  Committee  on  State  Cancer  Clinics 

to  work  with  the  South  Carolina  Oncology  Society  to  formulate  recommendations 
regarding  removing  the  administration  and  operation  of  state  Cancer  Clinics  from 
under  the  jurisdiction  of  DHEC;  and  (2)  Ad  Hoc  Committee  on  Dual  Office  Holding, 
to  formulate  a Council  position  on  the  subject  of  dual  office  holding  in  the 
SCMA  for  submission  to  the  Constitution  and  Bylaws  Committee. 

MembeAA  appotnted  to  the  Ad  Hoe  Cancer  Clinic  Committee  include  U . Hoyt  Bodie, 

M.  P . [Chairman] ; John  C.  Hawk , III,  M.  P.;  l/ernon  Merchant,  M.  D.;  Granville 
May,  M.  P.;  John  Fleming,  M.  D.;  and  Jay  Bearden,  M.  P.  MemberA  o{)  the  Ad  Hoc 
Committee  on  Vual  Ofifiice  Holding  include  Donald  G.  Kilgore,  Jr.,  M.  P.  [Chairman) ; 
JameA  H.  Herlong,  M.  P.;  Davi 6 P.  M oiAe;  M.  P.;  and  Hugh  MellA,  M.  P. 

ROE  FOUNDATION  CONTINUES  JOURNAL  AWARDS 

M/l.  ThomaA  A.  Roe,  Chairman  o{±  The  Roe  Foundation,  haA  announced  the  Foundation’ A 
intention  to  continue  with  the  two  gnantA  to  The  Journal  ^ ok.  the  beAt  Acienti{)ic 
anttcle  by  a practicing  phyAictan,  and  the  beAt  conciAe  review  article  by  an 
inAtitution-boAed  phyAictan  to  appear,  in  The  Journal  thiA  year. 

Each  grant  carries  a $5,000  cash  award.  Information  has  been  circulated  to  medical 
schools,  hospitals  and  other  state  institutions  regarding  the  criteria  for  the 
awards.  Additional  details  will  appear  on  the  Editorial  pages  of  The  Journal 
in  the  June  issue. 

S.  C.  STATE  HIGHWAY  SAFETY  COMMITTEE  REQUEST 


The  South  Carolina  State  Highway  Safety  Committee  has  asked  SCMA  for  assistance 
in  efforts  to  reduce  or  prevent  deaths  on  the  state's  highways  resulting  from 
the  effects  of  drug  use  while  driving.  This  matter  has  been  referred  by  the 
Executive  Committee  to  the  Committee  on  Alcohol,  Drug  Abuse  and  Disabled  Phy- 
sicians, with  the  suggestion  of  developing  a public  educational  program  designed 
to  address  this  problem. 


SEE  THE  MAY  ISSUE  OF  THE  LEG1S  LATJ ME  UPDATE  FOR  THE  LATEST  DEVELOP- 
MENTS ON  THE  SCMA- SPONSORED  CHIROPRACTIC  SCOPE  BILL , CURRENTLY  UNDER 
CONSIDERATION  IN  THE  LEGISLATURE. 


CAPSULES. . . . 


ilJalluA  0.  Tanne/t,  M.  V Columbia,  has  been  nominated  by  SCMA  President,  William 
H.  Hunten,  M.  V . , for  a position  on  the  AMA  Judicial  Counci 1....M Ichael  R. 

Holman,  M.  V.,  GneenvlZle,  is  one  of  50  outstanding  young  American  professionals 
chosen  for  Class  I I I of  the  W.  K.  Kellogg  Foundation's  National  Fellowship  Program 
This  program,  which  began  in  1980,  is  aimed  at  helping  the  nation  expand  its 

vital  pool  of  capable  leaders Michael  C.  WatAon,  M.  V.,  BambeAg , will  receive 

an  honorary  doctorate  degree  from  Wofford  College  this  month. 

The  SCMA  has  submitted  the  following  nominations  to  Governor  Riley  for  a position 
on  the  State  Board  of  Examiners  of  Speech  Pathology  and  Audiology:  A tan  R. 

Bnlll,  M.  V. , William  J.  Enavel,  M.  V.,  JameA  F.  White,  M.  V.,  and  JameA  M. 

TlmmonA,  M.  V blbent  B.  Wolfe , M.  V.,  Veten  C.  Gallla/id,  M.  V.,  W.  0.  WhelAel! 

M.  V.,  and  ThomaA  F.  Stanfield,  M.  V.,  have  recently  been  granted  honorary  member- 
ship status  in  the  SCMA;  and  John  B.  Rembe/it,  M.  V.,  has  been  awarded  disabled 
membership  status. 


SCMA  MEMBERSHIP  DRIVE 


Following  is  a report  on  SCMA  membership 
TOTAL  PHYSICIANS  SCMA  MEMBERS 

3,^82  2,288 


as  of  Apr i 1 

ACTIVE 

2,097* 


23,  1982. 
NEW 
18 


HONORARY 

178 


*Total  includes  52  first  year  physicians 
dues  for  1982.  This  total  represents  an 
1981 . 


paying  last  year  who  are  exempted  from 
increase  of  113  over  the  same  date  in 


The  three  regional  membership  captains,  Kenneth  N.  OwenA , M.  V.  [LoweA  Region); 
JameA  H.  He/ilong,  M.  V.  [Cent/ial  Region );  and  Euta  M.  Colvin,  M.  V.  [Uppen  Region) 
urge  the  support  of  each  SCMA  member  in  joining  in  efforts  to  set  an  all-time 
record  for  SCMA  membership  in  1982.  Contact  IheAe  membe/iAhlp  caplalnA  on  you/ 1 
County  Society  teade/iAhlp  and  aAk  hoiv  you  can  help . Speak  to  you/i  non-membe/i 
colleague ; point  out  the  need  fon  them  to  join  the  nankA  0 f organized  medicine 
to  mone  effectively  nepneAent  the  pnofeAAlon  In  the  LeglAlatune,  with  a tote 
agencleA  and  health- nelated  onganlzatlonA , and  befone  the  public. 


THE  SCMA: 

THE  STRENGTH  OF  THE 
SCMA  DEPENDS  ON  YOU! 
HAVE  YOU  ASKED  A 
NON-MEMBER  TO  JOIN 
TODAY? 


SERVING 

THE 

PROFESSION 
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OTHER  NEWS 
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1982  WORLD'S  FAIR 

The  SCMA  has  been  notified  of  the  availability  of  Maples  Realty  Company  in 
Knoxville,  to  assist  with  lodgings  for  those  physicians  planning  to  attend  the 
1982  World's  Fair.  Write  oh 1 call:  Maples  Realty  Company , 7101  Ash evllle 
Highway,  Knoxville,  Tennc SSee  37914  (675)  524-8244.  The  World's  Fair  will  be 
open  May  - October,  1982. 


ACHIEVING  A SUCCESSFUL  MEDICAL  RETIREMENT 

The  American  Association  of  Senior  Physicians,  a not-for-profit  national  associa- 
tion, will  be  conducting  Retirement  Seminars  during  the  year,  and  all  physicians 
age  55  and  over  are  invited  to  attend.  These  two-day  seminars  are  designed  to 
better  acquaint  physicians  with  the  mechanics  of  closing  a practice.  They  also 
emphasize  the  psychological  and  financial  advantages  which  can  accrue  when 
proper  thought  and  planning  are  effectively  used  to  develop  retirement  or  practice 
modification  strategy. 

Seminar  costs  are  $150  for  AASP  members;  $175  for  non-members,  and  spouses  are 
invited  to  attend  at  no  additional  cost. 

1982  dates  and  locations  are:  New  Orleans , LA,  May  28-29 ; Philadelphia,  FA, 

July  9-10;  Denver,  CO,  August  29-30.  Von.  additional  Information,  contact: 

American  Association  of  Senior  Physicians,  536  North  State  Street,  Chicago  60610 
1312 ) 644-3092. 


PHYSICIANS'  SERVICES,  FEES,  AND  EXPENDITURES  - NEWS  FROM  AMA 

The  April,  1982  issue  of  SMS  Report  (published  by  the  AMA  Center  for  Health  Policy 
Research)  indicates  that  for  the  third  and  fourth  quarters  of  1 98 1 income  for 
physicians  in  the  "All  Physicians"  category  fell  from  the  previous  quarter  by 
4.3  percent.  However,  not  all  groups  of  physicians  experienced  a decline  in 
fourth  quarter  earnings;  General  and  Family  Practice  physicians  reported  a 4.7 
percent  increase  in  net  incomes  over  their  reported  third  quarter  earnings. 

Accon.dtng  to  statistics  collected  by  the  AMA  Division  0 f Survey  and  Vata  Resources , 
the  United  States  spent  an  estimated  $286  button  f on.  health  cane  In  1981.  Since 
physicians  axe  perceived  to  play  a significant  note  In  the  determination  of  national 
health  expenditures , much  Interest  has  been  genenated  In  the  utilization  of 
physicians f sexvlces  as  welt  as  changes  In  physicians'  fees. 

Without  detailing  specific  figures,  the  following  facts  are  noteworthy:  Thexe 

appears  to  be  a general  decline  In  the  average  number  of  sexvlces  performed  each 
week.  By  specialty , only  medical  specialists  and  anesthesiologists  experienced 
an  Increase  In  utilization  oven  these  two  quarters. 

Despite  the  fact  that  specific  concern  has  been  expressed  over  the  Increasing 
number  of  physicians  In  surgical  specialties , statistics  Indicate  that  surgical 
visits  have  declined  between  the  4th  quarter  of  1981  and  the  1st  quarter  of  1982. 
Prices  for  medical  and  diagnostic  procedures  have  Increased  appreciably  while 
surgical  fees  have  risen  moderately.  In  the  Medical  and  Diagnostic  category, 
the  largest  Increase  In  expenditures  was  for  new  patient's  office  visits. 


PERITONEOSCOPY:  USE  IN  THE  DIAGNOSIS  OF 
ASCITES  OF  UNKNOWN  ORIGIN 

JOHN  T.  CUNNINGHAM,  M.D.  F.A.C.P.* 


The  differential  diagnosis  of  patients  present- 
ing with  ascites  is  extensive.  Of  major  concern  is 
the  separation  of  a “benign"  cirrhotic  effusion 
from  one  of  either  malignant  or  inflammatory 
origin.  Diagnostic  impressions  are  based  on  the 
empiric  definition  of  transudates  (benign)  having 
less  than,  and  exudates  having  greater  than,  2.5 
gm  % total  protein.  However,  the  wide  range  of 
protein  values  in  various  clinical  disorders  makes 
this  a less  than  reliable  tool  when  assessing  indi- 
vidual patients.  Other  laboratory  tests,  including 
amylase,  LDH,  cell  counts  and  glucose  levels, 
frequently  help  to  narrow  the  differential  diag- 
nosis but  are  rarely  diagnostic  and  a more  defini- 
tive procedure  is  required.  Exfoliative  cytology, 
though  helpful,  is  frequently  negative  or  “sus- 
picious, ” and  more  invasive  studies  are  required. 
An  expert  cvtologist  is  also  required,  as  it  is  fre- 
quently difficult  to  separate  malignant  cells  from 
reactive  mesothelial  cells.  The  following  cases 
represent  the  findings  in  thirteen  consecutive  pa- 
tients with  ascites  in  which  the  basic  evaluation  as 
to  the  cause  of  the  ascites  was  inconclusive.  Per- 
itoneoscopy was  then  performed  in  an  attempt  to 
establish  a definitive  diagnosis  and  to  obtain  bi- 
opsy and  culture  material  if  indicated. 

Exudative  ascites  (>  2.5  gm  % of  total  protein) 
was  present  in  62%  of  our  cases,  and  38%  of  those 
had  cirrhosis  alone,  demonstrating  the  great  over- 
lap of  protein  values.  Two  patients  on  chronic 
hemodialysis  had  exudative  ascites,  which  was 
thought  secondary  to  their  renal  disease 
(nephrogenic  ascites1)  and  peritoneoscopy  ex- 
cluded TB  and  tumor  as  an  etiology.  Two  patients 
(one  TB,  one  hepatoma)  presented  with  grossly 
bloody  ascites  which  should  have  a very  high 
index  of  suspicion  for  hepatoma,  ovarian  car- 
cinoma, or  tuberculosis.2  Of  the  patients  with 
transudative  ascites  all  had  cirrhosis  and  two  also 
had  hepatoma,  one  of  which  was  not  suspected 
preoperatively.  Five  out  of  thirteen  cases  (38%) 
had  a significant  change  in  their  diagnosis  and 


Department  of  Medicine,  Gastroenterology  Division,  Medi- 
cal University  of  South  Carolina,  Charleston,  S.  C.  29425. 


management  as  a result  of  the  procedure,  and  23% 
of  the  cases  with  suspected  or  known  alcohol 
related  cirrhosis  had  other  complicating  disease 
processes  which  would  have  not  been  proven  if 
peritoneoscopy  had  not  been  done.  Also  of  interest 
is  that  the  ascitic  fluid  glucose  was  significantly 
lower  than  serum  glucose  in  our  two  patients  with 
tuberculosis  which  has  been  reported  previously.3 
Three  illustrative  cases  are  presented. 

Case  1:  A 52  year  old  male  presented  with  a 
three  month  history  of  increasing  abdominal 
girth,  anorexia,  early  satiety,  and  twenty  pound 
weight  gain.  No  previous  history  of  liver  disease 
was  known.  Occupational  history  was  significant 
for  25  years  of  exposure  to  asbestos,  and  serial 
chest  x-rays  had  demonstrated  pleural  calcifica- 
tions which  had  been  unchanged  over  the  past 
five  years.  Physical  exam  was  negative  except  for 
evidence  of  chronic  muscle  wasting  and  massive 
abdominal  distension  with  a fluid  wave.  Pertinent 
laboratory  data  included  normal  liver  function 
tests  and  liver  spleen  scan.  Paracentesis  yielded 
straw  colored  fluid  with  a protein  of  3.3  gm  %, 
WBC  count  of  679  per  mm3  with  79%  mono- 
nuclear cells.  Multiple  cytologic  exams  demon- 
strated “reactive  mesothelial  cells.  Peritoneo- 
scopy showed  numerous  2-5  mm  nodules  over  the 
visceral  and  parietal  peritoneum  (Fig.  1).  Biopsy 
revealed  neoplasm  of  the  peritoneum  consistent 
with  mesothelioma.  Chemotherapy  with  Cytoxan 
and  Adriamycin  was  begun.  Peritoneoscopy  re- 
sulted in  a definitive  tissue  diagnosis  which  al- 
lowed for  selection  of  appropriate  chemotherapy. 

Case  2:  A 31  year  old  male  was  admitted  with  a 
long  history  of  excessive  ethanol  intake,  known 
pulmonary  tuberculosis  treated  at  State  Park  two 
to  three  years  earlier,  and  a two  month  history  of 
anorexia,  weight  loss  and  increased  abdominal 
distension.  Physical  exam  revealed  an  oral  tem- 
perature of  100°  F,  slight  scleral  icterus,  and 
indeterminate  liver  size  due  to  massive  ascites. 
Fiver  function  tests  revealed  a mild  elevation  of 
SGOT  at  36  I.U.  and  alkaline  phosphatase  of  88 
I.U.  Chest  x-ray  was  negative.  Paracentesis 
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PERITONEOSCOPY 


FIGURE  I — Peritoneoscopic  view  of  numerous  white  2-5 
mm  nodules  over  the  surface  of  the  omentum.  Peritoneal 
mesothelioma. 


FIGURE  2 — Parietal  peritoneum  with  a thick  fibrinous 
exudate,  note  absence  of  the  normal  vascular  pattern  (large 
arrow),  and  perihepatitis  (small  arrows).  Fibrinous 
peritonitis. 


yielded  yellow  fluid  with  a protein  of  3.4  gm  %. 
The  patient  refused  further  work-up  and  was 
discharged  with  a diagnosis  of  probable  alcohol 
induced  liver  disease.  He  was  lost  to  follow-up 
until  fourteen  months  later  when  he  was  readmit- 
ted with  increased  ascites  and  low  grade  fever. 
Repeat  paracentesis  revealed  bloody  acites  wth  a 
protein  of  3.6  gm  %,  a glucose  of  39  mgm  %,  and  a 
WBC  count  of  388  with  97%  lymphocytes.  Liver 
spleen  scan  was  normal.  Peritoneoscopy  revealed 
a densely  adherent  fibrinous  peel  over  the  parietal 
peritoneum,  liver  and  a portion  of  the  viscera 
(Fig.  2).  Peritoneal  biopsy  demonstrated  fibrous 
tissue  with  inflammatory  cells  but  no  AFB  or 
granulomata  could  be  demonstrated.  Liver  biopsy 
revealed  mild  micronodular  cirrhosis.  Based  on 
the  peritoneoscopy  findings,  presence  of  hemor- 
rhagic fluid,  a low  ascitic  fluid  glucose,  and  a 
history  of  poor  TB  medication  compliance,  the 
clinical  diagnosis  of  fibrinous  tuberculous  per- 
itonitis was  made.  Triple  therapy  with  INH, 
Rifampin  and  streptomycin  resulted  in  a slow 
resolution  of  the  fever  and  ascites.  Peritoneoscopy 
helped  clarify  a confusing  clinical  picture  with 
the  resultant  diagnosis  being  based  on  clinical 
features  combined  with  the  therapeutic  response 
to  antituberculous  therapy. 

Case  3:  A 57  year  old  female  was  admitted 
with  a ten  month  history  of  the  gradual  onset  of 


abdominal  distension.  Past  medical  history  was 
significant  for  a known  positive  PPD,  for  which 
she  apparently  received  one  year  of  INH  pro- 
phylaxis, and  insulin  dependent  diabetes  mellitus 
which  was  well  controlled.  Physical  examination 
was  unremarkable  except  for  massive  ascites. 
Routine  laboratory  tests  revealed  minimal  eleva- 
tion of  SGOT  and  alkaline  phosphatase,  normal 
bilirubin  and  serum  albumin.  Liver  spleen  scan 
was  normal.  Paracentesis  yielded  a straw  colored 
fluid  which  had  a total  protein  of  4.3  gm  % and 
227  white  cells  with  97%  lymphocytes.  Routine 
culture,  AFB  smear  and  culture,  and  cytologic 
examinations  were  negative.  The  patient  refused 
peritoneoscopy,  a presumptive  diagnosis  of  tuber- 
culous peritonitis  was  made,  and  she  was  placed 
on  INH  and  ethambutal.  Over  the  next  eight 
months  her  ascites  slowly  increased  and  she  was 
readmitted.  Routine  biochemical  determination 
and  paracentesis  were  unchanged.  Peritoneo- 
scopy revealed  a normal  parietal  and  visceral 
peritoneum,  the  liver  was  diffusely  nodular  (Fig. 
3),  and  biopsy  revealed  post  hepatitic  cirrhosis 
with  mild  chronic  active  hepatitis.  Her  ascites 
responded  well  to  salt  restriction  and  diuretic 
therapy  with  spironolactone.  Peritoneoscopy  on 
the  first  admission  would  have  established  the 
unsuspected  diagnosis  of  cirrhosis  and  prevented 
unnecessary  antituberculous  therapy. 
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PERITONEOSCOPY 


FIGURE  3 — Raised  nodules  over  the  surface  of  an  en- 
larged left  lobe  of  the  liver.  Note  the  engorged  veins  over  the 
hemidiaphragm  (small  arrow).  Post  hepatitic  cirrhosis  with 
portal  hypertension. 

DISCUSSION 

Peritoneoscopy,  direct  endoscopic  visualization 
of  the  peritoneal  cavity,  was  first  described  by 
Kelling  in  1902/  and  has  been  used  extensively 
and  enthusiastically  in  Europe  with  a wide  range 
of  medical  and  gynecologic  indications.  However, 
acceptance  of  this  procedure  has  been  slower  in 
the  United  States,  perhaps  due  to  a failure  to 
appreciate  its  indications  and  limitations.  It 
should  not  be  considered  as  a substitute  for  laparo- 
tomy, but  as  a step  in  our  diagnostic  sequence.  If 
sufficient  information  is  derived,  a more  extensive 
surgical  procedure  may  be  avoided.  The  pro- 
cedure gives  one  a limited  view  of  the  anterior 
peritoneal  cavity,  pelvic  structures,  anterior  wall 
of  the  stomach,  spleen,  gallbladder  and  90%  of  the 
liver  surface.  The  head  of  the  pancreas  and  the 
external  surface  of  the  small  bowel  have  limited 
visualization,  and  the  retroperitoneal  structures 
such  as  kidneys  and  adrenal  glands  cannot  be  seen 
at  all. 

Peritoneoscopy  is  performed  under  local  anes- 
thesia after  pretreatment  with  narcotic  analgesics 
and  anticholinergics.  The  patient  is  surgically 
prepped  and  draped  with  adherence  to  operating 
room  aseptic  techniques.  The  site  of  primary 
puncture  is  variable  depending  upon  the  area  to 
be  investigated  but  the  periumbilical  region  is,  by 
far,  the  most  popular.  Once  adequate  local  anes- 


thesia has  been  obtained,  the  initial  puncture  is 
established  with  a pneumoperitoneum  cannula 
(Verres  needle)  which  has  a blunt,  spring  loaded, 
central  trocar  which  protects  the  viscera  from  the 
sharp  needle  tip  when  the  peritoneal  cavity  is 
entered.  Nitrous  oxide  or  carbon  dioxide  is  then 
insufflated  into  the  peritoneal  cavity  while 
monitoring  the  pressure  and  volume,  usually  2-4 
liters  is  required.  When  an  adequate  pneu- 
moperitoneum is  obtained,  the  insufflation  needle 
is  removed  and  the  1cm  peritoneoscopy  trocar  is 
inserted  in  the  same  site.  Here  the  conscious  pa- 
tient is  able  to  cooperate  by  tensing  the  rectus 
muscle  and  pushing  the  anterior  abdominal  wall 
forward,  providing  an  increased  AP  diameter 
within  the  peritoneal  cavity.  Once  successful  pen- 
etration is  obtained,  the  peritoneoscope  is  inserted 
and  a systematic  search  is  undertaken.  If  biopsy  or 
organ  manipulation  is  deemed  necessary  then  a 
second  site  is  selected  and  with  local  anesthesia  the 
3 mm  accessory  trocar  is  inserted  under  direct 
visual  control.  Precise  details  of  the  procedure  are 
available  elsewhere.0 


Table  1 

MEDICAL  INDICATIONS  FOR  PERITONEOSCOPY 

Evaluation  of  liver  disease 

A.  Focal  defects 

1.  Primary  or  metastatic  carcinoma 

2.  Cysts 

B.  Diffuse  hepatocellular  disease 

1.  When  previous  liver  biopsy  inadequate 

2.  When  contraindications  to  percutaneous  biopsy  pre- 
sent i.e.  ascites 

3.  Unexplained  portal  hypertension 

4.  Unexplained  liver  function  abnormalities 

II  Unexplained  ascites 

III  Staging  procedure  in  neoplasia 

A.  Lymphoma 

B.  Carcinoma  of  the  lung,  breast  and  esophagus  — 
controversial 

IV  Abdominal  masses  — for  “skinny  needle’  aspiration  or 
direct  biopsy  when  indicated 

V Unexplained  abdominal  pain  — controversial 


The  indications  for  peritoneoscopy  are  variable 
and  are  dependent  upon  the  interest,  expertise, 
and  experience  of  the  examiner.  Table  1 presents 
the  medical  indications  for  peritoneoscopy.  There 
are  several  areas  where  it  has  been  proven  to  be 
especially  beneficial,  including  solitary  defects  of 
the  left  lobe,6  metastatic  carcinoma  when  blind 
percutaneous  biopsy  is  negative,'  and  as  a staging 
procedure  for  Hodgkin’s  disease.8  The  overall 
yield  for  blind  biopsy  of  the  liver  for  metastatic 
disease  is  in  the  range  of  25-70%  where  with 
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peritoneoscopy  it  is  in  the  range  of  75-90%. 2 It  is 
also  useful  in  the  evaluation  of  suspected  cirrhosis 
where  blind  liver  biopsy  may  not  accurately  de- 
fine the  extent  of  fibrosis.9  With  peritoneoscopy 
there  is  the  added  benefit  of  direct  visualization  of 
the  liver  surface  which  correlates  well  with  biopsy 
findings.  The  presence  of  portal  hypertension  can 
be  ascertained  by  the  observation  of  changes 
within  the  vessels  in  the  falciform  ligament.10 
Finally,  in  patients  with  ascites  without  a defini- 
tive cause,  peritoneoscopy  has  a high  yield  in 
establishing  an  etiology,11  ' or  may  diagnose  a 
superimposed  condition  upon  a known  disorder 
such  as  a hepatoma  in  a known  cirrhotic,  thereby 
preventing  misdirected  or  delayed  therapy. 

The  use  of  ascitic  fluid  protein  concentration, 
LDH  levels  and  cell  counts  are  frequently  helpful 
in  suspecting  clinical  conditions3  such  as  tuber- 
culosis, however,  the  low'  yield  of  fluid  culture  and 
intermediate  yield  of  blind  peritoneal  biopsy 
makes  peritoneoscopy  the  procedure  of  choice  in 
the  diagnosis  of  tuberculous  peritonitis.12  Abdom- 
inal carcinomatosis  with  ascites  is  a similar  situa- 
tion; if  cytology  is  negative  then  peritoneoscopy 
would  be  the  next  logical  step. 

Absolute  contraindications  to  peritoneoscopy 
include  acute  peritonitis,  severe  coagulation  disor- 
ders with  prolongation  of  the  prothrombin  time 
greater  than  5-7  seconds  over  control,  and  di- 
aphragmatic hernias.  Relative  contraindications 
include  a past  history  of  peritonitis;  severe  chronic 
obstructive  pulmonary  disease,  large  hiatal  her- 
nias, and  previous  abdominal  surgery,  especially 
if  numerous  adhesions  could  be  present.  Some 
authors  report  up  to  a 96%  success  rate  in  examin- 
ing the  target  area  in  patients  with  laparotomy 
scars.13 

There  are  potential  benefits  of  peritoneoscopy 
over  laparotomy  including:  (1)  local  anesthesia 
versus  general;  (2)  minimal  abdominal  discomfort 
with  ambulation  within  four  hours  of  the  pro- 
cedure and  discharge  possible  within  24-48  hours 
(procedure  is  done  on  an  outpatient  basis  in  Eu- 
rope); (3)  low  morbidity  (1.2%)  and  mortality 
(0. 13%);14  and  (4)  cost  effectiveness  due  to  de- 
creased duration  of  hospitalization  and  less  expen- 
sive facilities  required  for  the  procedure. 

The  complications  of  peritoneoscopy  are  best 
considered  in  conjunction  with  the  various  stages 
of  the  examination.  Those  associated  with  the 
pneumoperitoneum  include  intestinal  perfora- 
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tion,  especially  in  the  presence  of  adhesions,  sub- 
cutaneous emphysema,  pneumothorax  and 
pneumomediastinum,  the  latter  two  being  very 
uncommon.  The  peritoneoscopy  cannula  insert- 
ion can  be  complicated  by  pain  due  to  traction  on 
the  peritoneum,  rupture  of  blood  vessels  in  the 
abdominal  wall,  especially  in  patients  with  large 
collaterals  due  to  portal  hypertension,  and  per- 
foration of  bowel  or  gallbladder.  Finally,  there 
may  be  problems  arising  from  ancillary  pro- 
cedures such  as  the  secondary  site  trocar  insertion. 
There  is  a potential  for  bowel  perforation  with  the 
biopsy  forceps  and  the  surface  of  hollow  organs 
should  be  avoided.  Significant  bleeding  from  the 
liver  after  biopsy  can  be  controlled  by  the  applica- 
tion of  direct  pressure  with  a palpation  probe  or 
by  electrocautery.  Only  rarely  is  bleeding  of  suffi- 
cient magnitude  that  transfusion  or  laparotomy  is 
required.  In  1977,  Bruehl  reviewed  63,000  per- 
itonescopic  procedures  from  Europe,  and  re- 
ported an  overall  mortality  of  0.029%  in  the  hands 
of  experienced  operators. 

Peritoneoscopy  is  a procedure  which  provides 
limited  examination  of  the  abdominal  cavity  and 
its  organs,  and  w'hen  used  in  the  proper  clinical 
setting  has  a high  diagnositc  yield  with  low  mor- 
bidity and  mortality.  It  is  particularly  useful  in  the 
assessment  of  the  ascitic  patient  in  that  per- 
itoneoscopic  liver  biopsy  can  be  performed  w hen 
percutaneous  biopsy  is  contraindicated,  thereby 
preventing  misdiagnoses  based  on  clinical  as- 
sumptions and  avoiding  delays  in  institution  of 
appropriate  therapy.  □ 
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UNUSUAL 
MIDDLE  EAST 
OPPORTUNITY 

x\  middle  eastern  country  has  just 
completed  four  hospitals.  It  seeks  sev- 
eral surgical  teams:  Three  to  eight  sur- 
geons and  a complete  team  of  anesthe- 
tist, nurses,  and  so  forth,  of  the  Team 
Leader’s  choice. 

The  assignment  would  be  for  three 
months  to  a year.  All  transportation 
and  housing  for  team  and  families 
would  be  provided;  and  a liberal 
stipend. 

We  suggest  it  to  be  a good  opportunity 
for  older  established  surgeons  looking 
for  a change  of  pace  before  retire- 
ment; or  young,  newly  certified  sur- 
geons before  establishing  a large 
practice. 

Contact:  D.  H.  Robinson,  M.D. 
Box  21372 

Columbia,  S.  C.  29221 
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Winchester  Surgical  Supply  Company 


200  S.  TORRENCE  ST.,  CHARLOTTE,  N.  C.  28204  Phone  No.  704-372-2240 

MEDICAL  SUPPLY  DIVISION  FOR  YOUR  PATIENTS  AT  HOME 
1500  E.  THIRD  STREET  Phone  No.  704/332-1217 

Winchester-Ritch  Surgical  Company 


421  W.  SMITH  ST.,  GREENSBORO,  N.  C.  27401 


Phone  No.  919-273-5581 


We  equip  many  new  Doctors  each  year  and  invite  your  inquiries. 

Emory  L.  Floyd  M.  M.  “Buddy”  Young  J.  Ray  Jackson 

Box  3228  Tel.  803/662-4417  Box  1241  Tel.' 803/781-8798  Box  2143  Tel.  803/246-1274 

Florence,  S.  C.  29502  Irmo,  S.  C.  29063  Greenville,  S.  C.  29602 

We  have  salesmen  living  in  South  Carolina  to  serve  you 

We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921, 
and  advertised  CONTINLTOLTSLY  in  the  S.  C.  Journal  since  January  1920  issue. 
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NOW  THERE  IS  A BETTER 
ALTERNATIVE  TO  STOOL 
EXAMS.  ENTERO-TEST 


ENTERO-TEST®  Adult,  and  Pediatric, 
a nylon  line  coiled  inside  of  a gelatin 
capsule.  The  Pediatric  string  is  90cm 
and  the  Adult  string  is  140cm.  Both 
capsules  are  designed  to  retrieve 
duodenal  contents  without  intubation. 
ENTERO-TEST®  has  the  following 
advantages: 

■ Rapid 

■ Accurate 

■ Safe 

■ No  Radiation 

■ Outpatient  and  Inpatient  Use 
Studies  have  confirmed  the  following 
applications  for  the  Entero-Test: 

PARASITES: 

Those  parasites  that  live  primarily  in 
the  duodenum  or  bile  ducts  often  are 
more  readily  seen  in  the  duodenal 
contents  than  in  the  stool.  These 


include  Giardia  lamblia  (motile  tro- 
phozoites), Strongyloides  stercoralis 
(larvae  and/or  eggs  in  advanced 
stages  of  development),  Clonorcliis 
sinensis  (eggs).  Fasciola  hepatica 
(eggs),  Trichostrongylus  orientalis 
(eggs),  and  Isospora  (coccidia). 
SALMONELLA  TYPHI: 

Multiple  stool  exams  cultured  over 
several  weeks  or  duodenal  intubation 
are  the  most  commonly  used  pro- 
cedures. The  Entero-Test  is  as  efficient 
as  intubation  but  simpler  and  more 
comfortable.  New  studies  have  further 
confirmed  superior  applicability  over 
other  procedures. 

SMALL  INTESTINAL 
MICROFLORA  (Bacterial 
overgrowth): 

Chronic  Diarrhea  caused  by  anaerobic 
and  aerobic  bacteria  in  infants  and 
children  was  easily  identified  using  the 
Entero-Test.The  string  test  was 
comparable  to  or  better  than  duodenal 
aspirate  in  all  cases. 
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ESTATE  PLANNING 


Whom  Do  You  Trust? 

No  doubt  you  have  heard  the  term  "Trust"  and/or  might  even  have  a trust  established. 

But,  do  you  know  how  a trust  works? You  can  create  a trust  while  you're  alive  or 

after  you  die  (via  a will) . The  trust  is  simply  an  agreement  you  make  with  a trustee 
(individual  institution,  or  even  yourself)  to  let  the  trustee  supervise  the  administra- 
tion of  some  specific  assets in  establishing  the  trust,  you  define  investment  ob- 

jectives and  select  the  trustee  you  feel  can  best  manage  the  trust  in  accordance  with 

your  objectives as  long  as  the  trust  is  valid,  any  tangible  or  intangible  property 

which  you  have  the  right  to  transfer  can  be  put  into  the  trust by  establishing  the 

trust,  your  needs  can  be  served  by  leaving  the  trustee  to  manage  the  money  and  main- 
tain the  records,  while  you  benefit  from  the  skills  and  experience  of  a professional 

asset  manager in  future  issues,  I will  look  into  the  different  types  of  trusts. 

RETIREMENT 


A License  To Defer! 


If  you  receive  any  income  from  a hospital,  that  money  may  be  eligible  for  deferred 

compensation if  you  can  defer  a part  of,  or  all,  of  your  current  income  from  the 

hospital,  you  can  receive  some  of  the  following  benefits:  Defer  income  from  high  tax 

years  to  low  tax  years;  and  defer  taxes  on  the  earnings  generated  from  the  deferred 

income if  the  hospital  qualifies  under  501C3,  or  is  profit  oriented,  there  is  no 

limit  on  the  amount  you  can  defer  of  your  hospital  related  income.  If  a city  and/or 
county  runs  the  hospital,  than  you  can  defer  up  to  $7,500  per  year  or  25%  of  your 

gross  compensation,  whichever  is  less you  can  receive  the  deferred  income  at: 

Death;  Disability;  Termination;  Retirement;  or  severe  Financial  Hardship this  plan 

can  be  easily  implemented  and  has  no  bearing  on  any  other  retirement  plan  already  in 
place  or  contemplated. 


TAX  SHELTERS 


The  Texas  Two-Step  Into  Oil  and  Gas. 

No  doubt,  you  have  repeatedly  heard  the  following:  Oil  glut;  oil  and  gas  "Bubble"; 

OPEC  is  breaking  up;  Decreasing  energy  demand;  etc.  The  news  can  have  a dampening 

effect  on  your  enthusiasm  to  invest  in  oil  and  natural  gas  programs while  these 

uncertainties  exist  for  the  near  term,  1982  may  prove  to  be  the  most  opportune  time 
to  invest  for  the  following  reasons:  (1)  Oil  continues  to  be  the  worlds'  single  most 

important  fuel;  (2)  Natural  gas  prices  have  stabilized;  (3)  Major  oil/gas  consuming 
countries  still  produce  a fraction  of  their  needs;  (4)  Potential  for  middle  east  crisis 
still  continues;  (5)  Exploration  cost/price  investment  ratios  are  still  excellent  at 


(Continued  Financial  Checkup) 
TAX  SHELTERS  (continued) 


current  rates;  (6)  Favorable  impact  on  this  type  of  investment  by  Economic  Recovery 

Tax  Act  of  1981;  (7)  Control  of  supply/demand  still  remains  with  OPEC thus , an 

investment  in  an  oil  and  gas  program  that  is  fairly  structured  and  economically  via- 
ble should  definitely  be  considered  as  part  of  your  overall  tax-sheltered  investment 
program. 

INVESTMENT  IDEAS 

Is  It  A Bird? Is  It  A Plane? No!  It’s  A Zero-Coupon  Bond. 

The  Zero-Coupon  Bond  is  a new  and  exciting  investment  in  corporate  bonds basically, 

the  way  it  wTorks  is  as  follows:  You  can  invest  in  a bond  that  you  buy  at  a deep  dis- 
count and  that  is  expected  to  mature  at  face  value  at  a designated  date.  You  do  not 
receive  any  income  from  the  bond  before  the  due  date.  However,  the  bond  is  priced  to  be 

highly  competitive  in  todays'  interest  rate  market for  example:  At  todays’  current 

rates  and  at  a cost  between  $250-$2,500  (Depending  on  when  the  bond  matures),  you  can 
possibly  double  your  money  in  7 years,  triple  it  in  10  years,  and  10  times  your  invest- 
ment in  17  years why  invest?  As  long  as  you  know  when  you  will  need  lump-sum  money, 

you  can  plan  for  the  future.  For  example:  You  can  set  up  an  educational  fund  for  your 
children  or  grandchildren;  or  you  can  start  a planned  program  to  supplement  your  retire- 
ment with  money  coming  from  maturing  bonds but  like  all  investments,  these  bonds 

have  risks,  such  as:  higher  interest  rates  reducing  the  principal;  Your  need  for  im- 

mediate cash  and  selling  the  bond  at  a loss;  and  potential  financial  trouble  for  muni- 
cipalities  all  in  all,  you  should  take  a look  at  this  exciting  investment  and  see 

if  it  fits  into  your  overall  financial  and  estate  planning  needs.  (Note:  When  buying 

zero-coupon  corporate  bonds  in  other  than  retirement,  custodial,  and  like  accounts,  you 
have  to  "Amortize"  the  discount  as  income  each  year). 

HOUSE  STAFF  PLAN  ^A0 

E 

The  time  to  start  your  financial  planning  is  now.  Even  though  you  might  feel  that  your 
income  is  not  high  enough,  or  you  do  not  have  the  time,  essential  financial  and  estate 
planning  now  can  save  you  a whopping  sum  of  money  in  the  near  future.  Don’t  count  on 
"5  year  income  averaging"  as  the  answer  to  future  tax  liabilities.  Let  me  caution  you 
that  the  benefits  of  "income  averaging"  can  decrease  dramatically  in  the  fourth  and 
fifth  years.  Therefore,  you  need  to  investigate  additional  financial  programs  to  mini- 
mize future  tax  liabilities.  Accordingly,  you  are  encouraged  to  take  the  following 
steps:  (1)  Establish  a relationship  with  an  accountant  who  believes  in  "Tax  Planning"; 

and  project  tax  liabilities  based  on  the  average  income  of  physicians  in  the  locale 
where  you  will  practice.  (2)  Contact  a financial  planner  who  will  review  your  current 
financial  situation;  and,  with  your  direct  involvement  plan  a program  to  meet  your  ob- 
jectives. (3)  Follow-through;  do  not  procrastinate.  If  you  do  not  take  steps  to  an- 
ticipate a dramatic  increase  in  your  income,  you  will  have  a tax  liability  that  will 
bring  tears  to  your  eyes. 


FURTHER  INFORMATION 


If  you  would  like  to  receive  further  information  on  any  of  the  topics  covered  in  this 
newsletter,  please  write  to  Martin  Lefkowitz,  CFP,  E.F.  Hutton  & Co.,  2700  Middleburg 
Drive,  Suite  200,  Columbia,  S.C.  29204;  or  call  1-800-922-1112  (toll  free). 


SUMMARY  OF  A REVIEW  OF  MEDICAL 
EDUCATION  IN  SOUTH  CAROLINA* 


JOHN  C.  SUTUSKY,  Ph.D.** 

The  South  Carolina  Master  Plan  for  Higher 
Education 1 specified  that  the  Commission  on 
Higher  Education  would  undertake  a periodic 
review  of  all  degree  programs  offered  by  South 
Carolina’s  public  colleges  and  universities.  The 
purpose  of  these  reviews  is  threefold:  to  determine 
whether  any  apparent  duplication  of  programs 
should  be  continued,  to  assist  the  institutions  in 
identifying  programs  of  special  excellence,  and  to 
identify  programs  which  may  be  in  need  of 
strengthening  if  they  are  to  be  continued. 

Such  program  reviews  are  different  than  those 
undertaken  by  each  college  or  university  for  in- 
stitutional or  program  accreditation  purposes. 
The  primary  concerns  of  the  Commission  are  that 
higher  education  opportunities  of  high  quality  are 
made  available  to  South  Carolinians  and  that  un- 
necessary duplication  of  programs  be  eliminated. 

Desired  outcomes  of  such  reviews  are  the  clari- 
fication of  program  goals  and  objectives,  objective 
assessment  of  program  quality,  assessment  of  pro- 
gram adequacy  or  necessity  in  terms  of  South 
Carolina  manpower  demands,  and  the  identifica- 
tion of  opportunities  to  enhance  interinstitutional 
cooperation  and  coordination. 

In  the  spring  of  1981,  the  Commission  retained 
a team  of  out-of-state  consultants  to  conduct  a 
review  of  all  existing  graduate  level  programs  in 
health  and  medical  education  offered  by  South 
Carolina’s  public  colleges  and  universities.  Pro- 
grams reviewed  included  medicine,  dentistry, 
pharmacy,  nursing,  allied  health,  public  health, 
and  communicative  disorders. 

The  consultant  team  was  approved  by  the 
Commission  from  a list  of  names  submitted  by 

The  purpose  of  this  article  is  to  provide  a summary  of  the 
medical  education  portion  of  the  “Report  on  the  Statewide 
Review  of  the  Graduate  Programs  in  Health  and  Medical 
Education  in  the  Public  Colleges  and  Universities  of  South 
Carolina”  prepared  by  a team  of  out-of-state  consultants  in 
1981  for  the  Commission  on  Higher  Education.  The  objec- 
tive is  to  make  available  to  the  readership  the  essential 
points  in  the  Report  concerning  medical  education.  There- 
fore. the  paper  reflects  the  observations,  judgments,  and 
conclusions  of  the  consultants  and  not  those  of  the  author. 
° “Assistant  Director  for  Health  Affairs,  South  Carolina  Com- 
mission on  Higher  Education.  Rutledge  Building.  1429  Sen- 
ate Street,  Columbia,  S.  C.  29201. 


each  of  the  institutions  and  by  appropriate  na- 
tional professional  organizations.  The  team  was 
provided  information  that  had  been  submitted  by 
each  institution  about  each  program  to  be  re- 
viewed. The  team  was  also  provided  a set  of 
Commission  guidelines,  designed  to  focus  atten- 
tion on  the  major  questions  to  be  addressed,  in 
advance  of  their  visit  to  South  Carolina  which 
occurred  between  April  29  and  May  9,  1981.  The 
consultants  forwarded  their  report2  to  the  Com- 
mission in  September  of  1981  for  its  consideration 
and  action. 

STATEWIDE  ISSUES 

The  consultants  expressed  support  for  the  re- 
cent South  Carolina  Master  Plan  for  Higher  Ed- 
ucation, and  noted  that  it  is  well  conceived  and 
that  it  should  continue  to  serve  as  a guide  for 
development.  They  also  noted  that  high  level 
coordination  is  essential  to  the  success  of  the  Mas- 
ter Plan  and  that  individual  program  administra- 
tors must  be  held  accountable  for  accomplishment 
of  the  objectives  of  the  Plan.  The  consultants 
observed,  however,  that  there  has  not  been  effec- 
tive communication  between  administrators  at 
the  highest  levels  in  institutions  that  must  be  ex- 
pected to  work  together  toward  common  goals. 

The  consultants  fully  suggested  continuance  of 
two  medical  schools  in  South  Carolina  and  with 
the  recommendation  of  the  Master  Plan  on  this 
subject.  The  team  observed  that  the  need  for  a 
second  medical  school  in  South  Carolina  is  clear 
and  the  YA  initiative  in  the  early  seventies  made  it 
reasonable  to  consider  development  at  that  time. 

The  consultants  observed  that,  for  historical 
reasons,  State  funds  appropriated  to  the  State’s 
medical  schools  and  especially  the  Medical  Uni- 
versity of  South  Carolina,  have  been  used  pro- 
gressively to  underwrite  the  care  of  indigent 
patients.  The  consultants  commented  that  this  is 
not  publicly  acknowledged  and  is  geographically 
selective.  It  was  suggested  that  a more  rational 
approach  would  be  for  the  State  to  fund  indigent 
care  adequately,  insist  that  the  teaching  hospitals 
and  clinical  faculty  collect  their  just  revenues  and 
account  for  them  appropriately,  and  require  that 
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allowable  teaching  costs  be  reasonably  reim- 
bursed by  third  party  payers.  The  consultants 
observed  that  current  practices  greatly  inflate  the 
apparent  cost  of  medical  education,  may  subvert 
the  ability  of  clinical  faculty  to  generate  alterna- 
tive forms  of  income  to  assist  in  the  support  of 
their  medical  schools,  and  accentuate  the  ineq- 
uitable distribution  of  health  care  for  indigent 
South  Carolinians. 

CONSORTIUM  OF  COMMUNITY 
HOSPITALS 

The  consultants  were  greatly  impressed  with 
the  quality  and  effectiveness  of  the  Consortium  of 
Community  Hospitals3  and  judged  it  to  be  a suc- 
cess. It  was  noted  that  in  spite  of  the  potential  for 
devisiveness,  the  Consortium  has  remained  uni- 
fied, appears  to  be  meeting  its  goals  and  has 
sufficient  potential  for  meeting  public  health  is- 
sues in  the  future.  The  Consortium  was  described 
as  an  excellent  program  and  identified  as  a major 
state  asset  that  should  be  fully  supported  and 
further  strengthened.  The  consultants  noted  that 
the  Consortium  is  a multifocal  resource  for  the 
entire  State  and  commented  that  the  Consortium 
should  serve  to  provide  clinical  education  re- 
sources and  programs  required  by  both  medical 
schools.  The  team  concluded  that  the  Consortium 
is  meeting  its  goals  in  terms  of  continuing  educa- 
tion and  health  manpower  education.  The  com- 
munity hospitals’  strong  sense  of  ownership  of 
Consortium  programs  was  noted  and  the  consul- 
tants described  the  program  as  being  well  fi- 
nanced. They  reported  that,  as  successful  as  the 
Consortium  is,  it  was  started,  in  part,  to  obviate 
the  necessity  of  starting  a second  medical  school. 
Since  the  second  medical  school  is  now  a reality, 
the  consultants  indicated  that  there  is  a potential 
question  of  the  continuing  priority  that  MUSC 
will  give  to  these  programs.  Concern  was  ex- 
pressed that  because  of  continued  MUSC  admin- 
istration of  the  Consortium,  the  USC  Medical 
School  is  looking  through  its  own  network  of  cam- 
puses and  through  hospital  agreements  to  estab- 
lish a new  network  which  may  duplicate  or  split 
the  existing  Consortium.  The  consultants  recom- 
mended that  every  effort  be  made  to  maintain  the 
Consortium  as  a unified  Statewide  concept.  They 
stated  that,  as  USC  moves  toward  an  entering  class 
size  of  80  students,  there  should  be  clear  direction 
to  make  use  of  the  Consortium  as  a setting  to 
accommodate  the  increased  enrollment  which 
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should  not  be  used  as  justification  for  further  full- 
time faculty  and  space  in  Columbia. 

MEDICAL  SCHOOL  APPLICANT  POOL 

The  consultants  expressed  the  view  that  medi- 
cal school  enrollment  at  MUSC  has  surpassed  the 
institution’s  ability  to  maintain  desired  educa- 
tional quality.  Additional  concern  was  expressed 
that,  as  the  USC  Medical  School  grows  to  its  full 
complement  of  undergraduate  students,  medical 
education  opportunities  in  South  Carolina  will 
exceed  the  qualified  applicant  pool  of  South  Car- 
olinians and  also  the  state’s  manpower  require- 
ments for  medical  doctors.  The  team  stated  that  at 
present,  and  probably  for  the  remainder  of  the 
eighties,  the  number  of  qualified  South  Caroli- 
nians applying  for  admission  to  medical  school  is 
inadequate  to  match  the  enrollment  projections  of 
the  medical  schools  unless  either  enrollment  proj- 
ections are  reduced  or  out-of-state  students  are 
admitted.  It  was  recommended,  therefore,  that 
medical  school  enrollment  be  limited  to  200  enter- 
ing students  per  year  with  MUSC  reducing  to  120 
immediately  and  USC  eventually  reaching  an 
upper  limit  of  80.  The  consultants  also  described 
the  enrollment  of  blacks  in  the  State’s  medical 
schools  as  totally  inadequate. 

COORDINATION 

The  consultants  addressed  the  perceived  notion 
that  there  is  insufficient  cooperation  and  coordi- 
nation between  the  medical  schools  and  the 
schools  and  community  teaching  hospitals.  They 
remarked  that  cooperation  between  the  two  med- 
ical schools  is  highly  desirable,  publicly  called  for, 
and  clearly  could  happen  on  a broad  basis.  It  was 
their  observation  that  cooperation  is  only  occur- 
ring in  a few  areas  and  that  two  major  barriers 
preclude  further  cooperation.  The  first  barrier 
identified  as  impeding  cooperation  was  the  public 
acrimony  to  which  the  schools  are  subjected. 
Those  responsible  for  the  public  flagellation  of  the 
State’s  medical  schools  were  admonished  to  cease 
because  such  activity  is  counterproductive  to  the 
best  interests  of  the  schools  and  the  State.  Sec- 
ondly, the  consultants  stated  that  a lack  of  clear 
definition  of  mission  and  direction  for  the  two 
medical  schools  is  inhibiting  coordination.  Several 
additional  observations  were  made  concerning 
cooperation.  They  reiterated  concern  over  the 
lack  of  consensus  among  State  leaders  and  com- 
mented on  the  apparent  lack  of  authority  vested 
in  the  Commission  on  Higher  Education  to  insist 
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upon  adherence  to  agreed  upon  program  objec- 
tives. The  consultants  observed  that  the  higher 
education  institutions  are  quite  aware  that  they 
have  the  political  influence  necessary  to  bypass 
the  Commission’s  directives  and  accordingly  tend 
to  view  the  Commission  as  a source  of  harrass- 
ment.  Additionally,  the  team  stated  that  the  orga- 
nizational structures  and  role  expectations  for  the 
senior  administrators  in  the  two  universities  are 
not  suitable  for  these  institutions  to  accomplish 
goals  described  in  the  Master  Plan.  The  lines  of 
accountability  and  authority  for  accomplishing 
academic  program  objectives  under  the  reorga- 
nization at  MUSC  were  described  as  unclear  or 
inappropriate.  The  consultants  concluded  that  at 
USC,  no  one  at  an  appropriate  level  of  institu- 
tional authority  is  sufficiently  knowledgeable 
about  health  professions  to  deal  with  counterparts 
in  hospitals  and  coordinate  the  University’s  health 
professions  schools.  The  ongoing  management  of 
the  USC  academic  health  and  medical  education 
programs  was  described  as  having  no  cohesive 
leadership.  They  pointed  out  that  the  lack  of 
consistent  leadership  and  the  absence  of  an  effec- 
tive spokesman  for  health  affairs  at  USC  has  led  to 
activities  which  appear  to  be  inappropriate  to  the 
objectives  of  the  Master  Plan  and  result  in  de- 
creased credibility,  especially  for  the  USC  Medi- 
cal School. 

MUSC  MEDICAL  COLLEGE  AND 
HOSPITAL 

The  Master  Plan  calls  for  MUSC  to  be  a tertiary 
academic  health  center  providing  specialty  edu- 
cation in  a research  setting.  The  consultants  con- 
curred that  this  is  a reasonable  mission  but 
observed  that  this  mission  is  not  well  developed  at 
this  time.  The  team  observed  that  MUSC  has,  in 
fact,  considerable  strengths  in  primary  care  as  a 
result  of  strong  encouragement  of  the  Family 
Practice  program  in  Charleston  and  the  Statewide 
Family  Practice  program.  The  consultants  stated 
that  it  is  reasonable  to  expect  MUSC  to  continue  to 
mature  as  an  academic  medical  center  with  the 
resources  provided. 

Strengths  identified  at  MUSC  were  described  as 
some  faculty  and  some  departments,  significant 
parts  of  the  physical  plant,  the  attractive  geo- 
graphic setting  of  Charleston,  and  the  outstanding 
Statewide  Consortium.  The  Storm  Eye  Institute 
was  identified  also  as  a unique  regional  resource 
for  teaching,  research,  therapy,  and  surgery. 

The  consultants  expressed  several  concerns  re- 


lating to  MUSC.  The  observation  was  made  that 
the  institution  appears  to  have  a wounded  mood, 
stemming  primarily  from  publicity  concerning 
several  audits  of  the  institution.  Administrative 
ambiguity  was  cited  in  regard  to  the  executive 
authority  of  the  medical  school  Dean.  The  team 
stated  that,  with  the  development  of  a position  for 
a Vice-President  for  Clinical  Affairs,  authority 
may  be  ambiguously  and  devisively  distributed, 
making  leadership  of  the  academic  and  clinical 
departments  more  difficult.  The  learning  en- 
vironment at  MUSC  was  described  as  poor  and  the 
consultants  judged  that  there  were  too  many  stu- 
dents including  residents.  Practice  income  for  the 
size  of  the  faculty  was  determined  to  be  extremely 
low,  and  the  team  noted  that  the  collection  rate 
suggests  either  a tremendous  underwriting  of  in- 
digent care  or  a lack  of  vigor  in  collections.  In 
either  case,  the  consultants  stated  that  this  may  be 
associated  with  a lack  of  incentives  for  effective 
financial  management  and  weak  accountability. 

A number  of  major  recommendations  concern- 
ing MUSC  were  made.  The  consultants  stated  that 
the  mission  of  the  MUSC  Medical  School  needs  to 
be  clarified  and  added  that  becoming  a fully 
developed  tertiary  academic  medical  center  is  an 
appropriate  role.  It  was  suggested  that  this  mission 
be  arrived  at  by  a plan  developed  by  the  Presi- 
dents of  MUSC  and  USC  and  their  respective 
medical  school  Deans.  The  team  also  suggested 
that  development  of  the  plan  be  guided  by  the 
objectives  of  the  Master  Plan  and  the  evolving 
State  health  needs  and  be  endorsed  and  approved 
by  the  Commission  on  Higher  Education.  The 
consultants  further  recommended  that  the  enroll- 
ment of  entering  medical  students  be  decreased 
immediately  to  120  students.  The  observation  was 
made  that  some  students  enrolled  are  probably 
not  fully  qualified  to  attend  medical  school.  The 
team  recommended  that  strong  consideration 
should  be  given  to  moving  the  financial  base  and 
administrative  direction  of  the  Consortium  of 
Community  Hospitals  to  USC-Columbia.  The 
team  based  this  recommendation  for  relocation, 
in  part,  on  the  following: 

1.  If  the  USC  Medical  School  is  to  remain  a 
community-based  medical  school  and  not 
develop  increasing  pressures  to  acquire  or 
build  its  own  hospital,  then  it  needs  an 
expanding  domain  of  affiliated  commu- 
nity hospitals  for  its  expanding 
enrollment. 
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2.  The  mission  of  the  USC  Medical  School  as 
related  to  increasing  activities  in  primary 
care  would  be  enhanced  by  the  responsi- 
bility to  operate  the  effective  network  of 
community  hospitals  and  Family  Practice 
Residencies. 

The  consultants  commented  that  MUSC  should 
continue  to  be  a part  of  the  Consortium  with 
MUSC  students  continuing  to  have  access  to  clerk- 
ships in  the  Consortium  and  in  Columbia  along 
with  USC  students.  MUSC  was  advised  further  to 
continue  its  strong  support  of  its  Family  Practice 
Residency  Program. 

USC  MEDICAL  SCHOOL 

The  Master  Plan  calls  for  the  USC  Medical 
School  to  focus  on  a primary  care  mission.  The 
consultants  observed  that  the  development  of  a 
new  medical  school  is  extremely  complex  and  a 
challenging  task,  constantly  monitored  by  the  Li- 
aison Committee  on  Medical  Education.  While 
much  yet  remains  to  be  done,  the  consultants 
concluded  that  the  USC  Medical  School  is  matu- 
ring as  a very  fine  institution  with  a potential  for  a 
broader  mission  in  the  decades  to  come.  They 
observed  that  some  criticism  of  the  school  is  due  to 
a misunderstanding  of  the  structure  and  resource 
requirements  of  a modern  medical  school  regard- 
less of  its  mission.  The  team  stated  that  while  it 
would  be  inappropriate  to  limit  or  truncate  its 
potential  development  into  the  next  century,  it  is 
justified  within  the  needs  of  the  State  for  the  USC 
Medical  School  to  emphasize  and  demonstrate  a 
capacity  for  leadership  in  primary  care  at  this 
time. 

Strengths  noted  for  the  USC  Medical  School 
included  the  strong  support  provided  to  the  devel- 
oping school  by  the  parent  University,  the  Vet- 
erans Administration,  and  State.  It  was  also  noted 
that  the  faculty  are  committed  to  excellence  in 
teaching,  that  the  processes  of  learning  and  eval- 
uation are  clear,  and  that  student  response  is 
excellent. 

Concerns  discussed  relating  to  the  USC  Medical 
School  included  the  muddled  history  and  confu- 
sion about  the  mission  of  the  school,  specifically  in 
regard  to  primary  care.  Relations  with  commu- 
nity physicians  were  described  as  appearing  to 
have  become  centered  in  two  camps  without  a 
great  deal  of  interaction.  The  consultants  de- 
scribed this  situation  as  unfortunate.  Concern  was 
also  expressed  that  University  relations  with  the 
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Richland  Memorial  Hospital  appear  to  be  un- 
necessarily at  arms  length  and  that  the  need  for 
clinical  space  has  not  been  clearly  defined  by  the 
USC  Medical  School.  Finally,  the  consultants  re- 
iterated that  the  organization  of  USC  does  not 
serve  either  to  enhance  working  relationships  be- 
tween the  health  professions  schools  themselves  or 
between  the  health  professions  schools  and  affili- 
ated agencies  and  institutions.  It  was  suggested 
that  the  University  seriously  consider  an  admin- 
istrative structure  that  would  allow  the  health 
school  Deans  to  report  to  the  President  through, 
for  example,  a Vice-President  for  Health  Affairs. 

The  consultants  recommended  that  the  evolv- 
ing missions  of  the  school  be  clarified,  particularly 
in  regard  to  primary  care,  and  that  the  leadership 
of  the  University  administration  see  to  it  that  this 
also  becomes  the  agenda  of  the  Department 
Chairmen.  They  also  recommended  that  the  en- 
tering class  size  be  increased  to  80  students  as 
rapidly  as  permitted  by  the  Liaison  Committee  on 
Medical  Education.  A class  size  of  80  at  the  USC 
Medical  School,  in  addition  to  an  entering  class  of 
120  at  MUSC,  would  accommodate  the  200  South 
Carolina  applicants  the  consultants  believe  are 
probably  qualified  to  enter  medical  school  an- 
nually at  this  time.  The  consultants  reiterated 
their  view  that  the  Consortium  of  Community 
Hospitals  headquarters  be  relocated  in  Columbia. 

CONCLUDING  REMARKS 

The  consultants  were  impressed  with  the  many 
strengths  and  opportunities  available  to  South 
Carolina  in  solving  its  social  and  health  problems, 
and  with  the  great  competence  and  dedication 
displayed  by  so  many  people  in  the  health  and 
medical  professions  in  all  sections  of  the  State. 
They  expressed  their  hope  that  the  results  of  this 
Report  would  be  stimulating  and  rewarding  to  the 
citizens  of  South  Carolina.  □ 

REFERENCES: 

1.  South  Carolina  Master  Plan  for  Higher  Education,  Com- 
mission on  Higher  Education,  Columbia,  S.  C.,  December, 
1979,  375  pages. 

2.  Copies  of  the  Report  are  available  upon  request.  Please 
address  requests  to  the  Commission  on  Higher  Education, 
1429  Senate  Street,  Columbia,  S.  C.  29201. 

3.  Reference  is  made  to  the  Consortium  of  Community  Hospi- 
tals or  Consortium  throughout  the  report.  The  consultants 
used  these  terms  interchangeably  to  refer  to  the  Extramural 
Programs  area  of  the  Medical  University  of  South  Carolina. 
The  Extramural  Programs  area  consists  of  the  following 
programs:  Statewide  Family  Practice,  Graduate  Doctor 
Medical  Education,  and  the  Consortium/ Area  Health  Edu- 
cation center  (AHEC). 
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WANTED:  Physicians  train- 
ed in  the  following  specialties 
who  desire  an  attractive 


alternative  to 
tice: 

General  Surgery 
Neurosurgery 
Orthopedic  Surgery 
Plastic  Surgery 
Anesthesiology 
Obstetrics-Gynecology 
Otolaryngology 
Urology 


civilian  prac- 

Child  Neurology 
Emergency  Medicine 
Cardiology 
Psychiatry 
Oncology 

Diagnostic  Radiology 
Therapeutic  Radiology 


Positions  in  these  specialties  are  available  or  pro- 
jected in  the  Southeastern  United  States  at  one 
of  the  Army  Medical  Department’s  major 
teaching  facilities,  Dwight  David  Eisenhower 
Medical  Center,  and  11  Community  Hospitals. 
Additional  practice  opportunities  are  available 
worldwide. 


The  Army  Medical  Department  offers  wide- 
ranging  opportunities  to  practice  medicine.  An 
Army  physician  practices  in  an  atmosphere  as 
free  from  nonmedical  distractions  as  it  is  possible 
to  find. 

To  obtain  more  information  on  eligibility,  salary, 
and  fringe  benefits,  write  or  call  collect: 


South  Carolina 


CPT  Edward  R.  Miller,  MSC 

Eisenhower  Army  Medical  Center,  Fort  Gordon,  GA  30905,  (404)  790-6939 
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Guest  editorials  reflect  the  opinions  of  the  authors  and  do 
not  necessarily  represent  the  opinions  of  the  Editorial  Board 
and  the  South  Carolina  Medical  Association. 


GUEST  EDITORIAL:  ALCOHOL  AND  THE  HEART 


An  increasing  amount  of  evidence  implicates 
ethanol  as  a direct  myocardial  toxin.  The  effect  of 
alcohol  on  the  heart  varies  widely  from  patient  to 
patient,  depending  on  the  amount  and  duration  of 
alcohol  intake,  the  nutritional  state  of  the  patient, 
and  the  presence  or  absence  of  underlying  heart 
disease.  An  ingestion  period  of  at  least  ten  years  is 
apparently  required  in  humans  to  develop  clinical 
disease,  with  a daily  intake  of  six  ounces  of 
alcohol.1 

In  this  issue  of  The  Journal,  Dr.  Michael  Assey 
points  out  that  most  physicians  readily  diagnose 
alcoholic  cardiomyopathy  when  the  full-blown 
picture  of  congestive  heart  failure  is  present.2  He 
emphasizes,  however,  the  need  for  early  diagnosis 
based  on  more  subtle  manifestations  of  alcoholic 
heart  disease.  Early  signs  of  myocardial  dysfunc- 
tion might  include  a resting  tachycardia  and/or 
an  S3  gallop.  These  signs  should  be  carefully 
sought,  particularly  in  the  patient  with  recurrent 
cardiac  arrhythmias,  vague  syncopal  or  blackout 
spells,  an  accident  prone  patient,  or  patients  with 
suspected  alcoholic  liver  disease. 

If  alcoholic  heart  disease  is  suspected,  increas- 
ing afterload  with  angiotensin  infusion  or  cold 
pressor  stress  may  reveal  decreased  left  ventricu- 
lar function.3  Systolic  time  intervals  may  also 
show  non-specific  depression  of  left  ventricular 
function. 

Alcohol  may  potentiate  the  effect  of  depressant 
cardiac  drugs,  such  as  quinidine  or  beta  blockers, 
which  may  be  in  use  for  concurrent  cardiac  dis- 
ease. Thus,  the  heart  muscle  may  appear  to  be 
significantly  weaker  than  is  actually  the  case,  or 
the  concurrent  cardiac  problem  may  appear  more 
severe. 

It  is  well  known  that  atrial  tachyarrhythmias, 
perhaps  associated  with  syncopal  episodes  or 
vague  blackout  spells,  occur  frequently  with  acute 
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alcoholic  intoxication.  More  ominously,  it  is  likely 
that  sudden  death  due  to  ventricular  arrhythmias 
may  also  accompany  acute  alcohol  intake.4 

Myocardial  infarction  may  occur  in  the  absence 
of  coronary  atherosclerosis.  A pseudo-infarction 
pattern  on  the  ECG,  due  to  localized  myocardial 
fibrosis  with  abnormal  Q waves  in  the  lateral 
leads,  may  also  be  seen.5  True  myocardial  infarc- 
tion, due  to  coronary  atherosclerosis,  may  occur 
while  the  patient  is  in  an  alcoholic  stupor,  un- 
aware of  chest  pain  because  of  self-anesthesia. 

Moderate  alcohol  use  may  be  associated  with  a 
reduced  risk  of  myocardial  infarction.6  Patients 
with  cirrhosis  and  malnutrition  have  less  coronary 
atherosclerosis  than  control  subjects. ' On  the  other 
hand,  more  recent  comprehensive  clinical  and 
animal  studies  have  shown  no  effect  of  alcohol  on 
the  incidence  of  myocardial  infarction  and  in  fact, 
in  some  animal  models,  there  has  been  accelera- 
tion of  the  atherosclerotic  process  related  to  alco- 
hol feeding.8  In  patients  with  angina  pectoris  and 
proven  coronary  artery  disease,  acute  ingestion  of 
ethanol  was  associated  with  a decreased  duration 
of  exercise  required  to  precipitate  angina  and  a 
significant  increase  in  ischemic  ST  segment 
changes.9 

It  would  appear  then,  that  low  dose  alcohol 
intake  is  probably  not  harmful  to  the  heart  and,  in 
fact,  may  increase  HDL  levels  through  hepatic 
enzyme  induction.6  On  the  other  hand,  alcohol 
abuse  is  clearly  harmful  to  the  heart. 

The  difficulties  in  diagnosis  and  treatment  of 
alcoholic  heart  disease  are  immense.  Diag- 
nostically, the  physician  must  maintain  a high 
index  of  suspicion,  discussing  the  patient’s  alcohol 
intake  with  the  family  if  the  patient’s  history 
seems  unreliable.  Therapeutically,  the  physician 
should  be  supportive  of  the  patient,  as  it  is  clear 
that  for  an  optimal  outcome  the  patient  must 
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abstain  from  alcohol.  This  necessary  adjustment 
in  life  style  is  extremely  difficult  for  almost  every 
patient.  Individual  psychotherapy,  professional 
group  therapy,  or  lay  group  therapy  (such  as 
Alcoholics  Anonymous),  should  be  considered  and 
recommended  appropriately. 

— Christie  B.  Hopkins,  M.D. 
William  Jennings  Bryan 
Dorn  Veterans’  Hospital 
Columbia,  S.  C.  29201 
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THE  LEE  REPORT 

In  this  issue  of  The  Journal,  Dr.  John  C.  Sutusky 
of  the  South  Carolina  Commission  on  Higher  Ed- 
ucation, provides  a summary  of  the  Statewide 
Review  of  the  Graduate  Programs  in  Health  and 
Medical  Education  in  South  Carolina.  This  report 
was  prepared  in  1981  by  a team  of  out-of-state 
consultants  headed  by  Dr.  L.  Edgar  Lee,  Jr.  Mem- 
bers of  the  team  were  selected  from  a list  of  names 
submitted  both  by  appropriate  national  organiza- 
tions and  also  by  the  institutions  which  were 
studied. 

Dr.  Sutusky ’s  summarization  should  be  of  great 
interest  to  readers  of  The  Journal,  since  it  repre- 
sents the  most  definitive  study  of  medical  educa- 
tion in  our  state  conducted  in  recent  years.  The 
authors  make  it  clear  that  medical  education  in 
South  Carolina  is  alive  and  well.  The  criticisms  of 
the  state’s  two  medical  schools  and  of  the  Consor- 
tium of  Teaching  Hospitals  appear  to  be  detailed 
and  constructive.  The  authors  note  that  “coopera- 
tion between  the  two  medical  schools  is  highly 
desirable,  publicly  called  for  and  clearly  could 
happen  on  a broad  basis  ’.  They  outline  the  causes 
of  “the  public  acrimony  to  which  both  schools  are 
being  subjected  ”,  and  prescribe  remedies. 

The  Commission  on  Higher  Education  is  to  be 
congratulated  for  sponsoring  such  a thorough, 
non-partisan  review  of  medical  education  in  our 
state.  As  noted,  copies  of  the  full  report  are  avail- 
able from  the  Commission  on  Higher  Education 
upon  request. 

— CSB 


May,  1982 
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LETTERS  TO  THE  EDITOR 


To  The  Editor: 

I find  it  difficult  to  agree  with  Dr.  Edward 
Kimbrough’s  editorial  on  football  injuries 
(JSCMA,  February,  1982). 

The  figure  of  528  injuries  from  19  high  schools 
is  appalling. 

The  number  of  fans  which  watch  a sport  (how 
about  cock-fighting?)  has  nothing  to  do  with  the 
justification  for  that  sport. 

I would  like  to  think  that  I was  an  all-round 
athlete  when  I was  younger  but  I was  rarely 
violent.  Moreover,  I regularly  would  not  know  the 
final  score  when  I came  off  the  field  of  combat.  It 
was  only  the  game  that  counted.  Violence  in 
sports  is  instilled,  and  women  and  middle-aged 
men  are  every  bit  as  violent  (Have  you  been  to  a 
wrestling  match?)  as  male  teen-agers. 

Young  persons  can  be  adventuresome  without 
being  violent. 

The  thousand  generations  of  young  persons 
who  have  gone  to  war  did  not  necessarily  go 
because  they  were  violent  or  even  belligerent. 
Large  numbers  of  American  troops  have  suffered 
prolonged  and  serious  psychiatric  problems  and 
drug  addictions  partly  because  of  the  violence  of 
Viet  Nam.  They  didn’t  want  to  be  violent  and 
after  they  were  they  came  back  guilt-ridden. 

The  causes  of  football  injuries  are  manifold  but 
certainly  one  is  the  undeniable  fact  that  players 
are  trained  to  maim  one  another.  A specific  player 
is  sent  on  to  the  field  with  instructions  to  “take 
out’’  an  opposing  player. 

Physician  coverage  of  high  school  athletics  has 
its  desirable  aspect.  I wonder  how  many  physi- 
cian-hours it  would  take  to  cover  every  gymnastic 
and  athletic  activity  in  every  school  and  college. 
Why  stop  there?  What  about  every  non-scholastic 
athletic  event':'  I once  saw  a policeman  at  a public 
display  of  Karate  come  within  an  inch  or  so  of 
possibly  killing  a fellow  policeman  accidentally  in 
a clumsy  throw. 

Athletics  have  ceased  to  be  sporting  in  many 
cases.  From  an  early  age,  children  are  impelled, 
ultimately  for  huge  incomes  (for  selves,  coaches, 
colleges  or  clubs),  to  become  super  specialists  and 
to  win  at  all  costs.  Until  society  reverses  its  course, 
sports  injuries  are  well-nigh  inevitable,  though 
tragic. 

A.  A.  Horn,  M.D. 

P.  O.  Box  190 
Society  Hill,  S.  C.  29593 
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To  The  Editor: 

In  his  letter  of  February  25,  1982,  Dr.  Horn 
takes  umbrage  at  many  activities  on  the  sports  and 
world  scene.  He  strikes  out  at  cock  fighting,  keep- 
ing score  and  winning,  war,  karate,  super-special- 
ization, and  society.  He  has  some  valid  points  but  I 
cannot  agree  with  him  in  total.  It  would  not  be 
perspicacious  to  discuss  his  letter  point  by  point, 
but  I do  want  to  take  issue  with  one  of  his  more 
irresponsible  statements.  He  asserts  “the  undeni- 
able fact  that  players  are  trained  to  maim  one 
another.  A specific  player  is  sent  on  the  field  with 
instructions  to  ‘take  out’  an  opposing  player.  ” This 
allegation  is  contrary  to  all  1 know  about  coaching 
on  the  secondary  and  college  levels  in  South  Caro- 
lina. If  such  an  attitude  truly  exists  in  South  Caro- 
lina, if  Dr.  Horn  really  knows  of  an  instance  where 
players  are  taught  to  maim  one  another  or  if  he 
really  knows  of  a coach  who  sent  a player  on  the 
field  to  “take  out’’  an  opposing  player,  he  should 
inform  the  South  Carolina  High  School  League.  I 
am  sure  disciplinary  and  corrective  measures 
would  be  taken  by  this  very  conscientious  group  of 
professional  coaches  whose  integrity  should  not  be 
slurred  by  wild  accusations.  If  Dr.  Horn  cannot 
verify  such  accusations  he  should  not  irresponsi- 
bly write  about  them. 

E.  E.  Kimbrough,  M.D. 
3321  Medical  Park  Rd. 
Columbia,  S.  C.  29203 
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i><xj  ABERNETHY  CORLEY  & CO. 

CERTIF  IED  PUBLIC  ACCOUNTAN  T S 


We  Solve  Problems 


You  are  going  to  need  all  the  help  you  can  get  in  the 
eighties.  Double-digit  inflation,  rising  taxes  and  the  high 
costs  of  living  are  not  going  to  disappear.  If  you  want  to 
retain  maximum  income  and  protect  your  financial  resources, 
you  will  need  us.  We  can  help. 

We  are  innovative,  imaginative  CPA’s  for  entrepreneurs, 
businesses,  professionals  and  investors.  If  you  are  generating 
six  digits  of  medical  fees  or  have  a highly  taxable  personal 
income,  you  can  use  our  experience. 

When  no  one  else  is  solving  your  problems,  call  us. 

We  know  how  to  analyze  each  individual  situation  and  find 
the  most  effective  way  to  help  our  clients  obtain  and  retain 
the  resources  required.  We  advise  on  financial  and  tax 
strategies  to  provide  the  personal  management  you  need. 

You  will  need  us  in  the  eighties.  Now  is  the  time  to  plan 
your  future. 


New  Times  Need  New  Ideas 


Abernethy,  Corley  & Company  P C. 

1511  RICHLAND  ST-COLUMBIA,  S.C.  29201.803-779-8070 


“ By  the  work,  one  knows  the  workman" . 

— Jean  Belafontaine,  1668 


Those  of  us  who  attend  SCMA  annual  meetings 
or  committee  meetings  are  acquainted  with  the 
“on  the  scene  work  of  our  SCMA  staff  members. 
We  applaud  their  fine  work  as  a whole,  but  sel- 
dom have  the  chance  to  recognize  them  for  their 
individual  effort.  During  the  past  year  as  Chair- 
man of  Council,  I have  been  more  heavily  in- 
volved in  the  day  to  day  activities  of  Association 
affairs,  and  I began  to  see  the  “behind  the  scene’ 
work  our  staff  does  on  behalf  of  our  membership. 

I realize  that  you,  our  SCMA  members,  may  be 
just  as  unacquainted  with  our  individual  staff  and 
his  or  her  specific  contributions  as  I had  been,  and 
that  the  above  quotation  in  this  instance  was  not 
necessarily  true. 

It  occurred  to  me  that  a series  of  Journal  arti- 
cles would  help  all  of  us  to  identify  the  names  and 
faces  of  staff  members  in  each  Department  when 
we  need  to  contact  Headquarters  for  specific  in- 


DEPARTMENT OF  THE  EXECUTIVE 

The  Department  of  the  Executive  Vice  Presi- 
dent of  the  South  Carolina  Medical  Association 
consists  of  Mr.  Charles  Johnson  (Executive  Vice 
President),  Mrs.  Joy  Drennen  (Managing  Editor, 
The  Journal)  and  Mrs.  Jackie  McClanahan  (Ad- 
ministrative Assistant). 

J.  CHARLES  JOHNSON 

Executive  Vice  President,  Charlie  Johnson, 
joined  the  South  Carolina  Medical  Association  in 
1973.  His  present  duties  involve  supervision  of  the 
staff,  interactions  with  other  health  providers  and 
with  the  public,  and  with  implementation  of  long 
range  SCMA  goals. 

Charlie  received  his  B.A.  Degree  at  Arkansas 
College  and  did  graduate  work  at  Northwestern 
University.  He  came  to  South  Carolina  with  six 
years  experience  at  the  Arkansas  Blue  Cross/Blue 
Shield,  six  years  experience  with  the  American 


formation  or  services.  The  Journal  Editorial 
Board  agreed  with  this  concept  and  has  commit- 
ted the  space  for  this  undertaking. 

Our  organizational  structure  contains  five  De- 
partments of  SCMA.  In  this  issue  of  The  Journal,  a 
five  part  series  of  articles  begins  which  features 
the  staff  of  the  South  Carolina  Medical  Associa- 
tion. The  first  in  the  series  is  the  Department  of 
the  Executive  Vice  President,  Mr.  Charlie  John- 
son. Charlie  has  efficient  help  from  Mrs.  Jackie 
McClanahan,  Administrative  Assistant,  and  Mrs. 
Joy  Drennen,  Managing  Editor  of  this  journal.  I 
hope  this  series  will  give  you  a better  understand- 
ing of  the  work  of  the  individual  staff  members 
and  their  responsibilities. 

Randolph  D.  Smoak,  Jr.,  M.D., 

Chairman  of  Council,  1981  — 1982 


VICE  PRESIDENT 

Medical  Association  at  its  Chicago  Headquarters, 
and  nine  years  experience  with  the  Los  Angeles 
County  Medical  Association.  He  viewed  the 
SCMA  as  “a  chance  to  lead  a staff  working  at  local, 
state  and  federal  levels”  on  various  projects. 

Charlie  is  married,  with  two  children  and  two 
stepchildren.  He  enjoys  various  sports,  theatre  and 
music  in  his  off  hours. 

JACKIE  MCCLANAHAN 
Jackie  joined  the  SCMA  offices  in  June,  1980. 
She  had  previously  served  as  a secretary  at  Du- 
pont International,  Geneva,  Switzerland,  and  as 
Secretary  to  the  Dean  of  the  College  of  Sciences  in 
the  Department  of  Botany  at  San  Diego  State 
University  in  California,  where  she  studied  busi- 
ness education  and  marketing. 

In  addition  to  secretarial  responsibilities  for  the 
Executive  Vice  President,  Jackie  s duties  include 


292 


The  Journal  of  the  South  Carolina  Medical  Association 


Department  of  the  Executive  Vice  President:  Pictured  ( seated ) Mrs.  Joy  Drennen,  Mr.  J.  Charles 
Johnson,  (standing)  Mrs.  Jackie  McClanahan. 


working  with  the  AMA  Delegation,  county  society 
visitations,  officer  services  (Council  and  Execu- 
tive Committee),  the  SCAPELL  program,  and 
Coordinator  of  Handbooks  and  Recording  Secre- 
tary for  the  House  of  Delegates. 

Jackie  is  married  and  has  two  children,  ages  five 
and  three.  When  time  permits,  she  relaxes  by 
reading  or  knitting. 

JOY  DRENNEN 

Before  coming  to  the  SCMA  six  years  ago,  Joy 
served  as  Secretary  at  two  life  insurance  firms  in 
Birmingham,  Alabama,  and  as  Executive  Secre- 
tary to  top  management  at  three  television  sta- 
tions in  Tallahassee,  Florida;  Augusta,  Georgia; 
and  Columbia.  Before  beginning  her  working  ca- 
reer, she  attended  Birmingham-Southern  College 
in  Birmingham,  Alabama. 


Joy  cited  “opportunities  for  growth  and  ad- 
vancement” as  her  reasons  for  coming  to  the 
SCMA.  Her  duties  include  serving  as  Managing 
Editor  of  The  Journal,  Recording  Secretary  to 
Council  and  Executive  Committee,  and  Staff  Co- 
ordinator for  the  Insurance  Peer  Review 
Committee. 

Married  to  a Clinical  Psychologist  at  the  Uni- 
versity of  South  Carolina,  Joy  has  two  grown 
children  and  one  granddaughter.  Her  interests 
include  reading,  needlework,  bridge  and  writing, 
especially  poetry. 

Next  month,  the  Department  of  So- 
cioeconomic Activities  will  be  featured  on  these 
pages. 

— CSB 
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Attention 

Doctors: 


Effective  March  15, 1982,  Slow-K 
potassium  chloride  slow-release 
8 mEq  tablets  (Drug  Code  Number 
70768)  have  been  restored  to  the 
South  Carolina  State  Medicaid  Drug 
Formulary. 

C I B A 


Alexandre  Dumas’ 
The  Three  Musketeers 
and  D’Artagnan 


Janssen  Pharmaceutica  Inc.  1982 


in  :s: 


ONE  FOR  ALL  - One  tablet  treats  pinworm 
in  any  patient,  regardless  of  age  or  body  weight.* 
Obviates  need  to  calculate  individual  dosages. 


A single  tablet  eradicates  pinworm  in  95%  of  patients. 

*Contraindicated  in  pregnant  women  and  in  persons  who  have  shown  hypersensitivity  to  the  drug. 


VERMOX 


CHEWABLE  TABLETS 


& 

c SJ 


JANSSEN 

PHARMACEUTICA 


The#l  anthelmintic  for  pinworms  and  many  other  worm  infestations 

Please  see  complete  Prescribing  Information  on  adjacent  page. 


VERMOX 

(mebendazole) 


tS? 


DESCRIPTION  VERMOX  (mebendazole)  is  methyl  5-benzoylbenzimida- 
zole-2-carbamate. 

ACTIONS  VERMOX  exerts  its  anthelmintic  effect  by  blocking  glucose 
uptake  by  the  susceptible  helminths,  thereby  depleting  the  energy  level  until  it 
becomes  inadequate  for  survival.  In  man,  approximately  2%  of  administered 
mebendazole  is  excreted  in  urine  as  unchanged  drug  or  a primary  metabolite. 
Following  administration  of  100  mg  of  mebendazole  twice  daily  for  three 
consecutive  days,  plasma  levels  of  mebendazole  and  its  primary  metabolite, 
the  2-amine,  never  exceeded  0.03  pg/ml  and  0.09  ju,g/ml,  respectively. 

INDICATIONS  VERMOX  is  indicated  for  the  treatment  of  Trichuris  tri- 
chiura  (whipworm),  Enterobius  vermicularis  (pinworm),  Ascaris  lumbricoides 
(common  roundworm),  Ancylostoma  duodenale  (common  hookworm), 
Necaior  americanus  (American  hookworm)  in  single  or  mixed  infections. 
Efficacy  varies  as  a function  of  such  factors  as  pre-existing  diarrhea  and 
gastrointestinal  transit  time,  degree  of  infection  and  helminth  strains. 
Efficacy  rates  derived  from  various  studies  are  shown  in  the  table  below: 


Common 


Whipworm 

Roundworm 

Hookworm 

Pinworm 

cure  rates 

mean 

68% 

98% 

96% 

95% 

(range) 

(61-75%) 

(91-100%) 

— 

(90-100%) 

egg  reduction 

mean 

93% 

99.7% 

99.9% 

— 

(range) 

(70-99%) 

(99.5%-100%) 

— 

— 

CONTRAINDICATIONS  VERMOX  is  contraindicated  in  pregnant  women 
(see  Pregnancy  Precautions)  and  in  persons  who  have  shown  hypersensitivity 
to  the  drug. 

PRECAUTIONS  PREGNANCY:  VERMOX  has  shown  embryotoxic  and 
teratogenic  activity  in  pregnant  rats  at  single  oral  doses  as  low  as  10  mg/kg. 
Since  VERMOX  may  have  a risk  of  producing  fetal  damage  if  administered 
during  pregnancy,  it  is  contraindicated  in  pregnant  women. 

PEDIATRIC  USE:  The  drug  has  not  been  extensively  studied  in  children 
under  two  years;  therefore,  in  the  treatment  of  children  under  two  years  the 
relative  benefit/risk  should  be  considered. 

ADVERSE  REACTIONS  Transient  symptoms  of  abdominal  pain  and 
diarrhea  have  occurred  in  cases  of  massive  infection  and  expulsion  of  worms. 

DOSAGE  AND  ADMINISTRATION  The  same  dosage  schedule  applies  to 
children  and  adults.  The  tablet  may  be  chewed,  swallowed  or  crushed  and 
mixed  with  food.  For  the  control  of  pinworm  (enterobiasis),  a single  tablet  is 
administered  orally,  one  time.  For  the  control  of  common  roundworm 
(ascariasis),  whipworm  (trichuriasis),  and  hookworm  infection,  one  tablet  of 
VERMOX  is  administered,  orally,  morning  and  evening,  on  three  consecutive 
days.  If  the  patient  is  not  cured  three  weeks  after  treatment,  a second  course  of 
treatment  is  advised.  No  special  procedures,  such  as  fasting  or  purging,  are 
required. 

HOW  SUPPEIE1D  VERMOX  is  available  as  chewable  tablets,  each  contain- 
ing 100  mg  of  mebendazole,  and  is  supplied  in  boxes  of  twelve  tablets. 
VERMOX  (mebendazole)  is  an  original  product  of  Janssen  Pharmaceutica, 
Belgium. 

US  Patent  3,657,267 
December  1979 


Committed  to  research... 
because  so  much  remains  to  be  done. 


Tableted  by  Janssen  Pharmaceutica,  Beerse,  Belgium  for 


Ev 
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CLASSIFIED 

HELP  WANTED.  Full  or  part-time  OB-GYN 
wanted  in  full  service  family  planning  clinic. 
Must  be  certified  or  board  eligible.  $75  per  hour 
with  minimum  of  $75,000  per  year  full-time. 
Contact  Jesse  J.  Floyd,  M.D.,  Medical  Director, 
The  Ladies  Clinic.  (803)  254-7553. 


FOR  SALE:  Clay  Adams  Compact  Centrifuge, 

$100;  Ames  Reflectance  Colorimeter  Eyetone 
(Stat  Blood  Sugar  Analysis),  $350;  Medmark  Basic 
Exam  Tables  with  drawers,  $400  each;  Bio-Dy- 
namics Lyte-tek  Flame  Photometer  with  air  com- 
pressor, 3 propane  cylinders,  automatic  pipette 
and  sodium/potassium  test  kit,  $3,000.  If  inter- 
ested please  contact:  Family  Practice  Center, 
P.A.,  184  Oakland  Avenue,  Spartanburg,  S.  C. 
29302  (803)  585-5468.  No  collect  calls  please. 


FOR  SALE:  Picker  Zephyr  Rail-Mounted  100 

KV,  10mA  x-ray  therapy  unit.  $200.00  (Buyer 
responsible  for  shipping).  Contact:  Kenneth  R. 
Warrick,  M.D.  (797-5550). 


PHYSICIANS  — LOCATE  IN  BEAUTIFUL 
CHARLESTON,  SOUTH  CAROLINA 

For  Lease:  Brick  building  on  one-acre  corner  lot. 
1600  sq.  ft.  Ideal  office  for  two  physicians.  Paved 
parking  area.  Excellent  exposure.  Much  room  for 
expansion  for  Medical  Complex.  Folly  Road  and 
Means  Street,  High.  171.  Cross  Creek  Shopping 
Center  area,  Charleston,  S.  C.  Write  John  W. 
Shealey,  664  Gregg  Drive,  Charleston  29412  or 
call  (803)  795-0466. 

OB-GYN  needed  for  six-man  multispecialty 
group  in  Crossville,  a progressive  city  and  vicinity 
of  30,000  population  in  East  Tennessee,  located  on 
Cumberland  Plateau,  along  Interstate  40.  Draw- 
ing area  of  75,000.  Modern  Clinic  building  adja- 
cent to  250  bed  accredited  community  hospital. 
No  investment  necessary.  Guaranteed  salary  and 
fringe  benefits.  Abundant  recreational  facilities. 
Contact:  Mrs.  Louise  Taylor,  Business  Manager, 
Cumberland  Clinic  Foundation,  301  Hayes 
Street,  Crossville,  Tn.  38555  (615)  484-5171. 
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PRESIDENT’S  INAUGURAL  ADDRESS 
May  7,  1982 

Mrs.  Bates,  Mrs.  Brady,  Mrs.  Gaillard,  Members  of  the  SCMAA,  honored  guests:  As  I stand 
before  you,  accepting  this  honor,  I do  so  with  the  greatest  humility  ever.  I thank  you  for  your 
confidence  in  electing  me  your  President,  and  I promise  to  try  to  give  you  the  leadership  you 
deserve,  because  I consider  you  the  best  Auxiliary  in  the  entire  AMAA.  With  your  continued 
support,  we  will  move  another  step  ahead,  in  accomplishing  our  national  and  local  goals.  Our 
leaders  in  recent  years  have  been  superb,  and  we  want  to  continue  their  programs  and  follow  in 
the  steps  they  have  started  — but  I also  want  to  make  a few  footprints  of  my  own  — with  your 
help. 

We  want  to  continue  with  the  “Shape  up  for  Life  Program,”  with  preventive  medicine  as  the 
emphasis.  The  basis  for  coping  with  stress  and  being  prepared  for  life  begins  with  the  family.  We 
go  through  life  living  with  our  families  — our  personal  family,  church  family,  school  family, 
college  family,  medical  family,  and  there  is  when  we  get  down  to  “what  it’s  all  about.  We  all 
share  the  same  goals  — goals  to  which  we  are  dedicated  — by  being  part  of  the  medical 
profession  — the  continued  good  health  of  our  people. 

We  can  continue  to  be  of  immeasurable  help  to  our  spouses  by  continued  support  of 
community  projects,  and  by  cementing  better  public  relations,  in  a time  when  PR  with 
physicians  seems  to  be  slipping  a bit.  We  need  to  continue  in  our  community  service,  accept  roles 
in  community  leadership,  and  make  known  to  our  communities  just  what  we  are  doing.  As  Uncle 
Sam  is  stepping  back,  we  must  step  forward  as  volunteers.  We  must  do  more  than  just  belong;  we 
must  participate,  do  more  than  care,  do  more  than  believe;  we  must  be  fair,  kind,  and  forgiving. 
We  must  do  more  than  dream.  We  must  work,  teach  and  inspire.  We  must  do  more  than  earn. 
We  must  entice,  give,  and  serve  our  communities.  We  must  think  about  all  the  others  who  are  less 
fortunate  than  we.  In  23  years  as  an  auxilian,  I have  tried  to  be  my  husband’s  helpmate  — in 
caring  for  his  people  — as  he  calls  them.  We  can  all  continue  in  this  vein  — because  this  is  what 
the  American  Medical  Practice  is  all  about.  Let’s  move  a step  ahead,  and  help  our  spouses, 
support  their  programs,  and  always  be  there  when  they  need  us. 

Mrs.  S.  Perry  Davis  (Sheila) 
President 
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Diagnosing  this  disease 
is  difficult. 

If  you’ve  found  any  of 
these  problems  . . . 

/ Hypertension 
OZf  Sleep  Disturbances 
\SA  Depression 

the  primary  disease 
may  be  alcoholism. 

When  you  diagnose  alcoholism, 
you  otfer  your  patient 
a chance  for  complete  recovery 


Specializing  in  the  treatment  of 
alcoholism  and  drug  dependency  conditions 

311  Jones  Mill  Road  •Statesboro,  Georgia  30458 
91 2-764-6236«JCAH  Accredited 


Puzzled? 


CLASSIFIED 

NEEDED  IMMEDIATELY  — CERTIFIED 
NURSE  MIDWIFE  OR  OB/GYN  NURSE 
PRACTITIONER  (Requires  Bachelor  of  Sci- 
ence in  Nursing):  To  provide  personalized  antena- 
tal and  postpartum  care  to  approximately  600 
women  per  year  in  a decentralized  and  growing 
health  department  maternity  program.  Will  assist 
in  developing  and  overseeing  quality  assurance 
plan.  Excellent  opportunities  for  professional/ed- 
ucational association  with  large  department  of 
OB/GYN  in  teaching  hospital  affiliated  with  the 
University  of  North  Carolina  School  of  Medicine. 
40-hour  work  week.  Salary  range  $19,350- 
$26,529,  depending  on  experience  and  qualifica- 
tions. Excellent  fringe  benefits.  Contact  Recruit- 
ment Supervisor,  Mecklenburg  County  Person- 
nel Department,  720  East  Fourth  Street,  Char- 
lotte, N.  C.  28202.  Telephone:  (704)  374-2931. 
EOE/MF 
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From  the  State  House: 

LEGISLATIVE  UPDATE 


June  1982 

The  Legislative  session  has  all  but  ended  and  will  probably  be  adjourned  by  the 
time  this  "Update”  reaches  your  office.  The  only  important  matters  being  given 
serious  consideration  at  this  late  date  are  the  General  Appropriations  Bill,  a consti 
tutional  amendment  creating  a new  appeals  court,  hills  to  regulate  interest  rates, 
and  the  dollar  check-off  bill  (allowing  tax  return  money  to  go  to  political  parties) . 

CHIROPRACTIC  BILL  FAILS  TO  GET  HOUSE  CONSIDERATION  IN  ' 82  SESSION 


As  reported  in  the  May  "Update",  the  State  Senate  passed  the  Chiropractic  Scope 
Bill.  It  was  given  third  and  final  reading  after  three  weeks  of  filibusters  by 
two  Senators  who  held  up  consideration  when  it  was  obvious  that  4/5ths  of  the 
Senate  was  in  favor  of  the  measure.  The  bill  would  prevent  Chiropractors  from 
puncturing  the  skin  with  a needle  or  other  instrument,  from  taking  blood  and  urine 
samples,  performing  surgery,  prescribing  drugs,  giving  enemas  and  using  x-rays 
for  therapeutic  purposes. 

Upon  referral  to  the  House  of  Representatives,  Senate  S . 636  was  sent  to  the  Medical 
Affairs  Committee  where,  under  the  leadership  of  its  Chairman,  B.  L.  Hendricks,  Jr., 
the  Chiropractic  Bill  was  taken  up  at  the  earliest  possible  moment  and  reported 
out  of  the  committee  without  any  further  amendments.  The  vote  margin  was  8-2. 

It  was  then  necessary  for  the  House  to  vote  by  a two-thirds  favorable  majority 
just  to  bring  up  the  bill  for  consideration.  On  May  11  at  approximately  12:20  p.m., 
the  full  House  voted  56-37  in  favor  of  taking  up  S.636.  This  vote  did  not,  however, 
constitute  a two-thirds  majority  necessary  to  waive  the  May  1 deadline  rule.  A 
six  vote  turnaround  on  this  day  would  have  allowed  us  to  bring  up  the  legislation , 
however,  a significant  portion  of  the  membership  had  not  arrived  at  the  State 
House  for  their  weekly  legislative  duties. 

As  things  now  stand,  any  chiropractic  scope  bill  will  have  to  be  re-introduced  or 
re^filed  for  the  1 983 - 84  legislative  session.  The  leadership  in  both  the  House  and 
Senate  have  been  urging  SCMA  to  re-introduce  the  measure  --  especially  in  light  of 
the  strong  support  shown  for  this  legislation  this  year  and  the  fact  that  there  was 
insufficient  time  for  the  legislation  to  pass  into  law. 

SCMA  Immediate  Past  President,  William  H.  Hunter,  M.  D . , and  current  President, 

Euta  M.  Colvin,  M.  D. , have  asked  that  those  in  the  physician  community  (via  the 
SCAPELL  Program  and  otherwise)  be  thanked  for  their  efforts  in  contacting  members  of 
the  Legislature  on  behalf  of  re-defining  and  limiting  Chiropractic  practice  -- 
especially  with  regard  to  ch i ropractors  doing  lab  work.  We  would  also  urge  physicians 
to  thank  those  in  the  S.  C.  House  of  Representatives  who  voted  to  "waive  the  two- 
thirds  rule  and  consider  S.636."  These  people  would  have  to  be  viewed  as  being 
strongly  in  favor  of  our  chiropractic  legislation.  Their  names  appear  at  the  top 
of  the  next  page .... 


...r..Anderson,  J.,  Arthur , J.,  Ashe , Blatt , Brandt,  Broadwater,  Campbell , Carnell , 
Chamblee , Cleveland , Cooper,  Crocker,  Ervin,  Evatt , Foster,  Freeman , Gadson, 

Gentry , Gonzales , Gordon,  Granger,  Graves,  Hardy,  Harris , J . , Hayes,  Hearn, 
Hendricks,  B. , Hendricks,  L. , Hinson,  Huff,  B. , Hughston,  Keyserling,  Kinard, 

Kirsh,  Klapman,  Koon , Lake,  Mangum , Manning,  Martin,  Matthews,  McAbee , McLellan, 
McTeer , Meyers,  Murray,  Rampey , Sheppard,  Simpson,  Snow , Stoddard , Toal , Washington 
Westbrook , Wilkins,  and  Winstead 

Quite  a few  representatives  voted  "not  to  consider"  S.636,  as  they  felt  with  the 
short  session  and  other  major  issues  already  pending  for  some  time,  it  would  be  ill 
advised  for  the  Legislature  to  attempt  to  settle  another  controversial  issue  in 
the  81-82  year.  Nonetheless,  with  our  strong  vote  and  from  the  urging  of  other 
influential  Senators  and  Representatives,  we  fully  plan  to  pre-file  a bill  as  soon 
as  the  November  elections  are  held.  In  speaking  with  your  representatives,  urge 
them  to  support  us  in  our  next  endeavor  on  this  issue. 


LICENSURE  OF  SOCIAL  WORKERS  - H.3651 

H.365I  has  been  pending. for  the  last  month  in  the  State  Senate  where  it  would  "re- 
new" the  State  Board  of  Social  Worker  Registration.  Some  controversy  ensued  when 
an  amendment  was  offered  to  this  bill  that  would  have  required  every  social  worker 
in  the  state  to  become  licensed  to  carry  on  his/her  profession.  The  sponsors  testi 
fied  before  a sub-committee  of  the  Senate  Medical  Affairs  that  this  "would  help 
social  workers  reach  their  goal  of  obtaining  third  party  reimbursement".  Fearing 
increased  labor  problems  and  increased  cost  of  health  care  delivery  --  chiefly  in 
the  hospital  setting,  SCMA  and  the  S,  C.  Hospital  Association  opposed  any  attempt 
to  create  a new  category  of  licensed  health  professionals.  At  a meeting  of  the 
Senate  Medical  Affairs  Committee  held  in  late  May,  the  backers  of  this  amendment 
were  reportedly  backing  off  on  this  effort. 

Recognizing  the  fact  that  restrictive  licensing  of  personnel  has  led  to  fragmented 
care  of  the  health  care  patient  and  has  added  to  health  costs,  SCMA  has  increasing- 
ly opposed  efforts  of  various  non-M.  D.  sub-specialties  to  gain  licensure.  Social 
workers  were  the  third  group  to  seek  licensure  during  the  81-82  Legislative  Session 


RIGHTS  OF  PODIATRISTS  IN  HOSPITALS 

In  Mid-May  of  this  year,  H.3904  was  introduced,  It  would  require  all  hospitals  in 
the  state  to  admit  podiatrists  "in  the  same  manner  and  subject  to  the  same  rules" 
as  physicians.  This  bill  would,  of  course,  mean  that  the  guidelines  issued  by  the 
Joint  Commission  on  Accreditation  of  Hospitals  related  to  podiatrists  be  made 
inoperable.  Current  JCAH  guidelines  for  hospital  staff  bylaws  require  podiatrists 
to  co-admit  with  a hospital  staff  physician-s  concurrence,  have  a physician  present 
when  podiatrists  operate,  etc.  Such  legislation  would  invariably  cause  most 
hospitals  to  lose  their  accreditation  with  the  resultant  loss  of  many  government 
benefits  (i.e,,  Medicaid). 

Efforts  are  under  way  to  ensure  that  the  proposed  legislation  gets  "deep  sixed" . 

A similar  bill  filed  by  the  same  author  in  1980  was  tabled  in  sub- commit  tee  shortly 
after  its  introduction.  Then,  as  now,  SCMA  is  on  record  with  strong  opposition. 
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GALLBLADDER  IMAGING,  JUNE  1982: 
A CLINICIAN'S  GUIDE* 


JOHN  H.  STANLEY,  M.D. 

STEPHEN  I.  SCHABEL,  M.D. 

LEONIE  GORDON,  M.D. 

E.  Q.  SEYMOUR,  M.D. 

ROLF  P.  GOBIEN,  M.D. 

PAUL  ROSS,  M.D. 

Practicing  physicians  are  faced  daily  with  pa- 
tients in  whom  clinical  evidence  suggests  disease 
of  the  gallbladder.  For  years  oral  cholecystogra- 
phy (OCG)  has  been  the  primary  imaging  pro- 
cedure for  the  evaluation  of  these  patients.  Over 
the  past  decade  new  imaging  modalities,  includ- 
ing static  and  real-time  ultrasonography,  com- 
puted tomography  and  cholescintigraphy,  have 
become  available.  In  this  paper  we  will  review  the 
place  of  new  imaging  techniques  in  the  evaluation 
of  patients  with  suspected  biliary  disease. 

ORAL  CHOLECYSTOGRAPHY 

Radiographic  examination  of  the  gallbladder 
following  oral  contrast  administration  has  been 
the  primary  method  of  detecting  pathology  for 
over  50  years  and  remains  an  excellent  test  today. 
Contrast  material  is  taken  orally  the  day  prior  to 
the  examination.  It  is  absorbed  from  the  GI  tract, 
congugated  and  excreted  by  the  liver  and  concen- 
trated by  the  gallbladder.  Through  years  of  clini- 
cal use,  OCG  has  been  found  to.be  an  excellent  test 
with  an  accuracy  of  90-98%  in  detecting  gallblad- 
der pathology.1,  2 

0 From  the  Department  of  Radiology,  Medical  University  of 
South  Carolina,  171  Ashley  Avenue,  Charleston,  SC  29425. 


Oral  cholecystogram  is,  however,  not  without 
drawbacks.  Ionizing  radiation  makes  its  use  unde- 
sirable in  pregnant  women  and  young  children. 
Known  allergy  to  contrast  material  limits  its  use 
though  the  risk  of  serious  reaction  is  small  and 
fatal  reactions  occur  in  less  than  one  in  three 
million  doses.  Minor  reactions  including  nausea 
and  vomiting  occur  more  frequently,  approx- 
imately 10-33%  of  cases.3 

The  major  drawbacks  of  OCG  are  its  depen- 
dence on  multiple  physiologic  steps  and  the  length 
of  time  needed  for  its  performance.  Normal  gas- 
trointestinal, hepatic  and  biliary  function  must  be 
present  for  the  gallbladder  to  opacify.  Dysfunc- 
tion in  any  of  the  above,  such  as  diarrhea  or 
hepatic  insufficiency,  may  lead  to  nonvisualiza- 
tion after  a single  dose  but  two-thirds  of  these  will 
opacify  after  a second  dose.  As  a result  some  have 
recommended  that  a single  dose  be  administered 
routinely  on  two  consecutive  days  prior  to  filming 
(a  double  dose  examination).  This  causes  a further 
day’s  delay  and  unnecessary  expense  in  most  pa- 
tients. This  may  be  avoided  by  the  additional 
administration  of  iodinated  granules  on  the  day  of 
the  initial  exam  if  nonvisualization  is  present.4 

Prior  to  the  availability  of  ultrasound,  a normal 
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OCG  was  seldom  questioned  and  the  stated  OCG 
accuracy  of  98%  was  accepted.  However,  both 
false  negative  and  false  positive  OCG  s are  now 
recognized.  From  6-8%  of  small  gallstones  are 
overlooked  in  poorly  opacified  gallbladders.5'  6i  7 
Since  gallbladder  pathology  will  often  lead  to 
nonvisualization,  a nonfunctioning  gallbladder, 
particularly  on  a double  dose  examination,  has  in 
the  past  been  accepted  as  evidence  of  gallbladder 
disease  with  an  accuracy  of  over  90%.  Although 
the  majority  of  these  patients  will  have  chronic 
cholecystitis  with  gallstones,  some  patients  were 
found  to  have  “acalculous  cholecystitis”  with  in- 
flammatory cells  in  the  gallbladder  wall  without 
stones.  Unfortunately,  similar  pathologic  findings 
are  present  in  75%  of  otherwise  normal  gallblad- 
ders at  autopsy  and  92%  of  those  removed  inci- 
dentally at  surgery.8  Some  investigators  have 
attempted  to  reproduce  clinical  symptoms  in  this 
group  without  stones  by  the  intravenous  admin- 
istration of  cholecystokinen.  This  test  has  been 
found  to  be  unreliable  and  a poor  predictor  of 
clinical  improvement  following  cholecystec- 
tomy.9 The  diagnosis  of  cholecystitis  without 
stones  should  be  questioned. 

ULTRASONOGRAPHY  (US) 

Gray  scale  and  real-time  ultrasonography  are 
powerful  tools  in  the  evaluation  of  the  gallblad- 
der. Their  major  use  is  in  the  detection  of  gall- 
stones where  they  provide  a simple,  accurate  and 


* 


FIGURE  1A  — Ultrasound  of  normal  gallbladder  (g)  and 
cystic  duct  (cd). 
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noninvasive  view  of  the  gallbladder  independent 
of  hepatic  or  biliary  function.  The  only  patient 
preparation  necessary  is  NPO  for  eight  hours  to 
allow  gallbladder  distention.  No  contrast  material 
is  required  and  no  ionizing  radiation  is  necessary. 
The  gallbladder  can  be  visualized  in  96-98%  of 
patients  and  with  real-time  imaging  the  entire 
organ  can  be  studied  in  less  than  five  minutes  with 
a cost  equal  that  of  oral  cholecystography.  Typical 
gallstones  are  visible  as  gravity  dependent  dense 
acoustic  echoes  in  the  lucent  gallbladder  lumen 
with  strong  acoustic  shadowing  (Fig.  1A  & IB). 
When  all  of  these  criteria  are  met  the  diagnosis  of 
gallstones  is  virtually  100%  accurate  and  the  over- 
all accuracy  of  the  diagnosis  of  cholelithiasis  by 
ultrasound  is  95-98%. 7 1(1  n'  12  Even  today,  ap- 
proximately 5%  of  gallstones  are  missed  by  ultra- 
sound, usually  stones  less  than  1 mm  in  diameter. 
When  such  stones  do  not  cause  acoustic  shadows, 
to  avoid  false-positive  diagnoses  we  recommend 
confirmation  by  oral  cholecystography^ 

Independence  of  function  is  both  an  advantage 
and  disadvantage  of  gallbladder  ultrasound. 
Obstructing  cystic  duct  stones  in  acute  cho- 
lecystitis are  frequently  missed.  Unless  other 
stones  are  present,  only  secondary  signs  of  acute 
cholecystitis  such  as  gallblader  wall  thickening, 
distention  of  the  gallbladder  lumen  and  focal 
tenderness  of  the  gallbladder  may  be  seen.13  We 


m 


FIGURE  IB  — Gravity  dependent  echoes  in  the  lucent 
gallbladder  lumen  producing  acoustic  shadowing  virtually 
100%  diagnostic  of  cholelithiasis.  (L  = Liver,  arrowhead  = 
stones  within  gallbladder  lumen,  s = shadowing.) 
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recommend  cholescintigraphy  as  the  first  evalua- 
tion in  patients  with  suspected  acute  cholecystitis 
even  though  the  cost  is  more. 

CHOLESCINTIGRAPHY  (CS) 

Currently  cholescintigraphy  is  considered  the 
procedure  of  choice  in  diagnosing  acute  cho- 
lecystitis. In  the  past  I131  Rose  Bengal  was  the  only 
agent  available  for  cholescintigraphy  and  consid- 
eration of  patient  radiation  dosage  limited  its 
usefulness.  The  recent  availability  of  technecium 
"m  hida  compounds  has  allowed  excellent  qual- 
ity CS  to  be  performed  with  small  patient  radia- 
tion dose  though  at  a relatively  high  cost.  The 
radiopharmaceutical  is  administered  intrave- 
nously and  excreted  rapidly  into  the  bile.  The 
liver,  intra  and  extrahepatic  biliary  tree,  gallblad- 
der and  duodenum  are  visualized  as  the  radioac- 
tive material  is  excreted.  The  gallbladder  and 
duodenum  are  usually  visible  at  one  hour  in  nor- 
mal patients.  As  acute  cholecystitis  is  almost  invar- 
iably associated  with  cystic  duct  obstruction, 
visualization  of  the  gallbladder  in  an  hour  ex- 
cludes acute  cholecystitis  in  virtually  95%  of  pa- 
tients.13' 14  In  ninety-eight  percent  of  patients  with 
acute  cholecystitis  and  72%  of  those  with  chronic 
cholecystitis,  the  gallbladder  will  not  be  visible  at 
two  hours  (Fig.  2A  & 2B).  Another  cause  of  non- 
visualization  of  the  gallbladder  is  hepatic  dvs- 


FIGURE  2A  — Normal  HIDA  scan  demonstrating  radioac- 
tivity within  gallbladder  (black  arrowhead)  and  bowel 
(white  arrowhead)  at  30  minutes. 


function  and  therefore  cholescintigraphy  is  of 
limited  use  in  patients  with  serum  bilirubins 
greater  than  10  mg%. 

INTRAVENOUS  IODINATED  CONTRAST 
MATERIAL 

Intravenous  iodinated  contrast  material  selec- 
tively excreted  by  the  liver  (intravenous  cho- 
langiography) has  been  used  to  study  the  biliary 
tree  in  a variety  of  clinical  settings.  The  usefulness 
of  this  examination  is  currently  being  ques- 
tioned.15 Unfortunately  only  50-55%  of  examina- 
tions performed  are  considered  technically  ade- 
quate for  the  evaluation  of  the  common  bile  duct. 
The  diagnostic  error  rate  in  adequate  examina- 
tions is  as  high  as  40%.  Intravenous  cholangiogra- 
phy is  also  associated  with  a significant  mortality 
rate  of  approximately  1 in  5,000. 16  Today  the 
intravenous  cholangiogram  has  been  almost  com- 
pletely replaced  by  ultrasound,  cholescintigra- 
phy, and  endoscopic  retrograde  cholangiopancre- 
atography. 

High  dose  intravenous  urographic  contrast  ma- 
terial (total  body  opacification)  which  allows  visu- 
alization of  a thickened,  hypervascular  gallblad- 
der wall  has  been  advocated  as  a diagnostic  test  for 
acute  cholecystitis.17  This  test  however,  is  plagued 
by  significant  numbers  of  both  false  positives  and 
false  negatives  and  today  it  too  has  been  replaced 
by  99m  technecium  HIDA  cholescintigraphy.18 

COMPUTED  TOMOGRAPHY 

While  the  gallbladder  is  easily  seen  by  CT  it  is 
generally  of  limited  value  in  the  evaluation  of 


FIGURE  2B  — Abnormal  HIDA  scan  with  radioactivity 
within  common  duct  and  bowel,  with  no  activity  seen  in 
region  of  gallbladder  fossa  (arrowhead)  at  4 hours.  At  sur- 
gery patient  had  acute  cholecystitis  with  cystic  duct 
obstruction. 
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most  patients  with  suspected  gallbladder  disease. 
Even  large  gallstones  composed  of  cholesterol 
which  is  near  the  density  of  bile  are  usually 
missed.  CT  is  time-consuming  and  quite  expen- 
sive and  its  use  should  be  limited  to  patients  in 
whom  extrahepatic  biliary  obstruction,  pancreat- 
ic or  hepatic  disease  is  suspected  clinically. 

CONCLUSION 

The  previously  simple  evaluation  of  gallblad- 
der disease  has  become  considerably  more  com- 
plex. The  oral  cholecystogram  remains  a safe,  and 
accurate  test  to  detect  gallstones,  but  ultrasound  is 
more  rapid  and  its  independence  of  function  with 
equal  accuracy  and  equivalent  cost  make  it  the 
preferred  first  test  for  the  detection  of  cho- 
lelithiasis. When  acute  cholecystitis  is  suspected 
and  serum  bilirubin  is  less  than  10  mg%99m  Tech- 
necium HIDA  cholescintigraphy  allows  rapid 
demonstration  of  cystic  duct  patency  or  obstruc- 
tion and  is  the  examination  of  choice.  □ 
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LYMPHOMA  OF  THE  CECUM  CLINICALLY 
PRESENTING  AS  CARCINOMA 


LARRY  H.  PARROTT,  M.D.* 

Occasionally  in  the  process  of  what  appears  to 
be  a standard  work  up  for  anemia,  cecal  mass,  and 
subsequent  right  hemicolectomy,  one  is  surprised 
at  the  diagnosis.  This  occured  in  our  hospital  when 
an  unsuspected  lymphoma  was  removed  from  the 
cecum  in  a fifty-eight  year  old  white  male.  The 
occurence  of  malignant  lymphoma  in  the  colon 
occurs  much  less  frequently  than  in  the  stomach 
or  small  intestine.  Clinically  and  radiologically 
this  patient  s lesion  appeared  to  be  a carcinoma. 

REPORT  OF  A CASE 

A fifty-eight  year  old  white  male  was  admitted 
to  Kershaw  County  Memorial  Hospital  on  May 
31,  1981  for  a six  week  history  of  progressive 
weakness,  dyspnea  on  exertion,  and  twenty  pound 
weight  loss.  There  had  been  no  hematemesis 
melena,  or  abdominal  pain.  Past  history  revealed 
excellent  health  with  only  five  days’  absence  from 
work  in  thirty-five  years. 

Physical  examination  disclosed  a palpable  mass 
in  the  right  mid-abdomen  in  the  area  of  the 
cecum.  The  vital  signs  were  normal.  No  abdomi- 
nal distention  was  present.  The  hematocrit  was 
31.9  percent  with  hemoglobin  10.9  gm/dl  and 
normal  indices.  The  sedimentation  rate  was  113 
mm/hr  (Westergren  Method).  The  urinalysis  and 
bio-chemical  profile  were  normal. 

A double  contrast  x-ray  study  of  the  colon 
showed  no  definite  mass  in  the  right  colon  or 
cecum.  A solid  column  barium  enema  showed  an 
irregular  8.0  cm.  polypoid  mass  of  the  right  side  of 
the  colon  thought  to  be  carcinoma  of  the  colon. 

Laparotomy  was  performed  on  June  9,  1981 
and  a mass  from  the  cecum  was  removed  by  right 
hemicolectomy.  The  surgical  specimen  included 
an  18.0  cm.  segment  of  ileum,  cecum,  and  26.0 
cm.  of  the  right  colon.  Within  the  cecum  and  first 
portion  of  the  right  colon  was  a bulging  intra- 
mural mass  10.0  cm.  in  diameter.  This  polypoid 
mass  was  freely  movable  within  the  lumen  of  the 
intestine.  On  section  the  tumor  was  moist,  rubbery 
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firm,  and  extended  from  the  mucosa  through  to 
the  serosal  surface  of  the  bowel  and  completely 
obscured  the  muscularis.  Microscopically  there 
was  a diffuse  proliferation  of  lymphocytes  and 
histiocytes  destroying  all  of  the  normal  architec- 
ture of  the  intestinal  wall  except  for  a small 
amount  of  mucosa  on  the  surface  (Fig.  1).  The 
lymphocytes  were  predominately  small  mature 
lymphocytes,  with  a few  less  mature  ones.  Focal- 
ly,  minimal  to  moderate  numbers  of  moderately 
differentiated  histiocytes  were  present  (Figures  2 
& 3).  Seven  lymph  nodes  from  the  mesentery 
showed  no  tumor  and  merely  reactive  prominent 
germinal  centers.  Many  pathologists  reviewed  the 
case  and  the  consensus  was  that  the  tumor  was  a 
mixed  diffuse  lymphocytic  histiocytic  lymphoma, 
moderately  differentiated. 

The  patient  did  well  and  was  discharged  on  the 
ninth  post  operative  day.  Since  that  time  the  pa- 
tient has  done  well  and  regained  all  his  lost 
weight.  He  has  finished  a course  of  external  radia- 
tion and  almost  completed  chemotherapy.  A gal- 
lium scan  was  negative. 

DISCUSSION 

Malignant  lymphoma  of  the  colon  is  a rare 
finding.  Allen  found  that  malignant  lymphoma 
represented  approximately  0.5%  to  1.0%  of  all 
malignant  neoplasms  in  the  colon.1  McSwain  and 
Beal  found  approximately  the  same  results.2 

As  in  our  case  the  site  of  cecal  involvement  is 
the  most  common  location  for  the  tumor  within 
the  colon,  as  also  found  by  Glich  and  Soule  of  the 
Mayo  Clinic.  In  26  cases,  lymphoma  was  present 
in  the  cecum  in  22  between  1905  and  1958. 3 

The  regional  lymph  nodes  were  not  involved  in 
the  above  patient.  In  other  series  they  usually  are 
involved  in  around  50%  of  the  cases.4-  5 No  other 
evidence  of  lymphoma  was  found  in  our  patient  in 
the  gastrointestinal  tract  or  distant  structures. 

The  lesions  themselves  usually  take  on  two 
forms,  either  polypoid  or  infiltrative  growth  pat- 
tern with  thickening  of  the  bowel  wall.  Occasion- 
ally these  will  take  on  a tubular  characteristic  on 
x-ray  films,  which  might  suggest  a diagnosis  of 
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lymphoma.  The  diagnosis  can  be  suggested  pre- 
operatively,  but  there  is  nothing  pathognomonic 
in  the  x-ray  findings.6 

The  cell  type  of  the  lymphoma  is  usually  di- 
vided between  lymphocytic  and  histiocytic.3 

Post  operative  radiation  was  given  to  our  pa- 
tient, and  this  seems  to  be  the  well  accepted 
approach  after  surgery.3 

The  five  year  survival  is  74  percent.3  □ 


FIGURE  1 — Cecal  wall  destroyed  by  proliferating  lympho- 
cytes and  histiocytes  except  for  a small  amount  of  mucosa. 
(H&E  stain  40X) 
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FIGURE  2 — Lymphocytes  and  histiocytes  invade  the 
mucosa.  (H&E  stain  200X) 


FIGURE  3 — Large  immature  lymphocytes  and  histiocytes 
can  be  distinguished.  The  histiocytes  have  abundant 
cytoplasm,  and  prominent  nucleoli,  and  one  histiocyte  is 
binucleated.  (H&E  stain  400X) 
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Fee:  None 

CME  Credit:  None 


1st  and  3rd  MONDAYS  10:00  A.M.  - 12:00  Noon 

MICROSCOPIC  ROUND  TABLE  CONFERENCE 

CHARLESTON  MUSC,  E215  Quadrangle  Building 
Sponsor:  Pathology  Dept. 

Contact:  Dr.  G.  R.  Hennigar  (803)  792-3121 
Fee:  None 

CME  Credit:  2 Hours  AMA  Category  I 


1st  and  3rd  MONDAYS  3:00  P.M. 

G.  I.  RADIOLOGY  CONFERENCE 

COLUMBIA  Radiology  Dept.,  Conference  Room,  Dorn  VA  Medical 
Center 


Sponsor:  USC  School  of  Medicine,  Radiology  and  Internal  Medicine 
Departments 

Description:  Review  of  G.  I.  Radiology  cases  of  current  interest. 
Audience:  Radiologists;  Gastroenterologists;  and  other  interested 
physicians 

Contact:  David  F.  Adcock,  M.D.,  Chairman  Dept,  of  Radiology 
Fee:  None 

Faculty:  USC  School  of  Medicine,  Dept,  of  Radiology,  G.  I.  Division  of 
Internal  Medicine 
CME  Credit:  None 


1st  and  3rd  MONDAYS  4:00  P.M. 

COMBINED  SURGERY  AND  Gl  CONFERENCE 

COLUMBIA  Dorn  VA  Hospital,  Room  3-A,  1110 
Sponsor:  Dept,  of  Surgery,  Div.  of  Gastroenterology,  USC  School  of 
Medicine 

Audience:  Faculty,  residents,  students  and  interested  physicians 
Contact:  Dept,  of  Surgery,  USC  School  of  Medicine,  3321  Medical  Park 
Road,  Columbia,  SC  29203  (803)  765-7452 
Fee:  None 

Faculty:  Jeffrey  Brown,  M.D.  and  Paul  Rubenstein,  M.D. 

CME  Credit:  None 


TUESDAYS  6:45  A.M. 

ORTHOPEDIC  PATHOLOGY  CONFERENCE 

CHARLESTON  MUSC,  4th  Floor  Orthopedic  Conf.  Room,  Clinical 
Science  Bldg. 

Sponsor:  Dept,  of  Pathology 

Contact:  Dr.  Albert  Kreutner  (803)  724-2260 

Fee:  None 

CME  Credit:  1 Hour  AMA  Category  I 


TUESDAYS  9:00  - 10:00  A.M. 

CHARLESTON  MUSC,  2W,  Amphitheater 
Sponsor:  Dept,  of  Internal  Medicine 
Contact:  Robert  T.  Elliott,  M.D. 

Fee:  None 
CME  Credit:  None 


TUESDAYS  1:00  P.M. 

OB-GYN  PATHOLOGY  CONFERENCE 

CHARLESTON  MUSC,  E215  Quadrangle  Building 
Sponsor:  Dept,  of  Pathology 
Contact:  Dr.  John  S.  Metcalf  (803)  792-3821 
Fee:  None 

CME  Credit:  1 Hour  AMA  Category  I 


TUESDAYS  4:00  P.M. 

SURGICAL  SEMINAR  SERIES 

CHARLESTON  MUSC,  Room  419,  CSB. 

Sponsor:  Dept,  of  Surgery 

Contact:  Max  S.  Rittenbury,  M.D.  (803)  792-3251 

Fee:  None 

CME  Credit:  None 


TUESDAYS  4:00  - 5:00  P.M. 

NEURORADIOLOGY  CONFERENCE 

COLUMBIA  Dorn  VA  Medical  Center,  Radiology  Dept.  Conference  Room 
Sponsor:  USC  School  of  Medicine,  Dept,  of  Radiology 
Audience:  Radiologists,  neurologists,  neurosurgeons,  ophthalmologists, 
other  interested  physicians 
Contact:  David  F.  Adcock,  M.D.  (803)  783-4490 
Fee:  None 

Faculty:  USC  School  of  Medicine,  Dept,  of  Radiology 
CME  Credit:  None 


1st  and  3rd  TUESDAYS  4:00  P.M. 

GASTROINTESTINAL  PATHOLOGY  CONFERENCE 

CHARLESTON  MUSC,  Basic  Science  Building  (737) 

Sponsor:  Dept,  of  Pathology 

Contact:  Dr.  Francis  M.  Brown  or  Dr.  G.  R.  Hennigar  (803)  577-5011 

Fee:  None 

CME  Credit:  None 


4th  TUESDAYS  4:00  P.M. 

RENAL  PATHOLOGY  CONFERENCE 

CHARLESTON  MUSC,  737  Basic  Science  Building 
Sponsor:  Dept,  of  Pathology 

Contact:  Dr.  S.  K.  Ainsworth  or  Dr.  G.  R.  Hennigar  (803)  792-4171 
CME  Credit:  1 Hour  AM  A Category  I 


TUESDAY,  THURSDAY,  FRIDAY  (each  week)  8:30  A.M. 
OBSTETRICAL  AND  GYNECOLOGICAL  CONFERENCES 

CHARLESTON  MUSC,  Clinical  Science  Building,  Sixth  Floor,  624 
Sponsor:  Dept,  of  OB/GYN 

Contact:  Lawrence  L.  Hester,  Jr.,  M.D.  (803)  792-4509 
CME  Credit:  None 


WEDNESDAYS  9:00  A.M. 

GRADUATE  MEDICAL  EDUCATION  IN  PATHOLOGY 

CHARLESTON  MUSC,  648  Basic  Science  Building 
Sponsor:  Dept,  of  Pathology 
Contact:  Dr.  G.  R.  Hennigar  (803)  792-3121 
CME  Credit:  1 Hour  AM  A Category  I 


WEDNESDAYS  9:00  - 10:00  A.M. 

DIAGNOSTIC  IMMUNOLOGY  CONFERENCE 

CHARLESTON  MUSC,  QD-209,  Quadrangle  Building 
Sponsor:  Dept,  of  Laboratory  Medicine 
CME  Credit:  1 Hour  AMA  Category  I 

Non-Physician  0.1  CEU  given  by  MUSC  DCE 


WEDNESDAYS  1:00  - 2:00  P.M. 

CLINICAL  MICROBIOLOGY  CONFERENCE 

CHARLESTON  MUSC,  QD-209,  Quadrangle  Building 
Contact:  Elena  Prevost,  SM  (ASCP)  (803)  792-3937 
CME  Credit:  1.0  Hour  AMA  Category  I 

Non-Physician  0.1  CEU’s  given  by  MUSC  DCE 


WEDNESDAYS  3:00  - 4:00  P.M. 

HEMATOLOGY  CONFERENCE 

CHARLESTON  MUSC,  Hematology  Lab,  OB-106 
Contact:  Elena  Prevost,  SM  (ASCP)  (803)  792-3937 
CME  Credit:  1.0  Hour  AMA  Category  I 
0.1  CEU’s  Non-Physician 


WEDNESDAYS  3:00  - 4:00  P.M. 

CLINICAL  CHEMISTRY  CONFERENCE 

CHARLESTON  MUSC,  QD-209,  Quadrangle  Building 
Contact:  Elena  Prevost,  SM  (ASCP)  (803)  792-3937 
CME  Credit:  1.0  Hour  AMA  Category  I 
0.1  CEU’s  Non-Physician 


3rd  WEDNESDAYS  10:00  A.M.  - 11:00  A.M. 

BLOOD  BANK  CONFERENCE 

CHARLESTON  MUSC,  QD-209,  Quadrangle  Building 
Contact:  Elena  Prevost,  SM  (ASCP)  (803)  792-3937 
CME  Credit:  1.0  Hour  AMA  Category  I 
0.1  CEU’s  Non-Physician 


WEDNESDAYS  and  THURSDAYS  12:00  - 1:00  P.M. 

NOON  CONFERENCES 

CHARLESTON  MUSC  Hospital,  300  CSB  and  4AS  VA  Hospital 

Sponsor:  Dept,  of  Internal  Medicine 

Contact:  Robert  T.  Elliott,  M.D.  (803)  792-2123 

CME  Credit:  None 


THURSDAYS  8:00  A.M. 

NEURORADIOLOGY 

CHARLESTON  MUSC  Hospital,  Room  B-317 
Contact:  G.  D.  Hungerford,  M.D.  (803)  792-2758 
CME  Credit:  1 Hour  AMA  Category  I 


THURSDAYS  12:00  Noon 

NEUROPATHOLOGY  CONFERENCE 

CHARLESTON  MUSC,  D-209  Quadrangle  Building 

Contact:  Dr.  James  M.  Powers  or  Dr.  J.  D.  Balentine  (803)  792-3581 

CME  Credit:  1 Hour  AMA  Category  I 


FRIDAYS  7:00  A.M. 

UROLOGY  CONFERENCE 

COLUMBIA  Richland  Memorial  Hospital,  ACC  2,  Area  V,  Conference 
Room 

Sponsor:  USC  School  of  Medicine,  Dept,  of  Surgery,  Div.  of  Urology, 
RMH;  VA  Medical  Center 

Audience:  Faculty,  residents,  students,  private  clinicians 
Contact:  Joel  Kaufman,  M.D.  (803)  256-0308 
Fee:  None 

Faculty:  Joel  Kaufman,  M.D. 

CME  Credit:  1 per  session 


FRIDAYS  8:00  A.M. 

PEDIATRIC  GRAND  ROUNDS 

COLUMBIA  Richland  Memorial  Hospital 
Sponsor:  USC  School  of  Medicine,  Dept,  of  Pediatrics 
Audience:  Pediatricians,  Family  Practitioners,  other  interested  health 
care  professionals 

Contact:  C.  Warren  Derrick,  Jr.,  M.D.,  Chairman,  Dept,  of  Pediatrics, 
RMH 

(803)  765-721 1 
Fee:  None 

Faculty:  USC  School  of  Medicine,  Dept,  of  Pediatrics 
CME  Credit:  1 Hour  per  session 


FRIDAYS  8:30  A.M. 

PEDIATRIC  GRAND  ROUNDS 

COLUMBIA  MUSC,  2W,  Hospital  Auditorium 
Contact:  Dr.  Milton  Westfall  (803)  792-2111 
CME  Credit:  1 Hour  AMA  Category  I 
1 Hour  AAFP  Prescribed 


FRIDAYS  12:00  - 1:00  P.M. 

CHIEF  RESIDENT’S  CONFERENCE 

CHARLESTON  MUSC,  Room  300  CSB  MUH 
Contact:  Robert  T.  Elliott,  M.D.  (803)  792-2123 
CME  Credit:  None 


FRIDAYS  1:00  P.M. 

INTERNAL  MEDICINE  GRAND  ROUNDS 

COLUMBIA  Richland  Memorial  Hospital  Auditorium 
Sponsor:  USC  School  of  Medicine,  Dept,  of  Medicine 
Audience:  Internal  Medicine  and  Family  Practice  Physicians 
Contact:  J.  O’Neal  Humphries,  M.D.  (803)  765-6563 
Fee:  None 

Faculty:  USC  School  of  Medicine  and  visiting  faculty 
CME  Credit:  1 Hour  per  session 

FRIDAYS  4:00  P.M. 

SURGICAL  SERVICE  CONFERENCE 

CHARLESTON  MUSC,  Room  300,  CSB 
Contact:  Marion  C.  Anderson,  M.D.  (803)  792-3961 
CME  Credit:  None 


SATURDAYS  9:00  A.M. 

CANCER  CONFERENCE 

CHARLESTON  MUSC  Hospital,  2W  Amphitheater 
Contact:  Dr.  Paul  H.  O’Brien  (803)  792-3276 
CME  Credit:  1 Hour  AMA  Category  I 


SATURDAYS  10:00  A.M. 

SURGICAL  GRAND  ROUNDS 

CHARLESTON  MUSC,  2W  Amphitheater 
Contact:  Marion  C.  Anderson,  M.D.  (803)  792-3961 
CME  Credit:  1 Hour  AMA  Category  I 


SATURDAYS  8:30  - 9:30  A.M. 

SURGICAL  GRAND  ROUNDS 

COLUMBIA  Richland  Memorial  Hospital  Auditorium 
Sponsor:  USC  School  of  Medicine,  Dept,  of  Surgery 
Description:  Lectures  and  case  presentations 
Audience:  Faculty,  residents,  students  and  private  clinicians 
Contact:  Carl  H.  Almond,  M.D.  (803)  254-4158 
James  L.  Haynes,  M.D.  (803)  765-7452 
Frederick  L.  Greene,  M.D.  (803)  776-4000 
Fee:  None 

Faculty:  Staff  of  the  Dept,  of  Surgery  and  guest  lecturers 
CME  Credit:  1 Hour  per  session 

THURSDAY  JULY  1 4:00  P.M. 

THURSDAY  AUGUST  5 4:00  P.M. 

THURSDAY  SEPT.  2 4:00  P.M. 

RADIOLOGY  DEPT.  CONTINUING  EDUCATION  CONFERENCE 

COLUMBIA  Dorn  VA  Medical  Center,  Radiology  Dept.  Conference  Room 
Sponsor:  USC  School  of  Medicine,  Dept,  of  Radiology 
Description:  A 30-minute  presentation  on  a subject  of  general  interest 
by  a competent  authority.  Following  the  presentation,  there  will  be 
a 30-minute  discussion  of  the  radiologic  workshop  of  an  appropriate 
case. 

Audience:  Radiologists 

Contact:  David  F.  Adcock,  M.D.  (803)  783-4490 
Fee:  None 

Faculty:  USC  School  of  Medicine,  Dept,  of  Radiology 
CME  Credit:  1 Hour  per  session 


JULY 

SUN.  - THU.  JULY  11-15 

CLINICAL  GASTROENTEROLOGY 

HILTON  HEAD  Hilton  Head  Inn 

Sponsor:  Bowman  Gray  School  of  Medicine,  Winston-Salem,  NC 
Description:  Designed  for  physicians  in  family  medicine  and  internal 
medicine.  Emphasis  is  placed  upon  the  current  state  of  the  art  of 
gastroenterology. 

Audience:  Primary  Care  Physicians 
Contact:  Emery  C.  Miller,  M.D.  (919)  748-4274 

Fee:  TBA 

Faculty:  Physicians  from  Medical  College  of  GA  and  Bowman  Gray 
CME  Credit:  13  Hours  AAFP  Prescribed 


THU.  - SUN.  JULY  22-25 

CARDIAC  AND  PULMONARY  CRITICAL  CARE  MEDICINE 

KIAWAH  ISLAND  Kiawah  Island  Inn 
Sponsor:  School  of  Medicine,  Medical  College  of  GA 
Description:  Emphasis  in  this  course  is  placed  on  recent  advances  in 
clinical  diagnosis  and  treatment  of  serious  cardiac  and  pulmonary 
diseases. 

Audience:  Primary  Care  Physicians 
Contact:  Glen  E.  Garrison,  M.D.  (404)  828-3998 
Fee:  TBA 

Faculty:  Medical  College  of  GA  Faculty 
CME  Credit:  21 .5  Hours  AAFP  Prescribed 


MON.  - WED.  JULY  25-28 

PEDIATRIC  UPDATE,  1982 

KIAWAH  ISLAND  Kiawah  Island  Inn 
Sponsor:  School  of  Medicine,  Medical  College  of  GA 
Description:  Course  is  designed  to  present  advances  and  current  states 
of  diagnosis  and  therapy  about  subjects  indicated  in  individual 
topics  relative  to  management  of  diseases  of  children. 
Audience:  Primary  Care  Physicians 
Contact:  Glen  E.  Garrison,  M.D.  (404)  828-3998 
Fee:  TBA 

Faculty:  Guest  faculty  and  Medical  College  of  GA  faculty 
CME  Credits:  14  Hours  AAFP  Prescribed 


TUE.  - SAT.  JULY  27-31 

ANNUAL  SYMPOSIUM  ON  CONTEMPORARY  CLINICAL 
NEUROLOGY 

HILTON  HEAD  ISLAND  Palmetto  Dunes  Hyatt  Resort 
Sponsor:  Vanderbilt  University  School  of  Medicine,  Nashville,  TN 
Audience:  Neurologists  and  other  interested  physicians 
Contact:  Mrs.  Joan  Sullivan.  Dept,  of  Neurology,  Vanderbilt  School  of 
Medicine,  Nashville,  TN  37212  (615)  322-7311 


WEDNESDAY  9:00  A.M.  - SAT.  3:00  P.M.  July  28-31 

BIOINSTRUMENTATION  WORKSHOP,  1982 

COLUMBIA  USC,  Medical  Sciences  Building 
Sponsor:  USC  School  of  Medicine,  Dept,  of  Physiology 
Description:  This  course  will  cover  the  principles,  techniques,  and 
systems  for  the  measurement  of  hemodynamic  functions  in  the 
critical  care  environment. 

Audience:  Critical  care/lntensive  care/Emergency  physicians,  nurses, 
technicians,  other  health  care  professionals 
Contact:  James  McNamee,  Ph.D.  (803)  777-6596 
Fee:  $250  (includes  textbook  @ $38.50  and  coffee  break  refreshments) 
Faculty:  Dr.  James  McNamee,  Ernest  McCutcheon,  Francis  Abel,  USC: 
one  visiting  guest  speaker  who  is  an  expert  in  the  critical  care 
environment 

CME  Credit:  19  Hours  AMA  Category  I 


AUGUST 

MON.  - SAT.  AUGUST  2-7 

TENTH  ANNUAL  BEACH  WORKSHOP 

MYRTLE  BEACH  Convention  Center 
Sponsor:  Bowman  Gray  School  of  Medicine.  Winston-Salem 
Description:  Program  was  designed  to  meet  the  needs  of  practicing  family 
physicians  and  internists 
Audience:  Primary  Care  physicians 
Contact:  Emery  C.  Miller,  M.D.  (919)  748-4274 
Fee:  TBA 

CME  Credit:  19.5  Hours  AAFP  Prescribed 


MON.  - WED.  AUGUST  9-11 

CLINICAL  OBSTETRICS 

KIAWAH  ISLAND  Kiawah  Island  Inn 
Sponsor:  School  of  Medicine.  Medical  College  of  GA 
Description:  Designed  for  obstetricians  and  gynecologists  and  will  pre- 
sent recent  diagnostic  and  therapeutic  advances  in  obstetrical  care. 
Also,  will  be  of  great  interest  to  FP’s  who  provide  OB  care. 
Contact:  Glen  E.  Garrison,  M.D.  (404)  828-3998 
CME  Credit:  16  AAFP  Prescribed  Hours 


FRI.  - SUN.  AUGUST  13-15 

ECG  INTERPRETATION  AND  ARRHYTHMIA  MANAGEMENT 

HILTON  HEAD  Hilton  Head  Management 
Sponsor:  International  Medical  Education  Corporation 
Description:  Seminar  is  designed  to  improve  the  primary  care  physician's 
proficiency  in  the  interpretation  of  ECG’s  and  the  identification  and 
management  of  arrhythmias. 

Contact:  Stephen  E.  Mattingly  (800)  525-8651 

Faculty:  Drawn  from  an  Educational  Council  of  200  leading  cardiologists 
CME  Credit:  12  Hours  AAFP  Prescribed 


FRI.  - SAT.  AUGUST  27-28 

CLINICAL  IMMUNOLOGY  UPDATE 

CHARLESTON  Charleston  Sheraton  Hotel 
Sponsor:  MUSC,  Continuing  Medical  Education  Division 
Description:  To  offer  the  practicing  physician  an  overview  of  basic 
defense  mechanisms  and  to  discuss  our  current  understanding  of 
the  importance  of  these  mechanisms  in  medical  practice. 
Audience:  Pediatricians,  internists,  family  practitioners 
Contact:  Mariano  F.  LaVia,  M.D.  (803)  792-3216 
Fee:  $250 

Faculty:  Drs.:  LaVia,  Burdash,  Virella,  Manos,  Banov,  Pearl,  and 
Herberman 

CME  Credit:  18.0  Hours  AMA  Category  I 
18.0  Hours  AAFP  Prescribed 

SEPTEMBER 

THURSDAYS  10:30  A.M. 

NEUROLOGY  GRAND  ROUNDS 

CHARLESTON  MUSC,  CSB  300 

Contact:  Edward  L.  Hogan,  M.D.  (803)  792-3224 

CME  Credit:  None 


THURSDAYS  3:00  - 4:00  P.M. 

LABORATORY  MEDICINE  CASE  PRESENTATION 

CHARLESTON  MUSC  Hospital,  2W  Amphitheater 
Contact:  Elena  Prevost,  SM  (ASCP)  (803)  792-3937 
CME  Credit:  1 Hour  AMA  Category  I 


MON.  - THU.  SEPT.  13-16 

“INTERNATIONAL  SURGICAL  FRONTIERS” 

ATLANTIC  CITY,  NJ  Resorts  International  Hotel 
Sponsor:  US  Section,  International  College  of  Surgeons 
Description:  Courses  of  interest  to  all  surgical  specialties  with  emphasis 
on  critical  care,  trauma  and  the  basic  sciences 
Audience:  Surgeons  of  all  specialties 
Contact:  Mrs.  Sally  Cox  (312)  787-0004 
Fee:  $250  for  members 

$275  for  non-members 
$ 25  early  registration  discount 
CME  Credit:  25  Hours  AMA  Category  I (approximately) 

THU.  - SAT.  SEPT.  16-18 

BASIC  AND  CLINICAL  IMMUNOLOGY 

CHARLESTON  Sheraton  Hotel 
Sponsor:  CME  Divisions,  MUSC 

Description:  The  presentation  of  basic  immunologic  concepts  will  form 
the  foundation  for  a correlation  of  basic  mechanisms  with  various 
pathologic  entities. 

Contact:  Charles  Strickland  (803)  792-4435 
CME  Credit:  18  Elective 


FRIDAY  SEPT.  17  8:30  A.M.  - 4:00  P.M. 

EXPLORING  THE  ENIGMA:  ANOREXIA  NERVOSA 

COLUMBIA  Carolina  Inn 

Sponsor:  AHEC,  Ross  Labs,  Baptist  Medical  Center,  Mead  Johnson 

Description:  Anorexia  Nervosa  will  be  approached  from  the  point  of  view 
of  the  physician,  the  psycho-therapist,  the  nurse,  the  dietitian,  and 
social  worker.  A recovered  anorectic  who  now  has  charge  of  a "self- 
help”  group  for  anorectics  will  speak  and  answer  questions.  A panel 
discussion  involving  all  speakers  is  included  as  well  as  discuss- 
ing formation  of  local  “self-help”  clinics. 

Audience:  All  interested  health  care  professionals 

Contact:  Pam  Dabbs,  AHEC  (803)  765-6861 

Fee:  $35  health  care  professionals 
$25  students 
$45  after  September  3 

Faculty:  Ann  Bradshaw,  M.Div.,  Psycho-Therapist;  Barbara  Kinoy,  CSW, 
Ph.D.;  Linda  Dickson,  R.N.;  Preston  Zucker,  M.D.  and  Barbara 
Pipinski,  R.D. 

CME  Credit:  TBA 


MONDAY  SEPTEMBER  20  5:00  - 6:30  P.M. 

MULTIDISCIPLINARY  ONCOLOGY  CONFERENCE 

COLUMBIA  USC  School  of  Medicine  Complex  Library,  Room  327  VA 
Sponsor:  USC  School  of  Medicine,  Depts.  of  Medicine  and  Surgery 
Contact:  Frederick  Greene,  M.D.  (803)  776-4000,  Ext.  582  or  George 
P.  Sartiano,  M.D.  (803)  776-6575 
Fee:  None 

CME  Credit:  1.5  Hours  AMA  Category  I 


THU.  - FRI.  SEPT.  23-24 

ADVANCES  IN  GASTROENTEROLOGY 

CHARLESTON  Mills  House  Hotel 

Sponsor:  Division  of  CME,  MUSC  and  Olympus  Corporation 
Description:  To  discuss  the  latest  information  regarding  G.l.  pathology 
and  to  discuss  the  newest  therapeutic  modalities  for  G.l.  problems. 
Audience:  General  practitioners,  family  practitioners,  surgeons,  nurses, 
Ph.D.’s 

Contact:  J.  C.  Meeroff,  M.D.  (803)  792-2301 
Fee:  $225 

Faculty:  C.  W.  Legerton,  M.D.;  J.  C.  Meeroff,  M.D.;  N.  Greenberg,  M.D.; 
J.  T.  Lamont,  M.D.;  F.  Tedesco,  M.D.;  R.  Cantey,  M.D.;  and  J.  T. 
Cunningham,  M.D. 

CME  Credit:  16.0  Hours  AMA  Category  I 
16.0  Hours  AAFP  Prescribed 


FRIDAY  SEPT.  24  9:00  A.M.  - 5:30  P.M. 

CLINICAL  URODYNAMICS,  1982 

COLUMBIA  The  Town  House,  1615  Gervais  St. 

Sponsor:  Dept,  of  Surgery  Div.  of  Urology,  USC  School  of  Medicine 

Description:  This  program  will  present  modern  urodynamic  approaches, 
techniques,  and  results  to  aid  in  the  management  of  common 
urologic  problems,  such  as  neurogenic  bladder,  stress  urinary  in- 
continence, benign  hypertrophy,  and  cord  disease  of  adults  and 
children. 

Contact:  Joel  M.  Kaufman,  M.D.  (803)  254-4388,  3321  Medical  Park  Rd., 
Columbia,  SC  29203 

Fee:  $60.00 

Faculty:  Joel  M.  Kaufman,  M.D.;  Edward  J.  McGuire,  M.D.;  Alan  J.  Wein, 
M.D.;  and  Kenneth  E.  Kizyzaniak,  M.D. 

CME  Credit:  8.5  Hours  AMA  Category  I 
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The  progress  of  reproductive  medicine  has 
been  remarkable  in  the  past  decade.  Newer  tech- 
niques, such  as  analysis  of  amniotic  fluid,  fetal 
heart  monitoring,  fetal  scalp  sampling,  ultra- 
sound, and  estriol  determinations,  have  made  the 
life  of  the  obstetrician  more  complex  but  rela- 
tively more  secure  in  his  interpretation  of  the 
status  of  the  fetus.  Enormous  energy  has  been  and 
is  being  expended  in  the  use  of  these  improved 
techiques. 

On  the  other  hand,  an  equal  amount  of  energy 
has  also  been  expended  in  determining  methods 
of  weight  control  during  pregnancy,  low  calorie 
diets,  and  the  use  of  diuretics.  During  the  process, 
the  value  of  nutrition  per  se  has  been  lost.  Only 
what  the  scales  say  has  been  important.  A 15-20  lb. 
weight  gain  has  been  fashionable. 

In  the  current  flurry  of  interest  in  nutrition 
during  pregnancy,  the  obstetrician  often  finds 
himself  in  a difficult  position.  His  knowledge  of 
nutrition  in  general  is  deficient.  Formal  instruc- 
tion in  principles  of  nutrition  is  sorely  absent  from 
medical  school  curricula  and  graduate  programs. 
He  has  to  be  reminded  that  fetal  growth  is  a 
process  that  requires  energy;  thus,  additional  calo- 
ries above  those  needed  for  maintenance  are  re- 
quired during  periods  of  growth. 

The  recommended  daily  dietary  allowance 
(RDA)  with  respect  to  calories  is  age  and  activity 
dependent.  Thus,  most  calories  are  needed  during 
the  younger  ages,  when  growth  is  taking  place  and 
physical  activities  are  usually  greater. 

Jacobson1  has  shown  that  a desirable  weight 
gain  can  be  estimated  by  three  methods:  (1)  on  the 
basis  of  data  for  total  weight  gain  measured  dur- 
ing healthy,  normal  pregnancies;  (2)  on  the  basis 
of  the  relation  between  maternal  weight  gain  and 
birth  weight  of  the  infant;  (3)  on  the  basis  of 
calculations  from  the  average  weights  of  identi- 
fiable components  of  normal  pregnancy. 

The  1965  WHO  Expert  Committee  on  Preg- 
nancy and  Lactation  reported  that  “Most  average 
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gains  reported  from  Europe  and  the  USA  are 
between  10-12  kg  (22-26  lbs.).“  Figures  in  the 
same  range  for  gain  in  body  weight  during  preg- 
nancy have  been  reported  more  recently  by 
Gopalan.2 

Singer,  et  al3  analyzed  the  data  from  the  collab- 
orative study  to  determine  the  relation  of  mater- 
nal weight  gain  to  birth  weight  and  found  that 
increasing  birth  weight  was  directly  related  to 
greater  maternal  weight  gain  during  pregnancy. 
Similarly,  Eastman  and  Jackson4  studied  approx- 
imately 12,000  term  pregnancies  and  found  ma- 
ternal weight  gain  paralleled  by  both  increased 
birth  weight  and  a decreased  incidence  of  low 
birth  weight.  Simpson,5  in  a more  recent  study, 
has  demonstrated  these  same  relationships. 

Refinements  in  techniques  have  allowed  in- 
creasingly precise  estimates  to  be  made  on  the 
major  identifiable  components  of  weight  gain 
during  a pregnancy. 

An  increase  in  calorie  intake  of  approximately 
10%  over  nonpregnant  requirements  is  needed  in 
normal  pregnancy  to  permit  the  necessary  adjust- 
ment and  maternal  physiology  and  to  provide  for 
fetal  development.  An  average  total  weight  gain 
of  10-12  kg  (22-26  lbs.)  appears  to  be  desirable. 
The  normal  pattern  of  weight  gain  consists  of 
minimal  gain  (approximately  1 kg)  in  the  first 
trimester  and  an  accumulation  of  0. 3-0.4  kg  (1  lb.) 
per  week  in  the  second  and  third  trimesters.  In 
evaluating  excessive  weight  gain  during  preg- 
nancy, it  is  critical  to  differentiate  between  fluid 
retention,  fat,  and  tissue  accumulation.  There  is 
no  convincing  evidence  that  excessive  weight  gain 
due  to  fat  or  tissue  deposition  is  related  to  toxemia 
or  any  other  obstetric  complication.  It  may,  if  not 
lost  after  delivery,  be  related  to  the  development 
of  obesity.6 

Patients  who  have  been  exposed  to  dietary  defi- 
ciencies during  pregnancy  because  of  socio- 
economic conditions  have  frequently  given  birth 
to  small  babies,  which  is  strongly  associated  with 
increased  perinatal  mortality.7  In  one  study  from 
1969  to  1973, 8 perinatal  mortality  was  211/1000 
in  low  birth  weight  babies  (less  than  2500  grams), 
falling  to  8.6/1000  among  infants  weighing 
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greater  than  2500  grams.  There  is  a direct  rela- 
tionship between  the  incidence  of  perinatal  mor- 
tality and  the  incidence  of  disability  to  subsequent 
survivors.9 

One  program,  the  Women-Infants-Children 
program,  WIC,  administered  by  the  Department 
of  Agriculture,  was  intended  to  be  a prescription 
food  program.  The  WIC  program  has  had  a rocky 
beginning,  but  it  is  now  a fact  of  life.  It  has 
recently  been  funded  for  three  more  years. 

Because  of  the  lack  of  an  easily  applied  and 
reproducible  index  of  maternal  nutrition  ade- 
quacy, supplementary  foods  have  often  been 
given  to  poor  women  with  the  assumption  that 
they  are  all  to  some  degree  malnourished,  and 
further,  that  they  will  actually  consume  the  sup- 
plement over  and  above  their  usual  diets.  Both  of 
these  assumptions  seem  unsupported,  and  the  re- 
sults have  been  thereby  rendered  marginal.  The 
effect  of  supplementation  in  a biochemically  de- 
fined group  of  malnourished  pregnant  women  has 
not  yet  been  reported. 

Higgins10  has  demonstrated  an  excellent  system 
of  nutritional  counseling  and  supplementation. 
The  incidence  of  perinatal  mortality  and  low 
birth  weight  infants  among  the  Montreal  Diet 
Dispensary  cases  was  comparable  to  that  among 
private  patients  and  significantly  lower  than  that 
in  the  public  clinics  without  the  service.  The  Diet 
Dispensary’s  rates  were  also  lower  than  that  aver- 
age for  Quebec  province  and  Canada  in  general. 
The  reproductive  performance  of  a large  propor- 
tion of  the  1736  women  treated  by  the  Diet  Dis- 
pensary was  improved  by  nutritional  counseling 
and  supplementation.  Both  the  cost  and  the  num- 
ber of  highly  trained  nutritionists  needed  made  it 
impossible  to  extend  such  intensive  methods  to  all 
pregnancy  women  in  the  foreseeable  future.  It 
follows  that  screening  procedures  are  essential  in 
deciding  which  women  should  receive  the  bene- 
fits of  the  resources  that  are  available. 

Multiple  laboratory  indices  of  maternal  nutri- 
tion have  been  investigated,  but  no  completely 
satisfactory  test  has  been  found.  Plasma  proteins 
are  normally  reduced  in  pregnancy,  rendering 
their  use  difficult.11  Maternal  plasma  alpha- 
amino  acid  levels  are  reduced  in  the  face  of  mater- 
nal protein  deprivation  and  have  been  related  to 
birth  weight.12  Hair  root  diameter  and  leukocyte 
RNA  polymerase  are  also  reduced  in  protein/ 
calorie  malnutrition.13-  14 

Platt  and  Heard15  in  1958  suggested  the  use  of 


urea  nitrogen/total  nitrogen  ratios  as  an  index  of 
protein  nutrition.  Since  then  an  increasing  num- 
ber of  reports  have  appeared  supporting  the  valid- 
ity. 15  16-  17  Because  the  urea  value  appears  in  both 
the  numerator  and  the  demoninator  and  since 
total  nitrogen  is  partially  a reflection  of  mean 
body  mass,  the  UN/TN  ratio  arithmetically 
should  minimize  any  apparent  individual  varia- 
tion and  make  it  a good  indicator  of  protein 
nutrition. 

A number  of  studies  report  a close  relationship 
between  the  UN/TN  ratio  and  protein  intake. 
This  relationship  is  true  in  evaluating  both  the 
outpatients  and  patients  under  metabolic  study 
and  is  largely  unaffected  by  total  calorie  intake.18 
The  interesting  observation  that  the  UN/TN  ratio 
in  a single  voided  specimen  of  urine  also  reflects 
protein  intakes  has  great  clinical  implications.19 
Thus,  simple,  reliable,  and  relatively  inexpensive 
index  to  protein  nutrition  is  now  available. 

Aubry19  studied  the  urinary  UN/TN  ratio  as  an 
index  of  maternal  nutrition.  He  found  that  while  a 
patient  was  on  an  80  gram  protein/day  intake,  the 
ratio  was  virtually  always  greater  than  60;  when 
the  patient  was  on  a 25  gram  protein/day  intake, 
the  ratio  was  virtually  always  less  than  60.  The 
ratio  seems  to  reflect  the  intake  of  protein  in  the 
preceeding  72  hours.  When  the  test  was  applied  to 
his  outpatient  population,  he  found  tht  one-third 
of  these  patients  had  UN/TN  ratios  less  than  60. 
Moreover,  mothers  with  low  UN/TN  ratios  had 
significantly  lower  birth  weight  infants  than  did 
mothers  with  high  UN/TN  ratios. 

There  has  been  ample  demonstration  that  both 
the  maternal  and  the  fetal  outcomes  of  pregnancy 
are  best  when  the  mother  is  well  nourished  and 
gains  22-30  lbs.  The  safest  course  would  appear  to 
be  to  provide  sufficient  calories,  protein,  and 
other  nutrients  in  order  to  supply  the  specific 
requirements  of  pregnancy,  since  deprivation  of 
essential  nutrients  may  result  in  adverse  effects  in 
the  fetus.  Pregnancy  certainly  would  not  seem  to 
be  an  opportune  time  for  weight  reduction  diets. 

Malnutrition  of  a significant  degree  to  affect 
reproductive  performance  usually  exists  against  a 
background  of  poverty,  lack  of  education,  and 
limited  resources. 

King20  noted  that  pregnant  women  who  did  not 
limit  their  selection  of  food  because  of  economic 
factors,  food  availability,  or  programs  of  weight 
control  tended  to  select  diets  that  provided  about 
2300-2800  calories  and  70-80  grams  of  protein 
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daily.  Not  only  was  there  little  variation  in  diet 
intake  between  trimesters,  but  the  diets  did  not 
vary  appreciably  from  preconception  diet.  More 
milk  consumption  accounted  for  practically  all 
the  adjustment. 

WHAT  ABOUT  THE  OBESE  PRENATAL 
PATIENT? 

Pregnant  women  who  are  obese  are  generally 
considered  to  have  a greater  potential  for  obstetri- 
cal complications,  namely  diabetes  mellitus,  hy- 
pertension, and  thrombo-embolic  disease. 
Because  many  obese  patients  attempt  to  restrict 
weight  gain  in  pregnancy,  one  of  the  major  prob- 
lems can  be  that  the  fetus  suffers  from  insufficient 
intake  of  specific  nutrients.  For  example,  intake 
of  less  than  2000  Keal  results  in  insufficient 
amounts  of  vitamins,  minerals,  and  protein.  Opti- 
mal utilization  of  protein  is  ensured  by  adequate 
caloric  energy  intake.  Studies  show  that  adequate 
maternal  weight  gain  during  pregnancy  is  associ- 
ated with  increased  fetal  weight  and  improved 
pregnancy  outcome.  A current  report21  points  to 
several  dangers  in  overweight  mothers  who  diet. 
Those  who  gained  the  least  weight  had  twice  the 
perinatal  mortality  rates  of  overweight  mothers 
with  larger  weight  gains.  Dieting  and  fasting  lead 
to  more  rapid  and  severe  development  of  ketosis, 
hypoglycemia,  and  hypoinsulinemia  in  the  preg- 
nant women  than  in  the  nonpregnant  women. 
These  changes  are  reflected  in  amniotic  fluid  and 
can  effect  the  fetus.  Because  ketosis  is  poorly 
tolerated  by  the  fetus,  neurological  development 
may  be  impaired.  Some  studies  show  that 
acetonuria  in  diabetic  and  nondiabetic  women 
during  pregnancy  is  associated  with  significant 
lowering  of  IQ  in  offspring.22-  23 

Physical  Findings: 

Obesity  in  the  adult  is  defined  as  being  20% 
above  the  standard  weight  for  height  according  to 
the  1959  Actuarial  Tables  of  the  Metropolitan 
Life  Insurance  Company.  An  obese  pregnant 
woman  is  one  whose  preconception  weight  meets 
this  definition: 


TABLE  OF  STANDARD  WEIGHT  FOR  HEIGHT 


(Height 

without  : 

shoes,  plus 

1 inch) 

4' 10" 

= 104 

5'3" 

= 118 

5'8"  - 

= 140 

4' 11" 

= 107 

5'4" 

= 123 

5'9"  - 

= 144 

5'0" 

= 110 

5'5" 

- 128 

5' 10"  - 

= 148 

5T' 

= 113 

5'6" 

= 132 

5' 11"  -- 

= 152 

5'2" 

= 116 

5'7" 

= 136 

6'0"  - 

= 156 

These  weights  were  taken  from  Metropolitan 
Life  Insurance  Company,  Actuarial  Tables,  1959, 
and  adjusted  for  height  in  inches  without  shoes 
with  an  additional  one  inch  added  to  established  a 
standard  for  heels. 

Patients  are  weighed  with  shoes  normally  worn. 
The  table  is  for  medium  body  build,  and  except 
for  extemes  in  body  build,  these  figures  should  be 
used.  Therefore,  a patient  whose  height,  mea- 
sured without  shoes,  is  5'4"  would  have  one  inch 
added.  Her  standard  weight  for  height  would  be 
128  lbs.  Patients  under  25  years  of  age  should  have 
1 lb.  deducted  for  each  year.24 

Diagnosis: 

A diagnosis  of  obesity  may  be  made  when  an 
adult  pregnant  patient  presents  with  a prepreg- 
nant weight  20%  above  the  standard  weight  for 
height.  Some  analysis  of  the  problem  needs  to 
differentiate  between  overweight  due  to  large  but 
lean  body  mass  as  seen  in  very  muscular  women, 
overweight  to  edema  only,  or  fat  only,  or  a com- 
bination of  edema  and  fat.  Excess  calories  result 
in  overweight  due  to  fat.  Edema  is  often  caused 
by  inadequate  protein  and  caloric  intake. 

Treatment  and  Instructions: 

Management  of  any  pregnant  woman  should 
support  optimal  weight  gain  by  the  fetus.  It  is  the 
consensus  of  the  Working  Group  on  Nutrition  and 
Toxemia  that  weight  reduction  of  the  obese  pa- 
tient during  pregnancy  does  not  benefit  the  preg- 
nancy.20 Weight  reduction  should  be  undertaken 
after  the  pregnancy  has  been  terminated. 

The  following  guidelines  provide  management 
protocols  based  on  current  research,  clinical  data, 
and  expert  opinion.26 

1.  Marked  caloric  restriction  is  potentially 
harmful.  Caloric  intake  should  be  adequate 
to  support  a progressive  weight  gain  of  at 
least  24  lbs. 

2.  A quality  diet  should  be  attained  by  follow- 
ing a Revised  Daily  Food  Guide27  with  daily 
supplementation  of  400-800  folacin  and 
30-60  iron. 

3.  Counselling  should  emphasize  the  same  gen- 
eral principles  of  prenatal  nutrition  that  ap- 
ply to  patients  of  normal  weight. 

It  should  be  noted  that  the  pregnant  adolescent 
has  dietary  requirements  that  include  not  only 
those  for  the  pregnancy  but  for  her  present  period 
of  growth.  □ 
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Number  of  Servings 

Food  Group 

Non- 

Pregnant 

Women 

Pregnant 

Women 

Lactating 

Women 

Protein  foods 

3 

4 

4 

(animal  & vegetable) 

Milk  & Milk  products 

3 

4 

5 

Grain  Products 

3 

3 

3 

Vitamin  C rich  fruits 

1 

1 

1 

& vegetables 

Leafy  green  vegetables 

2 

2 

2 

Other  fruits  & veg. 

1 

1 

1 

REFERENCES 

1.  Jacobson  H:  Mod  Med  10-18,  1971. 

2.  Gopalan  C:  Nutrition  in  scientific  foundations  of  obstetrics 
and  gynecology,  ed  by  EE  Philipp,  J Barnes,  M Newton. 
Philadelphia,  Davis,  1970,  p 376-381. 

3.  Singer  JE,  Westphal  M,  Niswander  K:  Relationship  of 
weight  gain  during  pregnancy  to  birth  weight  and  infant 
growth  and  development  in  the  first  year  of  life.  Obstet 
Gynecol  31:417-42,  1968. 

4.  Eastman  MJ,  Jackson  E:  Weight  relationships  in  preg- 
nancy, I.  The  bearing  of  maternal  weight  gain  and  the  pre- 
pregnancy weight  on  birth  weight  in  full  term  pregnan- 
cies. Obstet  Gynecol  Surv  23:1003-1025,  1968. 

5.  Simpson  JW,  Lawless  RW,  Mitchell  AC:  Responsibility  of 
the  obstetrician  to  the  fetus.  II.  Influence  of  pre-preg- 
nancy weight  and  pregnancy  weight  gain  on  birth  weight. 
Obstet  Gynecol  45:481-487,  1975. 

6.  Pitkin  RM,  Kaminetsky  HA,  Newton  M,  et  al:  A selective 
review  of  clinical  topics.  Obstet  Gynecol  40:773-785,  1972. 

7.  Antonov  AN:  Children  born  during  the  siege  of  Leningrad 
in  1942.  J Pediatr  50:250-259,  1947. 

8.  Heins  HC:  South  Carolina’s  perinatal  health.  J SC  Med 
Assoc  71:239-242,  1975. 

9.  Butler  NR,  Alberman  ED,  Eds:  Perinatal  problems;  second 
report  of  the  1958  British  Perinatal  Mortality  Survey, 
Edinburgh,  Livingstone,  1969. 

10.  Higgins  AC,  Primrose  T,  Higgins  A:  A study  in  human 
antepartum  nutrition.  J Reprod  Med  7:257-264,  1971. 

11.  Churchill  JA,  Moghissi  KS,  Evans  TN,  et  ah  Relationships 
of  maternal  amnio  acid  blood  levels  to  fetal  development. 
Obstet  Gynecol  33:492-495,  1969. 

12.  Bradfield  RB,  Jelliffe  EP:  Early  assessment  of  malnutri- 
tion. Nature  225:283-284,  1970. 

13.  Metcoff  S:  Obstet  Gynecol  News  8:49,  1973. 

14.  Stewart  RC,  Sheppard  HC:  Protein-calorie  deficiency  in 
rats.  Growth  and  reproduction.  Br  J Nutrit,  25:175-180, 
1971. 


15.  Platt  BS,  Heard  CRC:  Prac  Nutr  Soc  17:2,  1958. 

16.  Arroyave  G:  The  estimation  of  relative  nutrient  intake  and 
nutritional  status  by  biochemical  methods:  proteins.  Am  J 
Clin  Nutr  11:447-461,  1962. 

17.  Chaudhuri  SK:  Relationship  of  protein-calorie  malnutri- 
tion with  toxemia  of  pregnancy.  Am  J Obstet  Gynecol 
107:33-37,  1970. 

18.  Simons  WK:  Urinary  urea  nitrogen/creatinine  ratio  as 
indicator  of  recent  protein  intake  in  field  studies.  Am  J 
Clin  Nutr  25:539-542,  1972. 

19.  Beydoun  SN,  Cuenca  VG,  Evans,  LP  et  ah  Maternal 
nutrition.  I.  The  urinary  urea  nitrogen/total  nitrogen  ratio 
as  an  index  of  protein  nutrition.  Am  J Obstet  Gynecol 
114:198-203,  1972. 

20.  King  JC:  Protein  metabolism  during  pregnancy.  Clin  Per- 
inat  2:242-254,  1975. 

21.  Naeye  RL:  Weight  gain  and  the  outcome  of  pregnancy. 
Am  J Obstet  Gynecol  vol  135,  no  1,  Sept  1,  1979,  pp  3-9. 

22.  “Nutritional  Management  of  Obese  Pregnant  Woman”, 
Bulletin  of  the  Pan  American  Health  Organization,  vol 
13,  no  2,  1979,  p 202. 

23.  “Maternal  Weight  Gain  and  the  Outcome  of  Pregnancy”, 
Nutrition  Review,  vol  37,  no  10,  Oct  1979,  p 319-321. 

24.  Nutrition  During  Pregnancy  and  Lactation.  California 
Department  of  Health,  Sacramento,  California.  Revised 
1975,  p 63. 

25.  Maternal  Nutrition  and  the  Course  of  Pregnancy.  Com- 
mittee on  Maternal  Nutrition.  National  Research  Council. 
National  Academy  of  Sciences.  Washington,  D.C.,  1970, 
pp  163-185. 

26.  “Nutritional  Management  of  Obese  Pregnant  Women”, 
Bulletin  of  the  Pan  American  Health  Organization,  vol 
13,  no  2,  1979,  pp  201-205. 

27.  Nutrition  During  Pregnancy  and  Lactation.  California 
Department  of  Health,  Sacramento,  California.  Revised 
1975.  p 34. 


326 


The  Journal  of  the  South  Carolina  Medical  Association 


June. , 1982 


****** 

134TH  ANNUAL  MEETING  - SOMETHING  FOR  EVERYONE! 

MAY  5-9,  1982  - CHARLESTON , SOUTH  CAROLINA 

BuAtneAA  AeAAtonA,  Act entente  tvoAkAhopA , aZumnt  AeuntonA , KuxtZtaAy 
acttvttteA , gotfi  and  tenntA  touAnamentA  . ...  Aomethtng  oa  eoeAyone 
out  the.  154th  A nnuaZ  Weettng  otf  the.  South  CaAoZtna  We.dte.oJL  AAAocta- 
tton  tn  ChaAZeAton,  Way  5-9,  1982. 

Registration  topped  last  year's  total,  with  476  physicians  actually  signing  in, 
14  of  whom  were  from  out  of  the  state.  This  total  compares  with  428  physician 
registrants  in  1981,  with  only  five  from  outside  South  Carolina. 


* 

Sctzntt^ic  AZAAionA,  with  up  to  20  hou/iA  0(5  avcUZabtz  CME  cAzdit,  wzfiz  wzJUL  aXtzndzd 
and  {^aooAabZy  Aeeetved.  Of 5 the.  cutte.nde.eA  at  the  VZenaAy  SeAAtonA  and  WoAkAhopA , 

138  phyAtctaviA  actuaZZy  AegtAteAed  ^oa  CME  cAedttA , ea/intng  a totaJL  ofi  839  cAedtt 
houAA . EoaZuatton  {)OAmA  A etuAned  on  aZJL  A eAAtovA  and  wonhAhopA  tndtcjited  that  an 
oveAwheZmtng  majoAtty  o{)  phyAtctanA  tn  attendance  &eZt  them  to  be  exeeZZent  oveA-aZZ. 

****** 


HOUSE  OF  DELEGATES  ACTIONS 


The  SCMA  House  of  Delegates  met  on  Thursday,  May  6 and  Sunday,  May  9-  One  hundred 
forty-eight  out  of  194  eligible  voting  delegates  took  action  at  the  Sunday  session 
on  numerous  reports  and  Resolutions  considered  by  seven  Reference  Committees  which 
had  met  in  lengthy  sessions  on  Thursday  afternoon.  Following  are  highlights  of 
these  actions  as  well  as  special  information  presented  to  the  House. 

ELECTIONS : CongAatuZouttoviA  to  ... 

RandoZph  V.  Smoak,  Ja, , W.  V.  - President-Elect 
VanteZ  W.  Betake,  M.  V.  - First  Vice  President 
John  W.  StmmonA,  M.  V.  - Second  Vice  President 
Kenneth  W.  OcoenA,  W.  V.~  Secretary 

U . Hoyt  Bodte,  M,  V,  - Treasurer 

JameA  H.  HeeiZong,  W.  V.  - Councilor,  Second  District 
Jack  L.  Rattutffi,  M.  V Councilor,  Second  District 
ChaJiZeA  R.  Vuncan,  Ja.  , M.  V.  - Councilor,  Fourth  District 
LeonoJtd  i'J . VougZaA,  M.  V.  - Councilor,  Fourth  District 
(OxZZxam  H.  HeAteA,  M.  V.  - Councilor,  Sixth  District 

V.  Wayne  WhetAeZZ,  M.  V.  - Councilor,  Eighth  District 

WattuA  0.  TanneA,  M.  V.  - AMA  Delegate 

VonaZd  G.  KtZgoAe,  JA. , M.  V.  - AMA  Alternate  Delegate 

Ha edeAxck  F.  AdamA , JA. , M.  V.-  State  Board  of  Medical  Examiners,  District 
J.  EAneAt  Lathem,  M.  V.  - State  Board  of  Medical  Examiners  - At  Large 


RESOLUTIONS 


MEDICAL  SCHOOLS  IN  SOUTH  CAROLINA:  Resolutions  concerning  the  two 
medical  schools  in  South  Carolina,  submitted  by  the  Charleston,  Horry, 

Georgetown  and  Florence  County  Medical  Soc i et i es  ca 1 1 ed  for  either  phasing 
out  the  University  of  South  Carolina  School  of  Medicine  or  for  a study  of 
medical  education  in  the  state  and  a spirit  of  cooperation  between  the 
two  medical  schools.  A substitute  Resolution  submitted  to  the  House  of 
Delegates  by  the  Reference  Committee  was  approved,  and  reads  as  follows: 

RESOLVED , that  the  South  Carolina  Medical  A ssoclation  Immediately 
study  medical  education  In  South  Carolina,  utilizing  any  and  all 
previous  reports . Be  It  further 

RESOLVED,  that  an  Ad  Hoc  Committee  be  appointed  by  the  President  of 
thti>  Association  to  gather  information  and  prepare  specific  proposals 
a^  to  methods,  numbers  and  Institutions  to  be  Involved  In  medical 
education.  This  study  should  be  completed  and  patented  to  Council 
and  to  the  next  meeting  of  the  South  Carolina  Medical  Association  House 
of  Delegates. 

Euta  M.  Colvin,  M.  D.,  SCMA  President,  is  in  the  process  of  appointing  this  Ad  Hoc 
Committee.  Watch  this  Newsletter  for  further  details. 

Because  of  the  interest  generated  in  the  news  media  by  the  above  Resolutions,  and 
the  media's  need  for  accurate  information  as  soon  as  possible,  Council  proposed, 
and  the  House  adopted,  a policy  statement  regarding  release  of  Reference  Committee 
Reports.  The  Policy,  In  effect,  states  that  Reference  Committee  Reports  can  be 
released  to  the  press  before  the  Sunday  meeting  of  the  House  of  Delegates  as  long 
as  there  Is  a disclaimer  statement  attached  stating  that  the  Information  therein 
Is  not  official  SCMA  policy  until  reviewed  and  acted  upon  by  the  House  of  Delegates 
on  Sunday. 

MEDICAID  FEE  SCHEDULE:  The  May  issue  of  this  Newsletter  reported  on  a 

fee  schedule  being  developed  by  the  S.  C.  Department  of  Social  Services  by 
which  relative  value  units  would  be  calculated  based  on  DSS  Medicaid 
expenditures.  The  House  of  Delegates  considered  the  proposed  fee  schedule 
and  voted  to  ADOPT  AS  SCMA  POLICY  THE  CONTINUATION  OF  THE  USUAL, 

CUSTOMARY  AND  REASONABLE  METHOD;  AND,  IF  REQUIRED  BY  IAW  TO  GO  TO  A FEE 
SCHEDULE,  THE  SCMA  SHOULD  INSIST  ON  THE  1974  CALIFORNIA  RELATIVE  VALUE  STUDIES. 
THE  HOUSE  ALSO  VOTED  THAT  THE  SCMA  SHOULD  EXPRESS  ITS  DISSATISFACTION  AT 
BEING  UNABLE  TO  PARTICIPATE  IN  THE  DECISION  TO  ADOPT  A FEE  SCHEDULE  AND  MAKE 
EVERY  EFFORT  TO  BECOME  MORE  INVOLVED  WITH  DSS  ON  THIS  MATTER. 

Resolutions  were  also  passed  by  the  House  of  Delegates  in  support  of  a post  hospital 
discharge  testing  program  as  an  effective  means  of  cost  containment,  and  to  support 
a program  to  remove  drug  and  alcohol  debilitated  drivers  from  South  Carolina  highways 

COST  CONTAINMENT 

Approved  by  the  House  was  a proposal  made  by  Immediate  Past  President,  William  H. 
Hunter,  M,  D.,  to  work  with  members  of  industry,  labor  and  other  health  providers 
to  make  a major  effort  in  the  area  of  cost  effectiveness  in  medicine.  Meetings 
with  members  of  the  South  Carolina  State  Chamber  of  Commerce  are  already  under  way. 


REPORT  FROM  REPRESENTATIVE  PARKER  EVATT 


Members  of  the  House  of  Delegates  heard  S.  C.  State  Representative  Parker  Evatt, 
a member  of  the  Sub-Committee  on  the  Medicaid  Pharmaceutical  Program  of  the  Joint 
Health  Care  Planning  and  Oversight  Committee,  report  on  the  recommendations  under 
consideration  with  regard  to  the  Medicaid  Budget  for  the  upcoming  fiscal  year. 
Repnesentattve  Evatt  noted  that,  hopeiutty , begtnntng  duty  1,  an  open  dnug  jonmutany 
wttt  foe  tn  ejject  tn  the  Wedtcatd  pnognam.  He  unged  that  S.  C.  phyntctavs  coopenate 
In  making  this  pnognam  cost  eHecttve  by  pnescntbtng  the.  most  economtcatty  eHecttve 
dnug  thetn  patients  and  ion  onty  the,  numben  ofi  day s the,  phystctans  ieet  the,  da mg 
is  actuatty  needed.  Shoutd  this  open  ionmutany  not  nesutt  tn  stabtttztng  costs, 
iunthen  neducttoyis  may  have,  to  be,  made,  tn  the.  doing  pnognam. 

EDITORIAL  NOTE:  Despite  the  recommendation  described  above,  the  DSS  Board,  on  May 

26,  1982,  declined  to  adopt  an  open  drug  formulary  for  the  coming  fiscal  year. 

REMARKS  BY  WILLIAM  Y.  RIAL , M.  D . , AMA  PRESIDENT-ELECT 

(Vitttam  V.  Rtat,  W.  V. , AMA  Pn estdent-Etect,  and  the,  SCMA'-6  hononed  guest,  addressed 
the  House,  speaking  on  current  AMA  problems  with  the  FTC  and  the  suit  against  the 
AMA  and  other  state  medical  societies  regarding  physician  advertising.  Further,  he 
discussed  concerns  regarding  physician  manpower  in  this  country  and  the  changing 
scope  of  the  practice  of  nursing.  He  urged  a cooperative  effort  on  the  part  of 
physicians  and  nurses  in  finding  a "middle  ground"  with  reference  to  both  professions 
and  the  practice  of  nursing  as  a whole. 


PRESIDENTIAL  INAUGURATION 

Euta  M.  Colvtn,  M.  V.  wa, 4 tnstaJtted  as  the.  118th  Pnestdent  o\ j the.  South  Canoltna 
We.dte.aJL  Association  tn  tmpnesstve  cen.ejmontes  on  Fntday,  Way  7.  Dr.  Colvin,  a native 
of  Chester,  is  in  the  private  practice  of  General  and  Thoracic  Surgery  in  Spartanburg. 
In  his  inauguration  address,  entitled  "A  New  Beginning",  he  stressed  the  positive 
aspects  in  the  medical  profession  today  and  suggested  as  the  SCMA  motto  for  the  up- 
coming year,  TO  ACTIVATE  AND  ACCENTUATE  THE  POSITIVE.  The  SCMA  Council 
approved  12  goals  and  objectives  for  the  SCMA  for  1982  - 1983,  as  proposed  by  Dr. 
Colvin.  These  goals  will  be  furnished  to  county  societies,  featured  individually 
on  the  President's  Pages  in  The.  Jounnat,  and  discussed  from  time  to  time  in  this 
New*  letteoi. 


SPECIAL  AWARDS 


During  the  President's  Banquet,  special  awards  were  presented  and  congratulations 
expressed  to: 

C.  Tucken  Melton,  Jn. , W.  V.,  ne.ctpte.nt  0 i the.  A.  H.  Robtns  " Phystctan 
o{)  the.  Jean  ion  Community  Senvtce1’ 

Nonman  H.  Belt,  M.  V. , nectptent  oi  The,  Roe,  foundatton  Awand  ion  an  Jnstt- 
tutton  Based  Phystctan,  ion  hts  anttcte  on  i/ttamtn  V Wetabottsm 

Hannison  L.  Peeples,  M.  V. , Stephen  A.  I mbe.au,  M,  V. , and  Pete n M.  Mitttams, 
M.  V. , nectptents  oi  The  Roe  Foundatton  Awand  ion  Pnacttctng  Phystctans . 

Vn.  Peeples1  anttcte  tn  The  Jounnat  was  entitled,  ” The  Hampton  Vtet  Plannen'' . 
Voctons  Jmbeau  and  Williams  co-authoned  an  anttcte  on  asthma  mythology ..... 

Joet  W.  Wyman,  W.  V.,  who  necetved  the  Pnestdent’  n A wand  ion  his  outstanding 
nenvlce  to  the  medtcat  pnoiesslon  tknoughout  the  yeans. 


COUNCIL  ACTIONS 


At  the  reorgan i zat i onal  meeting  of  the  new  Council,  immediately  following  adjournment 
of  the  House  of  Delegates,  the  following  elections  took  place: 

Leonard  W.  VouglaA,  M.  V. , Belton;  Chairman  o\ 5 Council 
JameA  H.  Herlong,  M.  V .,  Columbia;  Vice.  Chairman  of  Council 

William  M.  Hull,  Jr.  , M.  V .,  Rocfe  Member  o f the  Executive  Committee  kt  Large 

William  H.  HeAter,  M.  P.,  F£0/ienc.e.;  Clerk 

The  above  physicians  will  serve  in  their  designated  capacity  for  1982  - 1 983 . Pr eAldenl 
Euta  M.  Colvin,  M.  V. , announced  the  appointment  of  the  following  Commissioners  for 
1982  - 1983: 

Kenneth  N,  OwenA,  M.  V.,  Scientific  AffalnA  and  Medical  Education 
John  W.  SlmmonA,  M.  V. , Public  Health 

Vanlel  W.  Bsiake,  M.  V Public  AffaiXA  and  PnofeAAlonal  PelatlonA 
Bantolo  M.  Ba/ione,  M.  V.,  Socioeconomic  ActlvltleA 

DUAL  OFFICE  HOLDING 

Council  has  approved  the  editorial  re-insertion  in  the  SCMA  Constitution  and  Bylaws 
of  the  wording:  "Vual  Office  Holding  Ahall  not  be  practiced  In  the  South  Carolina 

Medical  AAAodatlon" . This  const  i tuional  change  was  approved  by  the  House  several 
years  ago,  but  was  inadvertently  omitted  when  the  Constitution  and  Bylaws  was  revised 
and  decimalized  in  1979-  It  was  Council's  feeling  that  the  action  by  the  House  should 
be  honored  and  re-affirmed. 

STATE  CANCER  CLINICS 

Council  heard  a report  from  the  Ad  Hoc  Committee  on  State  Cancer  Clinics,  Chaired  by 
U.  Hoyt  Bo die,  M.  V. , and  adopted  a recommendation  to  endorse  the  concept  of  a five 
member  Commission  to  be  created  by  the  Legislature  and  ideally  composed  of  SCMA 
members,  to  direct  the  administration  of  funds  for  the  State  Cancer  Clinics  for  the 
medically  indigent.  The  creation  of  such  a Commission  would  remove  the  administration 
of  the  Clinics  from  under  the  purview  of  the  S.  C.  Department  of  Health  and  Environ- 
mental Control.  Efforts  are  being  initiated  with  the  S.  C.  Legislature  to  amend 
the  present  state  budget  Bill  to  establish  this  Commission. 

CAPSULES 

The  SCMA  has  endorsed  the  candidacy  of  RodeAlck  Macdonald,  M.  V.,  Vean  of  the 
UnlveAAlty  of  South  Ca/iollna  School  of  Medicine,  as  Assistant  Secretary  of  Defense 
in  Charge  of  Medical  Manpower.  Letters  of  endorsement  have  been  mailed  to  The 
Honorable  Casper  Weinburger,  the  S.  C.  Congressional  Delegation  in  Washington,  and 
the  American  Medical  Assoc ia t ion ....  Honorary  membership  status  has  been  granted  to 
JameA  Hayne,  M.  V.,  Hampton. .. .E,  J.  VlckeAt,  M.  V.,  has  been  appointed  to  the 
Family  Life  Coalition  which  is  charged  with  the  development  of  health  curricula  for 
S.  C.  Schools.,..  The  following  physicians  have  been  appointed  to  the  Medical  Dis- 
ciplinary Commission  of  the  State  Board  of  Medical  Examiners:  A IbeJit  KsieutneA,  M.  V., 

ChcutleAlon;  Boyce  M.  Lawton,  M.  V.,  CameAon ; Cha/ileA  T.  Battle,  M.  V.,  Seneca; 

W.  Wallace  E^ldy,  M.  V.,  Greenville;  and  Emmett  W.  Flynn,  Jr.,  M.  V.,  Marlon.  Still 
pending  is  an  appointment  from  the  Fifth  Congressional  District  which  will  be  forth- 
comi ng  shortly .... 
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TAXES 


The  A.M.T.  Doubleheader 


You  have  to  be  aware  of  how  the  alternative  minimum  tax  (A.M.T.)  affects  your  federal 

tax  liability First,  the  A.M.T.  is  a federal  tax  designed  to  tax  the  60%  portion 

of  long  term  capital  gain  (LTCG)  that  is  otherwise  tax  free.  Thus,  you  have  to  cal- 
culate your  federal  taxes  using  two  methods:  The  standard  tax  formula;  and,  the  A.M.T. 

method.  If  the  A.M.T.  tax  liability  is  higher,  that’s  what  you  have  to  pay Second, 

A.M.T.  could  limit  the  amount  of  LTCG  that  you  could  shelter.  This  does  not  mean  that 
tax  shelters  are  not  appropriate;  it  means  that  you  have  to  carefully  analyze  your  tax 
shelter  program  when  applying  it  to  LTCG there  is  a very  good  write-up  on  this  sub- 

ject in  a special  April,  1982  supplement  to  The  Stanger  Report. 

ESTATE  PLANNING 


Soaring  Off  A Clifford  Trust 

If  you  are  partially  or  fully  supporting  a parent,  child,  grandchild,  or  other  relative, 

you  may  be  able  to  reduce  your  income  taxes  by  establishing  a reversionary  trust In 

this  arrangement,  which  is  also  known  as  a Clifford  trust  or  a short  term  trust,  you 
direct  the  income  produced  by  certain  assets  to  a beneficiary  for  a given  period  of  time 
while  retaining  ultimate  ownership  of  the  assets.  At  the  end  of  the  stated  time  period, 
-10  years  or  the  lifetime  of  the  beneficiary,  whichever  is  shorter-the  assets  in  the 

trust  revert  to  the  creator By  setting  up  the  reversionary  trust  for  over  10  years, 

you  do  not  have  to  pay  taxes  on  the  income  received  by  the  beneficiary.  If  there  were 
no  trust,  and  you  had  to  give  the  beneficiary  money  that  was  part  of  your  net  income, 
you  would  have  to  earn  more  than  the  amount  paid.  For  example,  a person  in  the  50  per- 
cent tax  bracket  would  have  to  earn  $4,000  to  pay  the  parent  or  child  $2,000.  With  a 
trust,  the  beneficiary  must  assume  the  tax  liability  for  the  income  received,  but  will 
almost  always  be  in  a lower  tax  bracket  than  you Thus,  in  the  long  run,  the  bene- 

ficiary will  receive  the  same  amount  of  money,  but  the  trust  will  have  saved  you  a sub- 
stantial amount  of  income  taxes. 

TAX  SHELTERS 


A Hop,  Skip  And  Profits  Into  Commercial  Real  Estate 

Commercial  Real  Estate  is  a good  investment,  today.  Why?  Here  are  some  reasons: 

(1)  Increasing  replacement  costs  increases  real  estate  values;  (2)  Major  industrial 
and  population  shifts  to  the  sunbelt,  especially  from  the  snowbelt;  (3)  Current  use 
of  inflation-sensitive  leases;  and,  (4)  Large  dollar  investments  by  the  pension  in- 
dustry bid  prices  up to  take  advantage  of  investments  in  commercial  real  estate, 

large  sums  of  dollars  are  required even  with  modest  amounts  of  dollars  at  your 

disposal,  you  can  also  take  part  through  the  use  of  well-structured  and  well-managed 


(Continued  Financial  Checkup) 


limited  partnerships.  These  partnerships  raise  and  consolidate  large  sums  of 
money  (anywhere  from  $10  million  to  $125  million)  and  will  invest,  for  the  lim- 
ited partners,  in  several  properties.  Don't  overlook  this  opportunity. 

HOUSE  STAFF 

Abra-Ca-Da-Bra ! Let  The  Money  Gates  Open 

Or,  Woe  is  me!  How  do  I get  the  money  to  start  a practice one  alternative 

is  to  lease  most,  if  not  all,  of  your  equipment  through  a reputable  leasing  com- 
pany  Here  are  some  of  the  reasons  why:  (1)  High  current  interest  rates:  (2) 

Receive  a fixed  simple  rate  of  interest,  sometimes  below  the  prime  lending  rate, 
for  terms  up  to  seven  years;  (3)  Lease  payments  are  deductible  items;  and,  (4) 
might  not  need  any  money  down. 

QUESTIONS  AND  ANSWERS 


Question:  How  do  the  "write-offs"  from  tax  shelters  affect  my  taxes? 

Answer:  The  illustration  below  makes  the  following  assumptions: 

(1)  An  investment  of  $10,000,  with  a 100%  "write-off"  in  the  year  of  the 
investment 

(2)  A taxable  income  of  $70,000  (after  deductions  are  taken  into  account) 

(3)  All  income  is  earned  income 

(4)  A joint  return  is  filed 

If  you  have  a 1982  taxable  income  of  $70,000,  your  estimated  federal  tax  liability 
will  be  $22,605.  Thus,  if  you  do  nothing,  you  will  have  to  pay  this  amount  to  the 
Government  (which  I consider  an  irrevocable  trust).  However,  if  you  make  an  invest- 
ment that  will  generate  a 100%  write-off  in  that  year,  the  "Before  and  After"  will 
look  like  this : 


BEFORE 

AFTER 

— Net  Taxable  Income 

$70,000 

$70,000 

—Amount  of  Write-off 

-0- 

($10,000) 

— Federal  Tax  Liability 

$22,605 

$17,705 

--Tax  Saving 

-0- 

$ 4,900 

— Net  Out  Of  Pocket  Cost 
Of  Investment 

-0- 

$ 5,100 

However,  before  you  invest  in  any  tax  shelter,  you  should  do  the  following  at  a 
minimum:  (1)  Invest  in  economically  sound  investments;  (2)  Consult  your  account- 

ant on  the  tax  aspects  of  the  investment;  and,  (3)  work  with  an  investment  advisor 
who  is  very  knowledgeable  in  tax  shelters. 

■k  -k  -k  * k 

The  information  contained  herein  has  been  obtained  from  sources  believed  reliable 
but  is  not  necessarily  complete  and  cannot  be  guaranteed.  Any  opinions  expressed 
are  subject  to  change  without  notice.  Neither  the  information  presented  nor  any 
opinion  expressed  constitutes  a representation  by  us  or  a solicitation  of  the  pur- 
chase or  sale  of  any  securities.  South  Carolina  Medical  Association  and  E.F.  Hutton 
and  Co. , Inc.  1982. 

FURTHER  INFORMATION 

If  you  would  like  to  receive  further  information  on  any  of  the  topics  covered  in 
this  newsletter,  please  write  to  Martin  Lefkowitz,  CFP,  E.F.  Hutton  & Co., 2700 
Middleburg  Drive,  Suite  200,  Columbia,  S.C.  29204;  or  call  800-922-1112  (toll  free). 


HEMOCHROMATOSIS:  A REVIEW 


ROBERT  SHOR,  M.D.* 

Hemochromatosis  is  an  iron-storage  disease 
characterized  by  excessive  iron  deposition  in  the 
parenchymal  tissue  of  various  organ  systems.  It  is 
often  referred  to  as  “bronze  diabetes”  and  is  clas- 
sically manifested  by  the  triad  of  hepatomegaly, 
diabetes,  and  hyperpigmentation.1  Other  com- 
mon clinical  manifestations  include  hepatic  insuf- 
ficiency, cardiac  disease,  arthropathy,  and  hypo- 
gonadism.1 2 3'  4-  A patient  may  present  with  all, 
one,  or  any  combination  of  these  disorders.  The 
classical  triad  was  first  described  by  Trousseau  in 
1865;  however,  it  was  first  named  “hemo- 
chromatosis” in  1889  by  von  Recklinghausen  who 
described  the  iron-containing  pigment,  hemosid- 
erin.3 

With  greater  understanding  of  the  pathophysi- 
ology of  the  disease,  successful  treatment  is  usu- 
ally possible  and  increased  longevity  and  better 
quality  of  life  are  now  common.  This  results  in  a 
growing  number  of  patients  being  cared  for  by 
family  physicians  and  general  internists.  Al- 
though more  diagnostic  tools  are  now  available 
than  before,  prompt  diagnosis  remains  a problem. 
In  fact,  Edwards  et  al5  noted  an  average  time  of 
5.2  years  from  the  time  of  presentation  of  symp- 
toms to  the  time  of  diagnosis.  In  light  of  the 
common  delay  in  diagnosis  and  our  present  ability 
to  treat  and  alleviate  many  of  the  sequelae,  a 
greater  understanding  of  the  disease  and  a higher 
index  of  suspicion  are  needed.  The  salient  features 
of  hemochromatosis,  how  it  presents,  how  it  can 
be  diagnosed,  and  finally  how  it  can  be  treated  are 
presented  in  this  review. 

INCIDENCE 

Although  a relatively  rare  disease,  hemo- 
chromatosis is  now  thought  to  be  more  common 
than  previously  noted.  Disease  incidence  has 
ranged  from  3/1000  to  1/10, 000.5’  6’  7 Hemo- 
cromatosis  has  been  thought  to  account  for 
1/20,000  hospital  admissions  and  for  1/7000  hos- 
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pital  deaths.3,  4 The  disease  is  observed  ten  times 
more  often  and  is  more  severe  in  males  than  in 
females.3  Symptoms  are  rarely  seen  before  the  age 
of  20-30, 3’  5 and  usually  appear  after  the  fifth 
decade  of  life5  (80%  after  the  age  of  404).  Females 
usually  first  manifest  symptoms  ten  years  later 
than  males.5 

ETIOLOGY 

Hemochromatosis  may  either  be  primary  (fa- 
milial idiopathic)  or  secondary.  While  a brief  list 
of  the  etiologies  of  secondary  hemochromatosis  is 
given,  the  intent  of  this  paper  is  to  describe  pri- 
mary hemochromatosis. 

Secondary  hemochromatosis  may  be  due  to  ex- 
cessive parenteral  intake  of  iron  (e.g.  transfu- 
sions), excessive  oral  intake  of  iron  (the  African 
Bantu  siderosis,  alcoholic  cirrhosis,  medicinal  iron 
for  therapy  of  another  disorder);  or  a defect  in 
hemoglobin  synthesis  with  a high  degree  of  inef- 
fective ervthropoiesis  (erythropoietic  hemochro- 
matosis). 

Familial  hemochromatosis  is  thought  to  be  in- 
herited as  an  autosomal-recessive  disease  with 
varying  penetrance  in  heterozygotes.6  Further- 
more, Simon  et  al8  have  postulated  and  provided 
data  which  indicate  probable  association  of  the 
hemochromatosis  gene  locus  with  HLA-A3  and 
HLA-B14  regions  of  chromosome  6.  Recognition 
of  the  familial  pattern  of  hemochromatosis  is 
important  because  other  family  members,  both 
homozygotes  and  heterozygotes,  may  show  differ- 
ent manifestations  of  the  disease. 

PATHOPHYSIOLOGY 

Before  describing  the  proposed  defect  resulting 
in  hemochromatosis,  it  is  important  to  briefly 
describe  iron  metabolism  (Fig.  1).  Human  iron 
requirements  vary  with  age  and  need  but  gener- 
ally are  1 mg.  per  day  in  the  adult.  The  amount 
absorbed  usually  offsets  the  amount  lost.  Total 
daily  iron  loss  is  about  1 mg.  per  day  and  remains 
relatively  constant  despite  depletion  or  excess.2’  4 
Urinary  loss  is  usually  about  .1  mg.  per  day,  de- 
squamation of  skin  and  sweat  formation  account 
for  .1  mg.  per  day,  shedding  of  intestinal  mucosa 
and  biliary  excretion  .3  mg.  per  day,  and  .5  mg. 
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FIGURE  1 — Iron  Metablism  in  Normal  Males  and  Patients 
with  Hemochromatosis.  (Adapted  from  Conrad,  M.E.,  “A 
Primer  on  Iron  Metabolism.”  Med-Com  Monograph,  p.  11, 
1972). 


per  day  is  lost  as  a result  of  normal  gastrointestinal 
bleeding.4 

In  general,  total  body  iron  regulates  the  rate  of 
intestinal  absorption.  Ferric  ions  only  become  sol- 
uble when  exposed  to  gastric  hydrochloric  acid 
(ph  < 4)  whereas  ferrous  ions  remain  soluble  even 
in  an  alkaline  environment.  The  ionic  iron  (ferric 
ions)  then  reacts  with  ligands  such  as  ascorbic 
acid,  fructose,  citric  acid,  and  amino  acids  or  with 
the  glycoprotein,  gastroferrin.  The  formation  of 
these  soluble,  low-molecular  weight  iron  com- 
plexes allows  iron  to  remain  in  solution  during  the 
rise  in  pH  in  the  duodenum.  Iron  is  primarily 
absorbed  in  the  mucosal  cells  of  the  duodenum 
and  proximal  jejunum.  Heme  molecules  may  also 
be  absorbed  independent  of  gastric  pH.  Within 
the  intestinal  mucosal  cell,  iron  is  released  and 
temporarily  bound  to  ferritin.  When  the  require- 
ments for  iron  are  increased  it  is  then  released 
from  ferritin  and  enters  the  plasma.  Transferrin,  a 
beta  globulin,  then  binds  two  molecules  of  ferric 
ion  and  this  complex  enters  the  erythron  for  he- 
moglobin synthesis.  The  non-utilized  iron  is  stored 
in  the  reticuloendothelial  organs  as  either  ferritin 
or  hemosiderin.  There  is  a sensitive  negative  feed- 
back mechanism  between  iron  absorption  into 
plasma  and  iron  stored  in  the  reticuloendothelial 
cells.  After  erythropoiesis  is  completed,  the  young 
red  cells  (reticulocytes)  gain  access  to  the  circula- 
tion remaining  there  for  an  average  of  120  days. 
Senescent  cells  are  removed  by  the  reticuloen- 
dothelial system  (spleen  and  liver)  and  iron  is 
released  from  degraded  hemoglobin  and  either 
re-enters  the  hemoglobin  synthesis  pathway  or  is 
deposited  in  parenchymal  cells  primarily  in  the 
storage  form  of  ferritin  and  hemosiderin. 

The  proposed  defect  in  hemochromatosis  is  lo- 


cated at  the  level  of  intestinal  mucosal  iron  ab- 
sorption. The  hypothetical  model  suggests  a 
genetically  determined  increase  of  the  iron  car- 
rier in  the  mucosal  cell  which  either  appears  to  be 
subnormally  saturated,  or  does  not  exert  an  appro- 
priate negative  feedback  mechanism  for  iron  ab- 
sorption. This  results  in  an  increase  in  ferritin 
synthesis.  This  in  turn  leads  to  expansion  of  the 
chelatable  carrier  iron  pool  with  increased  trans- 
fer of  mucosal  iron  to  transferrin.  The  transferrin 
then  follows  the  normal  mechanisms  by  deposit- 
ing the  iron  in  parenchymal  cells  throughout  the 
body.  Since  the  excretion  of  iron  by  the  body  is 
relatively  fixed,  iron  is  continuously  deposited 
without  an  appropriate  mechanism  for  removal  of 
the  excess.  Patients  with  primary  hemochromato- 
sis may  accumulate  from  15  to  50  grams  of  iron 
during  a 50-year  period,7  most  of  which  is  depos- 
ited in  tissues  as  hemosiderin.4  This  massive  iron 
accumulation  over  decades  is  the  result  of  positive 
iron  balance  amounting  to  approximately  2 mg. 
per  day  for  several  years.  The  iron  deposits  in  the 
liver  increase  as  much  as  50  to  100  times,  in  the 
heart  10  to  15  times,  and  there  is  a fivefold  incre- 
ment in  the  spleen,  kidneys  and  skin.3 

CLINICAL  MANIFESTATIONS 

The  most  common  presenting  symptoms  in 
order  of  decreasing  frequency  are  weight  loss, 
weakness,  lassitude  or  lethargy,  malaise,  and  loss 
of  libido,  (usually  a manifestitation  of  diabetes, 
hypopituitarism,  or  cirrhosis).1  4 In  Milder  s 
study1  these  were  followed  by  arthralgia,  abdomi- 
nal pain,  and  decreased  hearing. 

In  terms  of  physical  findings,  the  liver  is  usually 
the  first  organ  to  be  affected,1  3 4 since  it  is  the 
chief  storage  site  of  iron.  Hepatomegaly  occurs  in 
95%  of  symptomatic  cases  although,  according  to 
Edwards5  it  ranged  between  54-93%.  However, 
the  often  asymptomatic  nature  of  the  hepatomeg- 
aly coupled  with  mild  to  no  dysfunction  deserves 
emphasis. 1 The  liver  shows  a remarkable  ability  to 
return  to  normal  size  and  function  after  removal 
of  the  abnormally  deposited  iron.  At  autopsy  how- 
ever, 92%  showed  portal  cirrhosis.  Ascites,  a late 
manifestation,  was  present  in  only  14%  of  cases. 
However,  while  modern  treatment  has  improved 
the  overall  prognosis,  more  primary  carcinoma  of 
the  liver  is  now  detected.  Older  studies  indicated 
an  incidence  of  15%  in  contrast  with  recent  statis- 
tics showing  that  29%  of  the  patients  with  hemo- 
chromatosis developed  hepatoma.1 
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Excessive  skin  pigmentation  is  noted  in  80-90% 
of  the  patients.1'  3 The  bronze  pigmentation  is 
non-specific  and  is  presumably  related  to  in- 
creased melanin  deposition.  The  grayish  pigmen- 
tation found  is  of  more  significance  than  the 
brown,  since  this  is  secondary  to  iron  deposits  in 
the  basal  cell  of  the  epidermis  and  sweat  glands  in 
approximately  50%  of  the  patients.1  In  addition, 
the  skin  often  has  a soft  texture  and  body  hair  is 
often  scanty. 

Diabetes  mellitus  is  said  to  occur  in  28-80%1, 3 of 
the  cases  and  symptomatic  disease  is  found  in 
30-60%. 1 The  pathophysiology  is  complex  and 
may  be  related  to  the  iron  deposition  and  subse- 
quent fibrosis  in  the  pancreas,  as  well  as  other 
factors.  Peripheral  vascular  complications  are  re- 
lated to  the  deration  of  the  disease.  The  diabetic 
state  may  improve  or  disappear  with  adequate 
treatment.2 

Cardiac  problems  are  numerous,  with  conges- 
tive heart  failure  the  most  common.2  They  occur 
about  15%  of  cases.2  3 Typically  the  heart  is 
greatly  dilated  in  shape  with  poor  ventricular  wall 
motion.  Signs  of  right  heart  failure  may  be  seen. 
Restrictive  cardiomyopathy  is  uncommon,  but 
may  occur.  A variety  of  arrhythmias  may  occur, 
in  particular,  supra-ventricular  and  ventricular 
ectopic  beats,  paroxysmal  atrial  tachycardia, 
atrial  flutter  and  atrial  fibrillation.  x\bout  33%  of 
deaths  in  older  patients  and  50%  in  younger  pa- 
tients are  due  to  cardiac  complications.2  A clear 
cut  relationship  exists  between  the  severity  of 
myocardial  siderosis  and  cardiac  dysfunction.  Pa- 
tients who  fail  to  receive  treatment  progress 
rapidly  to  death  within  one  year  following  onset 
of  symptoms. 

Arthropathy  is  said  to  occur  in  about  50%  of  the 
patients1-  3 (21-91  %)2  and  may  begin  at  any  age 
but  most  commonly  occurs  after  the  age  of  50. 
About  77%  of  the  females  and  36%  of  the  males 
with  hemochromatosis  developed  arthropathies.2 
This  process  is  characterized  by  chronic  sym- 
metrical stiffening  and  swelling  involving  the 
wrist,  metacarpophalangeal  and  proximal  inter- 
phalangeal  joints.1  Radiologic  findings  include  a 
narrowing  of  the  joint  space,  sclerosis  and  sub- 
chondral cyst  formation  affeeting  primarily  the 
second  and  third  metacarpophalangeal  joints. 
Chondrocalcinosis  is  also  thought  to  be  related  to 
this  disease  process.  The  arthritis  does  not  respond 
to  removal  of  the  excess  iron.1 


Endocrine  problems  other  than  diabetes  melli- 
tus include  hypopituitarism  and  hypogonadism. 
The  hypogonadism  is  thought  to  be  a result  of 
both  hypopituitarism  and  direct  iron  overload  of 
the  testes.  This  is  seen  in  patients  with  the  highest 
degree  of  iron  overload  and  the  endocrine  system 
also  fails  to  recover  after  removal  of  the  excess 
iron.1-  3 

Neurologic  findings  include  somnolence,  apa- 
thy, hearing  loss  and  ataxia,  probably  due  to 
choroid  plexus  iron  deposition.1 

The  average  female  loses  from  10-35  g of  iron 
during  her  lifetime  as  a result  of  menstruation, 
pregnancy,  and  lactation.4  It  is,  therefore,  under- 
standable that  hemochromatosis  is  less  common 
and  less  severe  in  most  women  for  they  have  a 
natural  means  of  ridding  the  body  of  excess  iron. 

DIAGNOSIS  AND  TREATMENT 

Diagnosis,  particularly  in  the  young  asympto- 
matic person  or  heterozygote,  remains  difficult 
but  is  particularly  important  since  early  treatment 
in  the  asymptomatic  stages  can  be  beneficial.5 
Hematologic  findings  are  non-specific.  Table  l1 
lists  many  of  the  diagnostic  criteria  for  idiopathic 
hemochromatosis,  and  the  differential  diagnosis 
of  other  disorders  affecting  iron  metabolism  is 
shown  in  Figure  No.  2.  Methods  of  iron  measure- 
ment in  one  study,  were  abnormal  with  all  homo- 
zygotes.6 Plasma  iron,  percentage  transferrin 
saturation,  serum  ferritin,  and  liver  iron  were  all 
elevated.1  3 Total  iron  binding  capacity  was  nor- 
mal to  decreased.3  None  of  the  tests  is  absolutely 
diagnostic  with  the  exception  of  liver  biopsy. 
Serum  ferritin  determinations,  however,  are 
emerging  as  the  best  screening  test,9,  10  and  are 
elevated  among  most  homozygotes,  but  few  het- 
erozvgotes.9  Beaumont  et  al9  further  demon- 
strated that  serum  ferritin  may  be  able  to  aid  in 
distinguishing  heterozygote  carriers  from  controls 
by  the  degree  of  its  elevation.  That  study  showed 
median  serum  ferritin  levels  for  homozygote 
males  of  1000  ng/ml,  heterozygote  males  of  104 
ng/ml  and  of  67  ng/ml  for  controls.  There  was 
statistical  significance  (p  < 0.05)  in  distinguishing 
the  herterozygotes  from  the  controls.9  Hetero- 
zygotes may  manifest  delayed  and  very  mild  se- 
quelae of  the  disease.  In  addition,  fewer  false- 
positive results  were  achieved  with  serum  ferritin 
determinations  than  with  serum  iron  or  transfer- 
rin saturation.10  It  is  apparent  that  serum  ferritin 
is  the  most  useful  test,  although  it  can  also  be 
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Diagnostic  Criteria  for  Idiopathic  Hemochromatosis 

Parenchymal  Iron  Overbad 

a.  Transferrin  saturation  >80% 

b.  Serum  ferritin>1,000  ng/ml 

c.  Desferrioxamine  iron  excretion  >8  mg/24  hrs 

d.  Liver  biopsy  showing  a parenchymal  distribution  of  hemosiderin  deposits 

e.  Iron  overload  in  other  family  member 

Tissue  Damage 

a.  Micronodular  cirrhosis  of  the  liver 

b.  Diabetes 

c.  Hypogonadism  (decreased  gonadotropins) 

d-  Cardiomyopathy  (decreased  ejection  fraction) 

Table  I 

(From  Milder,  M.S.,  Cook,  J.D.,  et  al:  Idiopathic  Hemo- 
chromatosis, an  Interim  Report.  Medicine  59:34-49,  1980.) 

elevated  with  liver  disease.9  It  can  also  underesti- 
mate iron  stores  in  periods  of  reaccumulation 
after  removal  of  excess  iron.9 

Hemochromatosis  is  difficult  to  distinguish 
from  alcoholic  liver  disease  with  some  excess  iron. 
Diagnosis  is  further  complicated  by  the  fact  that 
alcoholism  is  present  in  40%  of  adults  with  the 
disease.1  There  are  a number  of  distinguishing 
features,  however.  Liver  function  tests  are  rela- 


tively well  preserved  in  hemochromatosis  and 
fatty  degeneration  is  rare.  Iron  deposition  is 
greater  and  is  deposited  in  parenchymal  cells 
rather  than  Kupffer’s  cells.  Excreted  chelatable 
iron  (desferrioxamine)  is  usually  below  4 mg/24h 
in  alcoholics1  in  contrast  to  greater  than  8 mg/24h 
in  hemochromatosis. 

The  cornerstone  of  therapy  for  primary  hemo- 
chromatosis is  removal  of  excess  body  iron.  Phle- 
botomy is  the  treatment  of  choice.  Chelating 
agents  are  also  used  but  are  not  without  hazards.  A 
unit  of  blood  (500  cc  which  contains  200-250  mg. 
iron)  should  be  removed  at  least  weekly  until  iron 
stores  are  depleted.  When  the  patient  is  mildly 
anemic  (hematocrit  33-36),  the  phlebotomies 
should  be  reduced  to  every  2-6  months  or  as 
needed  to  maintain  that  level.1  2 Desferriox- 
amine, which  is  used  as  a diagnostic  tool  to  mea- 
sure urinary  chelatable  iron  excretion,  can  be  used 
therapeutically.  Administration  may  be  by  con- 
tinuous intravenous  or  subcutaneous  routes  or  by 
intramuscular  injections.  Iron  removal  by  chelat- 


. 


TIBC 


Latent  iron  binding  capacity 
(LIBC) 

Plasma  iron 
(Serum  iron) 


INFECTION, 

INFLAMMATION, 

MALIGNANCY  PRIMARY 

NORMAL  WITH  ANEMIA  HEMOCHROMATOSIS 

IRON  DEFICIENCY  TRANSFUSION 

ANEMIA  HEMOSIDEROSIS 


Normal  TIBC 


Normal 
plasma  iron 


FIGURE  2 — Differential  Diagnoses  for  Disordered  Iron  Metabolism  (Adapted  from  Standbury’s  Metabolic  Basis  of  Inherited 
Disease,  p.  1132,  1979). 
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ing  agents  is  about  one  half  the  rate  of  venesec- 
tion.4 Intramuscular  injections  of  500  mg  twice 
daily  (1000  mg/day)  are  less  efficacious  and  show 
a more  variable  response  than  administration  by 
one  of  the  other  routes,  but  side  effects  have  not 
been  noted.  Continuous  intravenous  infusion  of 
4-8  g/d  or  continuous  subcutaneous  infusion  at 
1-3  g/d  are  more  successful,  with  the  intravenous 
route  the  best.  Urinary  excretion  may  be  en- 
hanced by  preceeding  ascorbic  acid  ingestion.4 
Chelating  agents  are  more  inconvenient  and  more 
expensive  for  the  patient  than  phlebotomy,  have 
variable  urinary  iron  excretory  rates  and  may 
produce  faintness,  cataracts  (with  prolonged  use) 
and  local  irritation  at  the  site  of  administration.4 
However,  improvements  are  being  made  which 
now  make  desferrioxamine  administration  more 
practical,  such  as  portable  continuous  infusion 
pumps. 

Before  phlebotomies  were  utilized,  the  average 
life  span  from  the  onset  of  symptoms  to  death  was 
4.4  years.  By  1969,  the  average  survival  time  had 
increased  to  11  years.2  The  disease  process  should 
be  diagnosed  early.  The  disease  now  appears  to  be 
more  common  than  was  thought  in  earlier  years. 
Family  members  should  be  screened  and  where 
appropriate  treated  to  avoid  potential  complica- 
tions. The  physician  should  have  a high  index  of 
suspicion  with  patients  who  present  with  obscure 
signs  or  symptoms  of  multi-system  disease  not 


readily  explained,  for  treatment  is  simple  and 
usually  effective  for  most  of  the  sequelae.  □ 
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Dalmane®  <S 

(flurazepam  HCl/Roche) 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early  morning  awak- 
ening; in  patients  with  recurring  insomnia  or  poor 
sleeping  habits;  in  acute  or  chronic  medical  situa- 
tions requiring  restful  sleep.  Objective  sleep  labora- 
tory data  have  shown  effectiveness  for  at  least  28 
consecutive  nights  of  administration.  Since  insom- 
nia is  often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary  or  recom- 
mended. Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  flur- 
azepam HC1;  pregnancy.  Benzodiazepines  may 
cause  fetal  damage  when  administered  during  preg- 
nancy. Several  studies  suggest  an  increased  risk  of 
congenital  malformations  associated  with  benzodi- 
azepine use  during  the  first  trimester.  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possi- 
bility of  becoming  pregnant  exist  while  receiving 
flurazepam.  Instruct  patient  to  discontinue  drug 
prior  to  becoming  pregnant.  Consider  the  possibil- 
ity of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depres- 
sants. An  additive  effect  may  occur  if  alcohol  is 
consumed  the  day  following  use  for  nighttime  seda- 
tion. This  potential  may  exist  for  several  days  fol- 
lowing discontinuation.  Caution  against  hazardous 
occupations  requiring  complete  mental  alertness 
( e.g .,  operating  machinery,  driving).  Potential 
impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recom- 
mended for  use  in  persons  under  15  years  of  age. 
Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with 
gradual  tapering  of  dosage  for  those  patients  on 
medication  for  a prolonged  period  of  time.  Use 
caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated  patients,  it 
is  recommended  that  the  dosage  be  limited  to  15  mg 
to  reduce  risk  of  oversedation,  dizziness,  confu- 
sion and/or  ataxia.  Consider  potential  additive 
effects  with  other  hypnotics  or  CNS  depressants. 
Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suici- 
dal tendencies,  or  in  those  with  impaired  renal  or 
hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated 
patients.  Severe  sedation,  lethargy,  disorientation 
and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported.  Also  reported: 
headache,  heartburn,  upset  stomach,  nausea,  vom- 
iting, diarrhea,  constipation,  GI  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weakness, 
palpitations,  chest  pains,  body  and  joint  pains  and 
GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burn- 
ing eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria,  depres- 
sion, slurred  speech,  confusion,  restlessness,  hallu- 
cinations, and  elevated  SGOT,  SGPT,  total  and  direct 
bilirubins,  and  alkaline  phosphatase;  and  paradoxi- 
cal reactions,  e.g.,  excitement,  stimulation  and 
hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg  may  suf- 
fice in  some  patients.  Elderly  or  debilitated 
patients:  15  mg  recommended  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HC1. 
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ROE  AWARDS  RENEWED 


In  December,  1979,  The  Journal  announced  a 
$5,000  award  sponsored  by  The  Roe  Foundation 
for  the  best  scientific  article  published  in  The 
Journal  by  a practicing  South  Carolina  physician. 
The  editorial  board  expressed  the  following 
concerns: 

(1)  The  Journal  was  originally  founded,  in 
1905,  as  a place  for  South  Carolina  practic- 
ing physicians  to  publish  their  observations; 

(2)  Since  1950,  there  had  been  a trend  toward 
fewer  articles  written  by  practicing  physi- 
cians and  more  articles  written  by  institu- 
tion-based or  “academic’’  physicians; 

(3)  Continued  growth  of  medical  school  fac- 
ulties and  their  increasingly  technical  and 
expensive  nature  of  medical  research  had 
combined  to  cause  such  a trend;  and 

(4)  The  decreased  tendency  of  practicing  phy- 
sicians to  publish  their  original  scientific 
articles  held  implications  for  both  the  self- 
image  and  the  public  image  of  the  medical 
profession. 

The  first  Roe  Foundation  award,  for  1980,  was 
won  by  a family  practitioner  who  devised  an 
innovative,  cost-effective  recordkeeping  system 
for  his  rural  practice. 

Mr.  Thomas  A.  Roe  and  The  Roe  Foundation 
subsequently  chose  to  create  a second  award,  for 
institution-based  or  “academic”  physicians.  Since 
the  editorial  policy  of  The  Journal  has  been  to 
discourage  highly-technical  scientific  articles  by 
institution-based  physicians  — emphasizing  in- 
stead review  articles  pertinent  to  everyday  medi- 
cal practice  — it  was  felt  that  the  second  award 
should  be  based  on  both  the  quality  of  a review 


article  and  also  on  the  significance  of  the  author’s 
contributions  to  his  or  her  field  of  inquiry.  Thus, 
for  1981,  two  awards  were  granted,  based  on 
separate  criteria. 

Recently,  The  Roe  Foundation  has  announced 
that  both  awards  will  be  renewed.  At  the  May  7, 
1982  meeting  of  the  editorial  board,  it  was  de- 
cided to  apply  the  award  for  practicing  physicians 
to  the  best  article  published  during  the  current 
year.  It  was  elected  to  extend  the  award  for  aca- 
demic physicians  for  an  18-month  period,  in  order 
to  allow  adequate  time  for  preparation  of  appro- 
priate review  articles.  The  criteria  for  the  award 
for  practicing  physicians  (Table  1)  and  for  the 
award  for  institution-based  research  workers 
(Table  2)  remain  unchanged.  Articles  submitted 
for  consideration  for  these  awards,  should  follow 
The  Journal  s information  for  authors  (Table  3). 


Table  1 

AWARD  FOR  PRACTICING  PHYSICIANS 

Purpose:  to  promote  scholarship  and  publication 
by  practicing  physicians 
Basis  for  award:  best  scientific  article  published 
in  The  Journal  during  1982  — or  accepted 
for  publication  by  December  1,  1982  — by  a 
practicing  physician,  based  on  original  obser- 
vations which  have  not  been  published  else- 
where and  which  were  made  in  the  non- 
institutional  practice  of  medicine 
Amount  of  the  award:  $5,000 
Deadline  for  submission  of  manuscripts:  No- 
vember 1,  1982 

Committee  for  determining  the  recipient:  Edi- 
torial Board  of  The  Journal 
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Table  2 

AWARD  FOR  INSTITUTION-BASED 
PHYSICIANS 

Purpose:  to  promote  the  sharing  of  research  ob- 
servations made  by  medical  school  faculty 
members  and  other  institution-based  re- 
search workers  with  practicing  physicians  in 
South  Carolina 

Basis  for  award:  best  review  article  published  in 
The  Journal  during  1982  and  1983  by  an 
institution-based  physician  or  other  research 
worker  possessing  a doctorate  degree,  based 
on  original  scientific  observations  published 
elsewhere,  and  supported  by  the  author’s 
curriculum  vitae  and  by  selected  reprints  of 
work  published  elsewhere 
Amount  of  the  award:  $5,000 
Deadline  for  submission  of  manuscripts:  Sep- 
tember 1,  1982  (earlier  submission  is  strongly 
encouraged  in  order  to  permit  publication  in 
time  for  consideration  for  the  award) 
Committee  for  determining  the  recipient:  the 
Editorial  Board  of  The  Journal  will  desig- 
nate an  outside  committee  to  judge  the  qual- 
ity of  the  review  article  and  the  significance 
of  the  author’s  contributions 


Table  3 

INFORMATION  FOR  AUTHORS 

Full  information  is  published  in  the  January  issue 
of  The  Journal.  Articles  should  ordinarily  be  no 
longer  than  eight  typewritten  pages,  or  approx- 
imately 2,500  words,  with  no  more  than  ten 
references  and  no  more  than  four  small  illustra- 
tions or  tables,  or  the  equivalent.  References 
should  be  cited  consecutively,  in  superscript.  For 
style  of  references,  transmittal  information,  and 
information  concerning  priority  of  articles  for 
publication,  the  “ Information  for  Authors ” in 
the  January  issue  should  be  consulted. 


The  generosity  of  The  Roe  Foundation  has 
provided  a stimulus  to  South  Carolina  physicians 
to  make  our  state  journal  unique.  The  first  editors 
of  The  Journal  urged  "upon  every  man  the  im- 
portance of  contributing  his  share”.1  Subsequent 
editors  have  reflected  upon  the  varied  fortunes  of 
medical  journalism  in  our  state.2  The  editorial 
board  expresses  its  continued  hope  that  The  Jour- 
nal will  increasingly  reflect  the  progress  and  con- 
cerns of  the  state’s  medical  school  faculties  and  of 
its  private  practitioners. 

— CSB 
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THE  ANNUAL  MEETING,  1982 
— ONE  PERSON’S 
PERSPECTIVE 

“ Every  practitioner  should  feel  a pride  in  be- 
longing to  his  state  society,  and  should  attend 
the  meetings  whenever  possible,  and  gradually 
learn  to  know  his  colleagues." 

— Sir  William  Osler 

R is  refreshing  to  note  that  the  annual  meeting 
of  the  South  Carolina  Medical  Association  con- 
tinues to  improve.  The  meeting  literally  offers 
“something  for  everyone  ”,  and  one  person’s  per- 
spective cannot  encompass  all  of  its  aspects.  Some 
random  observations  — 

• I continue  to  be  impressed  by  the  dedication  of 
the  members  of  Council,  whose  long  hours  began 
at  8:30  AM  on  the  day  prior  to  the  meeting  and 
continued  to  the  very  end. 

• The  scientific  sessions  have  improved  dramat- 
ically in  the  past  several  years  and  now  offer  an 
expanded  variety  of  topics  of  both  general  and 
specialized  interest. 
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• There  is  no  better  place  to  obtain  reliable  infor- 
mation about  the  issues  facing  medicine,  and  no 
better  place  to  learn  of  the  important  role  played 
by  organized  medicine. 

• The  most  significant  issues  facing  medicine  are 
not  always  the  same  ones  which  surface  in  the 
newspapers. 

• Two  hours  spent  chatting  with  Dr.  Gavin  Ap- 
pleby, the  sage  of  St.  George,  provide  more  in- 
sights into  such  issues  than  does  a month’s 
independent  study. 

• It  is  pleasant  to  awaken  to  the  bells  of  St. 
Michael’s  and  to  bask  in  the  historic  atmosphere  of 
Charleston. 

A highlight  of  the  week  occurred  away  from 
the  Sheraton  Hotel  — at  the  fourth  annual  meet- 
ing of  the  Waring  Library  Society.  Dr.  Robert  J.T. 
Joy  of  the  Uniformed  Services  University  of  the 
Health  Sciences  presented  the  most  illuminating 
lecture  on  the  history  of  medicine  that  I have  ever 
heard,  describing  in  a single  hour  the  course  of  the 
French  Revolution  and  the  development  of  mod- 
ern military  surgery.  I left  Charleston  with  the 
conclusion  that  there  was  no  better  way  to  appre- 
ciate the  past,  participate  in  the  present,  and 
anticipate  a bright  future  for  our  profession  than 
by  attendance  at  the  annual  meeting. 

— CSB 
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Cyclapen®-W  (cyclacillin) 


Indications 

Cyclacillin  has  less  in  vitro  activity  than  other  drugs  in  the  ampicil- 
lin  class  and  its  use  should  be  confined  to  these  indications:  Treat- 
ment of  the  following  infections: 

RESPIRATORY  TRACT 

Tonsillitis  and  pharyngitis  caused  by  Group  A beta- 
hemolytic  streptococci 

Bronchitis  and  pneumonia  caused  by  S.  pneumoniae  (for- 
merly D.  pneumoniae) 

Otitis  media  caused  by  S.  pneumoniae  (formerly  D.  pneu- 
moniae) and  H . influenzae 

Acute  exacerbation  of  chronic  bronchitis  caused  by  H. 
influenzae* 

‘Though  clinical  improvement  has  been  shown,  bacteriologic 
cures  cannot  be  expected  in  all  patients  with  chronic  respira- 
tory disease  due  to  H . influenzae . 

SKIN  AND  SKIN  STRUCTURES  (integumentary)  infections  caused 
by  Group  A beta-hemolytic  streptococci  and  staphylococci,  non- 
penicillinase producers. 

URINARY  TRACT  INFECTIONS  caused  by  E.  coli  and  P.  mirabilis. 
(This  drug  should  not  be  used  in  any  E.  coli  and  P.  mirabilis 
infections  other  than  urinary  tract.) 

NOTE:  Perform  cultures  and  susceptibility  tests  initially  and  dur- 
ing treatment  to  monitor  effectiveness  of  therapy  and  susceptibil- 
ity of  bacteria.  Therapy  may  be  instituted  prior  to  results  of 
sensitivity  testing. 

Contraindications  Contraindicated  in  individuals  with  history  of 
an  allergic  reaction  to  penicillins. 

Warnings  Cyclacillin  should  only  be  prescribed  for  the  in- 
dications listed  herein. 


Cyclacillin  has  less  in  vitro  activity  than  other  drugs  of  the 
ampicillin  class.  However,  clinical  trials  demonstrated  it  is 
efficacious  for  recommended  indications. 


Serious  and  occasional  fatal  hypersensitivity  (anaphylac- 
toid) reactions  have  been  reported  in  patients  on  penicil- 
lin. Although  anaphylaxis  is  more  frequent  following 

ftarenteral  use,  it  has  occurred  in  patients  on  oral  penicil- 
ins.  These  reactions  are  more  apt  to  occur  in  individuals 
with  history  of  sensitivity  to  multiple  allergens.  There  are 
reports  of  patients  witn  history  of  penicillin  hypersen- 
sitivity reactions  who  experienced  severe  hypersensitivity 
reactions  when  treated  with  a cephalosporin.  Before  peni- 
cillin therapy,  carefully  inquire  about  previous  hypersen- 
sitivity reactions  to  penicillins,  cephalosporins  and  other 
allergens.  If  allergic  reaction  occurs,  discontinue  drug  and 
initiate  appropriate  therapy.  Serious  anaphylactoid  reac- 
tions require  immediate  emergency  treatment  with  epine- 
phrine. Oxygen,  I.V.  steroids,  airway  management, 
including  intubation,  should  also  be  administered  as 
indicated. 

Precautions  Prolonged  use  of  antibiotics  may  promote  over- 
growth of  nonsusceptible  organisms.  If  superinfection  occurs, 
take  appropriate  measures. 

PREGNANCY:  Pregnancy  Category  B.  Reproduction  studies  per- 
formed in  mice  and  rats  at  doses  up  to  10  times  the  human  dose 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due 
to  cyclacillin.  There  are,  however,  no  adequate  and  well-con- 
trolled  studies  in  pregnant  women.  Because  animal  reproduction 
studies  are  not  always  predictive  of  human  response,  use  this 
drug  during  pregnancy  only  if  clearly  needed. 

NURSING  MOTHERS:  It  is  not  known  whether  this  drug  is  ex- 
creted in  human  milk.  Because  many  drugs  are,  exercise  caution 
when  cyclacillin  is  given  to  a nursing  woman. 

Adverse  Reactions  Oral  cyclacillin  is  generally  well  tolerated. 
As  with  other  penicillins,  untoward  sensitivity  reactions  are  likely, 
particularly  in  those  who  previously  demonstrated  penicillin 
hypersensitivity  or  with  history  of  allergy,  asthma,  hay  fever,  or 
urticaria.  Adverse  reactions  reported  with  cyclacillin:  diarrhea  (in 
approximately  1 out  of  20  patients  treated),  nausea  and  vomiting 
(in  approximately  1 in  50),  and  skin  rash  (in  approximately  1 in 
60).  Isolated  instances  of  headache,  dizziness,  abdominal  pain, 
vaginitis,  and  urticaria  have  been  reported.  (See  WARNINGS) 
Other  less  frequent  adverse  reactions  which  may  occur  and  are 
reported  with  other  penicillins  are  anemia,  thrombocytopenia, 
thrombocytopenic  purpura,  leukopenia,  neutropenia  and  eosino- 
philia.  These  reactions  are  usually  reversible  on  discontinuation  of 
therapy. 

As  with  other  semisynthetic  penicillins,  SGOT  elevations  have 
been  reported. 

As  with  antibiotic  therapy  generally,  continue  treatment  at  least 
48  to  72  hours  after  patient  becomes  asymptomatic  or  until  bac- 
terial eradication  is  evidenced.  In  Group  A beta-hemolytic 
streptococcal  infections,  at  least  10  days'  treatment  is  recom- 
mended to  guard  against  risk  of  rheumatic  fever  or  glomerulone- 
phritis. In  cnronic  urinary  tract  infection,  frequent  bacteriologic 
and  clinical  appraisal  is  necessary  during  therapy  and  possibly 
for  several  months  after.  Persistent  infection  may  require  treat- 
ment for  several  weeks. 


Cyclacillin  is  not  indicated  in  children  under  2 months  of  age. 
Patients  with  Renal  Failure  Cyclacillin  may  be  safely  administered 
to  patients  with  reduced  renal  function.  Due  to  prolonged  serum 
half-life,  patients  with  various  degrees  of  renal  impairment  may 
require  change  in  dosage  level  (see  DOSAGE  AND  ADMINIS- 
TRATION in  package  insert). 

Dosage  (Give  in  equally  spaced  doses) 


INFECTION 

Respiratory 

Tract 

ADULTS 

CHILDREN* 

Tonsillitis  & 
Pharyngitis 

Bronchitis  and 
Pneumonia 

250  mg  q.  i.d. 

body  weight  < 20  kg 
(44  lbs)  1 25  mg  q. i.d. 
body  weight  > 20  kg 
(44  lbs)  250  mg  q.i.d. 

Mild  or 

Moderate 

Infections 

250  mg  q.  i.d. 

50  mg/kg/ day  q.i.d. 

Chronic 

Infections 

500  mg  q. i.d. 

1 00  mg/kg/day  q.i.d. 

Otitis  Media 

250  mg  to  500  mg 

q.  i.d.  ~ 

50  to  100  mg/kg/day+ 

Skin  & Skin 
Structures 

250  mg  to  500  mg 
q. i.d.  * 

50  to  100  mg/kg/dayt 

Urinary  Tract 

500  mg  q. i.d. 

1 00  mg/kg/day 

‘Dosage  should  not  result  in  a dose  higher  than  that  for  adults, 
^depending  on  severity 

How  Supplied  Tablets  250  mg  and  500  mg  in  bottles  of  100. 
Oral  Suspension  125  mg  and  250  mg  per  5 ml  in  bottles  to  make 
100  ml  and  200  ml  of  Suspension. 


Wyeth 

I AA 


Laboratories 

Philadelphia,  Pa  19101 


“ By  the  work , one  knows  the  workman  ’ . 

— Jean  Belafontaine,  1668 


DEPARTMENT  OF  SOCIOECONOMIC  ACTIVITIES 


Continuing  the  series  of  articles  on  SCMA  staff 
which  began  last  month,  the  June  Journal  features 
here  the  Department  of  Socioeconomic  Activities, 
directed  by  Blake  Williams.  Blake  is  assisted  in  his 
Department  s activities  by  Mrs.  Robin  Medlock, 
Ms.  Barbara  Jean  Blanks  and  Mrs.  Mary  Ann 
Wingard. 

BLAKE  WILLIAMS 

Blake  began  work  with  the  South  Carolina 
Medical  Association  in  January  of  1977.  His  duties 
involve  supervision  of  the  Department  staff  who, 
with  Blake,  are  responsible  for  SCMA  members’ 
insurance  programs,  third  party  reimbursements, 
professional  liability,  and  over-all  coordination 
for  the  SCMA’s  annual  meetings. 

Blake  holds  a B.S.  Degree  in  Business  Manage- 
ment from  East  Tennessee  State  University.  Prior 
to  joining  the  SCMA  staff,  he  served  as  Director  of 
Health  Care  Services  for  Blue  Cross  and  Blue 
Shield  of  South  Carolina.  Having  enjoyed  his  work 
with  physicians  in  that  capacity,  he  felt  a move  to 
the  SCMA  offered  a challenge  as  well  as  a differ- 
ent perspective  from  that  of  a large  corporate 
organization. 

Married  to  a member  of  the  faculty  at  USC’s 
College  of  General  Studies  English  Department, 
he  and  his  wife,  Harriett,  have  one  daughter. 
Blake  enjoys  spending  his  off  hours  with  his  fam- 
ily, and  participating  in  and  attending  various 
sporting  events. 

ROBIN  MEDLOCK 

Robin  joined  the  SCMA  staff  in  November  of 
1977  after  previous  employment  with  Lone  Star 
Industries  and  the  Thomas  Howard  Company. 
She  cited  an  interest  in  the  medical  profession  as  a 
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whole  as  her  primary  reason  for  seeking  employ- 
ment with  the  Association. 

After  furthering  her  education  at  Winthrop 
College  and  the  University  of  South  Carolina, 
Robin  is  presently  pursuing  a Degree  in  Public 
Affairs  in  the  evening  program  at  Columbia  Col- 
lege. Her  present  duties  with  the  SCMA  include 
the  position  of  Assistant  Fund  Administrator  for 
the  Patients’  Compensation  Fund;  coordination  of 
the  SCMA’s  Annual  Meeting  activities;  assisting 
with  the  Public  Relations  Committee,  the  Com- 
mittee on  HSAs  and  the  Professional  Liability 
Committee;  and  assisting  with  the  supervision  of 
the  SCMA  Members’  Insurance  Trust. 

Robin  is  married,  and  during  her  leisure  time 
enjoys  horseback  riding,  reading  and  travel. 

BARBARA  JEAN  BLANKS 

Because  she  was  searching  for  the  opportunity 
to  work  with  different  people  and  the  possibility 
of  travel  which  the  position  offered,  Barbara  Jean 
joined  the  SCMA  in  September  of  1979.  After 
graduating  from  Midlands  Technical  college  in 
Columbia,  she  was  employed  for  a four-year  pe- 
riod by  a group  of  prominent  Columbia  attorneys. 

In  addition  to  secretarial  support  for  the  De- 
partment Director,  Barbara  Jean  is  staff  coordina- 
tor for  the  S.C.  Society  of  Pathologists,  the  S.C. 
Society  of  Plastic  and  Reconstructive  Surgeons, 
the  S.C.  Chapter  of  the  American  Academy  of 
Pediatrics  and  S.C.  Pediatric  Society,  the  S.C. 
Society  of  Ophthalmologists  and  the  S.C.  Der- 
matological Association.  She  also  staffs  the  SCMA 
Physician  Recruitment  and  Placement  Program. 

Barbara  Jean  is  single,  and  occupies  her  off 
hours  with  walking,  roller  skating  and  reading. 
She  is  also  an  avid  University  of  South  Carolina 
sports  fan. 
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MARY  ANN  WINGARD 

Mary  Ann  began  work  with  the  SCMA  on  a 
part-time  basis  in  January,  1978,  desiring  to  re- 
turn to  the  work  force  after  spending  ten  years 
raising  what  are  now  four,  teen-aged  children. 

Her  employment  background  includes  book- 
keeping and  secretarial  work  with  Robinson,  Inc., 
and  the  S.C.  Department  of  Technical  Education. 
Mary  Ann’s  activities  with  the  SCMA  involve 


assisting  with  all  phases  of  the  administration  of 
the  Patients’  Compensation  Fund  and  the  SCMA 
Members’  Insurance  Trust  program. 

Her  childrens'  activities  keep  her  busy  in  her 
spare  time,  but  she  also  enjoys  water-skiing  and 
needlepoint.  jqj) 

Next  month’s  Journal  will  feature  the  Depart- 
ment of  Finance  and  Administration. 


Department  of  Socioeconomic  Activities:  left  to  right , Mrs.  Mary  Ann  Wingard,  Mr.  Blake  Williams,  Ms.  Barbara  Jean  Blanks 
and  Mrs.  Robin  Medlock. 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Brief  Summary. 

Consult  the  package  literature  for  prescribing  Information. 


Indications  and  Usage:  Ceclor®  (cefaclor.  Lilly)  is  indicated  in 
the  treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms: 

Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  IDiplococcus  pneumoniae). 
Haemophilus  influenzae,  and  S.  pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor, 


Contraindication:  Ceclor  is  contraindicated  in  patients  with 
known  allergy  to  the  cephalosporin  group  of  antibiotics. 
Warnings:  in  penicillin-sensitive  patients,  cephalosporin 

ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY,  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS, 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS,  INCLUDING  ANAPHYLAXIS,  TO  BOTH  DRUG  CLASSES. 

Antibiotics,  including  Ceclor,  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs. 


Precautions:  If  an  allergic  reaction  to  cefaclor  occurs,  the  drug 
should  be  discontinued,  and,  if  necessary,  the  patient  should  be 
treated  with  appropriate  agents,  eg,  pressor  amines,  antihistamines, 
or  corticosteroids. 

Prolonged  use  of  cefaclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms.  Careful  observation  of  the  patient  is 
essential.  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken. 

Positive  direct  Coombs  tests  have  been  reported  during 
treatment  with  the  cephalosporin  antibiotics.  In  hematologic 
studies  or  in  transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the  minor  side  or  in  Coomb 
testing  of  newborns  whose  mothers  have  received  cephalosporin 
antibiotics  before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug. 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  Under  such  a condition,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended. 

As  a result  of  administration  of  Ceclor,  a false-positive  reaction 
for  glucose  in  the  urine  may  occur.  This  has  been  observed  with 
Benedict's  and  Fehling's  solutions  and  also  with  Clinitest* 
tablets  but  not  with  Tes-Tape®  (Glucose  Enzymatic  Test  Strip, 
USP,  Lilly). 

Usage  in  Pregnancy- Although  no  teratogenic  or  antifertility 
effects  were  seen  in  reproduction  studies  in  mice  and  rats  receiving 
up  to  12  times  the  maximum  human  dose  or  in  ferrets  given  three 
times  the  maximum  human  dose,  the  safety  of  this  drug  for  use  in 
human  pregnancy  has  not  been  established.  The  benefits  of  the 
drug  in  pregnant  women  should  be  weighed  against  a possible 
risk  to  the  fetus. 

Usage  in  Infancy  -Safety  of  this  product  for  use  in  infants 
less  than  one  month  of  age  has  not  been  established. 


Adverse  Reactions:  Adverse  effects  considered  related  to 
cefaclor  therapy  are  uncommon  and  are  listed  below: 

Gaslrointeslinal  symptoms  occur  in  about  2,5  percent  of 
patients  and  include  diarrhea  (1  in  70)  and  nausea  and  vomiting 
(1  in  90) 

As  with  other  broad-spectrum  antibiotics,  colitis,  including  rare 
instances  of  pseudomembranous  colitis,  has  been  reported  in 
conjunction  with  therapy  with  Ceclor. 

Hypersensitivity  reactions  have  been  reported  in  about  1 .5 


Some  ampicillln-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1-6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


Pulvuies®,  250  and  500  mg 


percent  of  patients  and  include  morbilliform  eruptions  (1  in  100). 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients.  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and,  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor®  (cefaclor).  Such  reactions  have  been  reported  more 
frequently  in  children  than  in  adults.  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside  within  a 
few  days  after  cessation  of  therapy.  No  serious  sequelae  have 
been  reported  Antihistamines  and  corticosteroids  appear  to 
enhance  resolution  of  the  syndrome 
Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 
Of/zer  effects  considered  related  to  therapy  included  eosinophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in 
100  patients). 

Causal  Relationship  Uncertain -Lmshot)  abnormalities  in 
clinical  laboratory  test  results  have  been  reported.  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 
Hepatic- Slight  elevations  in  SGOT,  SGPT,  or  alkaline 
phosphatase  values  (1  in  40). 

Hematopoietic— Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40). 

Renal- Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200).  [100281R] 

•Many  authorities  attribute  acute  infectious  exacerbation  of 
chronic  bronchitis  to  either  S pneumoniae  or  H influenzae 8 
Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to 
the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients. 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever.  See  prescribing  information. 
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From  the  State  House: 

LEGISLATIVE  UPDATE 


July,  1982 

The  1982  Legislative  Session  effectively  shut  down  on  June  3,  1982,  although  the  official 
sine  die  adjournment  came  on  June  16.  It  was  the  shortest  session  in  recent  history, 
lasting  approximately  five  months.  Shortened  principally  because  of  the  June  8 
primaries,  the  session  was  characterized  by  a lack  of  tangible  productivity  and  also 
evidenced  by  many  legislative  proposals  which  died  at  the  end  of  the  session.  All 
legislation  which  did  not  pass  expired  v/ith  adjournment  and  must  now  be  pre-filed  prior 
to  the  session  convening  in  January  of  1983  or  introduced  after  that  date. 

MANY  LEGISLATORS  HAVE  TAKEN  NOTE  AND  COMMENTED  FAVORABLY  ON  THE  INCREASED  PHYSICIAN 
INVOLVEMENT  IN  THE  LEGISLATURE  THIS  PAST  SESSION.  The  SCMA  Officers  were  likewise 
appreciative , and  their  thanks  go  out  to  those  who  became  involved  during  this  short 
but  extremely  busy  Legislative  year. 

UNLICENSED  PERSONNEL  BILL  PASSES 


Approximately  one  week  prior  to  final  adjournment,  H.2044  was  given  final  approval 
by  the  state  legislature.  It  was  signed  into  law  by  Governor  Riley  on  June  8,  1982. 

The  new  law  will  explicitly  authorize  physicians  to  delegate  certain  health-related 
functions  to  unlicensed  medical  personnel  working  in  their  private  offices. 

Physicians  have  historically  delegated  various  functions  (blood  pressure  readings,  dis- 
pensing medications,  etc.)  to  non-licensed  medical  personnel;  however,  laws  passed 
by  the  State  Nursing  Board  in  1975  cast  doubt  on  the  legality  of  this  practice.  It  has 
taken  a three-year  effort  amid  some  surprising  opposition  by  other  non-M.  D.  groups 
and  substantial  input  from  four  SCMA  Presidents  to  gain  passage. 

The  new  law  is  very  similar  to  the  old  (pre-1975)  Statute  and  it  provides  that: 
physicians  can  delegate  medical  tasks  to  these  unlicensed  personnel  if  (a)  such  per- 
sons are  "in  his  employ  and  on  his  premises";  (b)  the  task  is  of  a routine  nature 
(no  highly-specialized  skills  required  and  no  significant  risk  to  the  patient) ; (c) 
the  task  is  performed  when  the  physician  is  on  the  premises  and  in  close  proximity 
to  the  activity  undertaken;  and  (d)  the  unlicensed  person  wears  a badge  denoting 
his/her  job  status.  The  Bill  will  have  no  effect  on  hospital  circumstances  and 
likewise  regarding  the  employment  and  duties  of  RN’s,  LPN’s  and  the  work  of  Physician 
Assistants . 

The  new  law  will  appear  in  the  next  issue  of  the  Medical  Directory  published  by  the 
State  Board  of  Medical  Examiners.  The  Medical  Directory  is  normally  issued  in  late 
fall  or  early  winter  each  year.  This  new  provision  of  the  law  will  appear  as  Section 
40-'47-'60  (5)  under  a heading  entitled:  "Restrictions  Dealing  with  Practices  of 

Medicine  or  Surgery". 

We  wish  to  thank  Representative  B.  L.  Hendricks , Senator  Heyward  E.  McDonald,  and 
Representatives  Leon  Rampey , M.  E , (Dolly)  Cooper  and  Robert  L.  Helmly , along  with 
House  Research  Assistant  Inez  Moore,  for  their  hard  work  in  guiding  this  Bill  into 

law. 


STATE  BUDGET  ALLOCATIONS  FOR  MEDICAID 


Under  H.3711,  the  State  Budget  Bill,  passed  during  the  waning  hours  of  the  1982 
Legislative  session,  the  physicians’  portion  of  the  Medicaid  budget  held  its  own 
against  several  attempts  to  delete  significant  portions  of  physician  funding  to  give 
extra  monies  to  other  provider  groups.  The  future  looks  somewhat  bleak  for  the 
Medicaid  program  as  a whole,  as  the  U.  S.  Congress  is  currently  deliberating  just 
how  much  money  to  cut  from  the  Medicaid  program.  Current  plans  have  Medicaid  slated 
for  cuts  in  the  neighborhood  of  674  million  dollars.  This  would  cause  S.  C.’s  program 
to  be  reduced  by  18  to  24  million  dollars,  according  to  figures  released  by  the  S.  C. 
Department  of  Social  Services  (currently  it  is  237  million  dollars) . Much  is  still 
up  in  the  air  and  it  will  likely  be  another  month  before  a final  resolution  of  this 
problem  occurs  in  Congress. 


S.750  CHILD  RESTRAINT  LEGISLATION 

After  passing  the  State  Senate  with  strong  support,  S.750  died  on  the  House  floor  in 
this  year’s  shortened  session.  Needing  only  one  more  reading,  the  Bill  would  have 
required  passenger  restraints  for  children  under  four  years  of  age  with  a fine  of 
$25.00  for  violation  (suspended  on  presenting  evidence  to  the  court  of  the  purchase 
of  approved  restraint  device) . Although  no  decisions  have  been  reportedly  made 
regarding  re-introducing  or  pre- filing  a Bill  this  fall , the  good  support  shown  for 
this  measure  during  the  past  year  of  consideration  seems  to  present  a good  case  for 
a second  effort . 


NEW  SQCPAC  OFFICERS 

At  the  annual  meeting  of  the  South  Carolina  Political  Action  Committee  (SOCPAC) , 
new  Officers  were  elected.  The  incoming  Chairman  is  Mary  E . Ivester  (Mrs.  J.  Ray) 
of  Charleston , S.  C.  Mary  had  been  serving  as  Vice  Chairman  and  has  been  a very 
active  member  of  the  SOCPAC  Board.  Elected  as  Vice  Chairman  was  William  M.  Hull, 
Jr.,  M.  D .,  of  Rock  Hill.  Dr.  Hull  is  an  Ophthalmologist  who  also  serves  as  SCMA 
Councilor  from  the  Fifth  District. 

SOCPAC  is  extremely  important  to  the  SCMA  legislative  program,  as  it  supports  those 
candidates  who  work  for  the  best  interest  of  the  health  care  community.  SOCPAC 
recently  voted  to  give  over  $20,000  in  donations  to  various  races  across  the  state. 
The  SOCPAC  Board  officially  supported  some  55  candidates,  with  47  successfully 
winning  their  races.  The  money  donated  does  not  represent  a very  high  total,  con- 
sidering the  many  candidates  who  needed  support.  SOCPAC  considered  70  to  80  races. 

Indications  are  that  several  non-M.  D.  health  professional  groups  give  more  to 
elected  officials  as  a group  than  does  SOCPAC.  If  you  have  not  sent  your  $100.00 
check  to  SOCPAC  (family  membership  - $150),  P.  O.  Box  11188,  Columbia , 29211,  PLEASE 
DO  SO  TODAY.  Medicine's  goals  are  important.  We  need  a voice  in  the  Legislature  -- 
one  that  will  be  heard  and  heeded  in  the  interest  of  better  patient  care. 
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CALCIUM  BLOCKER  THERAPY  IN 
CARDIOVASCULAR  DISEASE 


MICHAEL  E.  ASSEY,  M.D.* 

In  1969  Fleckenstein1  introduced  the  term  “cal- 
cium antagonist”  in  reference  to  certain  drugs 
with  coronary  vasodilator  and  negative  inotropic 
properties.2  During  the  1970s,  a decade  during 
which  beta  blocker  therapy  became  widespread 
for  various  types  of  cardiovascular  disease  in  the 
United  States,  calcium  antagonists  (or  more  ap- 
propriately calcium  blockers)  were  introduced  in 
Europe,  the  Middle  East  and  South  America.  It 
was  not  until  the  drugs  had  been  used  by  an 
estimated  4,000,000  patients  outside  the  United 
States  that  one  of  the  prototype  calcium  blockers 
(nifedipine)  was  introduced  for  the  treatment  of 
vasospastic  and  medically  refractory  angina  pec- 
toris in  the  USA.  Nifedipine,  and  the  other  cal- 
cium blockers  (verapamil,  diltiazem,  lidoflazine) 
are  chemically  heterogenous  but  similar  in  certain 
important  ways  that  make  them  valuable  in  treat- 
ing an  assortment  of  cardiovascular  diseases 
(Table  I).  In  vitro,  the  calcium  blockers  slow  the 
spontaneous  rate  of  discharge  of  the  sinoatrial 
node  (negative  chronotropic  effect),  depress  con- 
tractility (negative  inotropic  effect),  slow  conduc- 
tion through  the  atrioventricular  node  and  intra- 
atrial  pathways  (negative  dromotropic  effect)  and 
dilate  the  coronary  and  other  systemic  arterial 
beds.3,  4 


Department  of  Medicine,  Cardiovascular  Division,  Medical 
University  of  South  Carolina,  171  Ashley  Ave.,  Charleston, 
S.  C.  29425. 


Table  I 

POTENTIAL  USES  FOR  CALCIUM  BLOCKER  DRUGS 
IN  CARDIOVASCULAR  DISEASES 

Coronary  artery  disease 

chronic  stable  angina 
unstable  angina 
vasospastic  angina 
Supraventricular  Tachyarrhythmias 
Idiopathic  hypertrophic  subaortic  stenosis 
Hypertension 
Myocardial  preservation 

cardiopulmonary  bypass 
acute  myocardial  infarction 


LOCAL  RESEARCH 

Over  200  patients  have  been  treated  with  the 
oral  calcium  blocker  nifedipine  at  the  Charleston 
V.  A.  Hospital  Center  and  Medical  University  of 
South  Carolina  Hospital  since  1980.  Before  the 
drug  was  released  for  routine  clinical  use  (in  Janu- 
ary, 1982),  patients  were  started  on  nifedipine  as 
part  of  a Phase  III  investigation  of  the  drug  with 
the  Pfizer  Pharmaceutical  Company. 

Sixty-five  patients  were  entered  into  this  study 
during  the  Phase  III  investigation.  These  patients 
had  vasospastic  angina  (defined  clinically,  elec- 
trocardiographically,  and  angiographically),  or 
medically  refractory  angina  pectoris.  Long  term 
results  are  available  on  the  initial  30  patients 
enrolled  in  the  study.  The  mean  follow-up  was  14 
months.  The  initial  30  patients  included  25  males 
and  five  females,  with  an  age  range  of  41  to  74 
years  (mean  age:  54).  Twenty-nine  of  the  first  30 
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patients  (97%)  underwent  cardiac  catheterization 
prior  to  institution  of  nifedipine  therapy. 

Eight  of  the  initial  30  patients  had  coronary 
artery  spasm.  In  four  patients  this  was  charac- 
terized by  spontaneous  angina  with  ST  elevation 
not  associated  with  myocardial  necrosis.  In  the 
other  four  patients,  coronary  artery  spasm  was 
documented  at  angiography  by  ergonovine  pro- 
vocation. 

The  remaining  22  patients  had  medically  re- 
fractory angina,  characterized  by  persistent  an- 
gina pectoris,  typical  of  their  ischemic  chest  pain, 
responding  inadequately  to  nitroglycerin,  long 
acting  nitrates,  beta  blockers  and,  when  indicated, 
treatment  for  congestive  heart  failure. 

In  patients  with  coronary  artery  spasm, 
whether  it  was  in  the  setting  of  otherwise  normal 
coronary  anatomy  or  spasm  on  fixed  lesions,  all 
patients  had  at  least  a 50%  decrease  in  the  fre- 
quency of  angina  attacks.  Seventy-five  percent  of 
the  patients  experienced  total  resolution  of  their 
angina.  Of  the  22  patients  with  medically  refrac- 
tory angina,  17  experienced  at  least  a 50%  reduc- 
tion in  their  angina  frequency.  Two  of  the  17 
responders  subsequently  died,  both  patients  being 
elderly  men  (over  70  years  of  age)  succumbing  to 
a subsequent  myocardial  infarction. 

Side  effects  occurred,  but  were  generally  well 
tolerated.  None  of  the  initial  30  patients  had  to  be 
dropped  from  the  study  protocol  due  to  intolera- 
ble side  effects.  (Of  the  total  65  patients  that  were 
enrolled  in  the  Phase  III  protocol,  four  patients 
required  discontinuance  of  the  nifedipine  due  to 
side  effects).  Frequent  side  effects  that  were  re- 
ported included  dizziness  (often  orthostatic  hypo- 
tension) 23%,  headache  20%  and  edema  20%.  The 
edema  was  noted  without  associated  weight  gain 
and  responded  poorly  to  diuretics.  It  may  be  due 
to  systemic  vasodilatation  without  compensatory 
venodilatation. 

BIMODAL  DOSE  RESPONSE 

Patients  started  on  nifedipine  because  of  vas- 
ospasm on  otherwise  normal  coronary  arteries 
responded  to  a low  dose  of  the  calcium  blocker. 
For  example,  six  of  the  initial  30  patients  had 
spasm  with  normal  coronary  arteries  and  required 
an  average  daily  dose  of  45  mg.  On  the  other 
hand,  patients  with  arteriosclerotic  coronary  ar- 
tery lesions  required  a statistically  greater  amount 
of  nifedipine  (P  < .01).  In  the  subgroup  of  re- 
sponders with  medically  refractory  angina,  the 
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average  daily  dose  of  nifedipine  was  95  mg.  This  is 
a higher  dose  than  is  suggested  by  the  manufac- 
turer as  the  amount  of  nifedipine  that  will  usually 
be  required.  It  may  reflect  the  severity  of  disease 
in  the  subgroup  of  patients  that  we  characterized 
as  “medically  refractory  angina  pectoris.” 

It  is  postulated  that  the  mechanism  of  angina 
relief  varies  in  the  different  subgroups.  Nifedi- 
pine, unlike  nitrates  and  beta  blockers,  will  in- 
crease global  coronary  blood  flow  despite  a 
reduction  in  aortic  blood  pressure  (that  is, 
nifedipine  is  a direct  coronary  vasodilator).  More- 
over, this  increase  in  coronary  blood  flow  is  seen  in 
normally  prefused  areas  of  the  coronary  arterial 
bed  as  well  as  post  stenotic  areas,  potentially  fed 
by  coronary  collaterals.  In  patients  with  spasm  of 
otherwise  normal  coronaries,  it  may  be  that  a 
small  dose  of  nifedipine  will  eliminate  spasm 
thereby  alleviating  angina.  In  patients  in  whom 
angina  is  due  primarily  to  an  excessive  myocardial 
oxygen  demand,  nifedipine  may  work  in  another 
manner  manifested  only  at  higher  doses.  In  vitro, 
nifedipine  has  been  shown  to  decrease  contrac- 
tility and  reduce  afterload  through  its  peripheral 
vasodilatory  effect,  and  as  mentioned,  the  drug 
can  improve  coronary  blood  flow  through  collat- 
eral vessels.  These  represent  potential  mecha- 
nisms of  angina  relief  other  than  through  direct 
coronary  vasodilatation  of  the  diseased  vessel. 

Whatever  the  mechanism  of  angina  relief,  phy- 
sicians treating  patients  with  fixed  arteriosclerotic 
lesions  of  the  coronary  arterial  tree  should  expect 
to  use  a higher  dose  of  nifedipine  to  achieve  a 
maximal  favorable  response. 

MEDICALLY  REFRACTORY  ANGINA 
FOLLOWING  AORTOCORONARY  BYPASS 

The  initial  30  patients  studied  in  the  research 
protocol  included  17  patients,  recruited  over  an 
eight  month  period,  with  medically  refractory 
angina  following  aortocoronary  bypass.  The  per- 
sistent angina  was  felt  to  be  due  to  an  assortment 
of  reasons,  however,  all  of  the  patients  had  disease 
in  at  least  two  major  native  coronary  vessels,  and 
14  of  17  patients  had  disease  in  at  least  one  oc- 
cluded vein  graft  (with  six  patients  having  no 
patent  vein  grafts).  All  of  the  patients  were  males, 
age  42  to  68  years,  and  15  to  17  patients  had  Class 
III  or  IV  angina. 

Repeat  cardiac  catheterization  in  these  17  pa- 
tients revealed  a mean  ejection  fraction  of  59% 
(range  40  to  71%)  and  a mean  left  ventricular  end 
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diastolic  pressure  of  19  mmHg.  Thirteen  of  17 
patients  (76%)  responded  to  nifedipine  with  a 
greater  than  50%  reduction  in  frequency  of  an- 
gina attacks.  All  13  responders  improved  at  least 
one  New  York  State  Heart  Association  Functional 
Classification,  and  five  of  13  improved  two  func- 
tional classifications. 

COMBINATION  BETA  BLOCKER  AND 
CALCIUM  BLOCKER  THERAPY 

In  the  patients  enrolled  in  our  research  pro- 
tocol, nifedipine  was  usually  added  to  pre-existing 
beta  blocker  therapy.  Since  both  calcium  blockers 
and  beta  blockers  depress  contractility,  in  vitro, 
we  investigated  the  effect  on  ventricular  function 
when  these  drugs  were  used  simultaneously.  Fol- 
low-up radionuclear  ejection  fractions  (MUGA 
technique)  revealed  a reduction  by  greater  than 
10%  in  only  two  patients.  In  fact,  the  usual  re- 
sponse was  no  change  or  an  increase  in  ejection 
fraction  from  the  baseline  study  obtained  while 
the  patient  was  on  beta  blocker  alone.  This  re- 
sponse reflects  the  vasodilatory  effect  of  nifedi- 
pine. It  appears  that  nifedipine  can  be  safely 
added,  when  clinically  indicated,  to  patients  al- 
ready on  a beta  blocker.  Furthermore,  the  vas- 
odilatory effect  of  nifedipine  should  make  it  safe 
to  use  in  patients  with  congestive  heart  failure.5 
Verapamil,  on  the  other  hand,  must  be  used  with 
caution  in  patients  already  being  treated  with 
beta  blockers,  because  of  the  potent  negative 
dromotropic  effect  of  this  drug  combination,  as 
well  as  the  risk  of  depressing  contractility. 

FUTURE  TRENDS 

At  this  juncture,  it  appears  certain  that  calcium 
blockers  will  play  a prominent  role  in  the  treat- 
ment of  many  types  of  cardiovascular  disorders. 
Nifedipine6  and  verapamil7  have  both  been  used 
in  idiopathic  hypertrophic  subaortic  stenosis,  re- 
sulting in  an  improvement  of  the  hemodynamic, 
echocardiographic  and  clinical  aspects  of  patients 
already  on  beta  blockers.  Verapamil  is  currently 
being  used  effectively  for  supraventricular  tachy- 
arrhythmias.8 At  least  90%  of  patients  with  PSVT 
will  respond  to  a single  intravenous  dose  of  ve- 
rapamil. The  usual  response  to  atrial  flutter  in- 
cludes an  increase  in  A-V  block  (50%),  conversion 
to  normal  sinus  rhythm  (32%)  or  conversion  to 
atrial  fibrillation.  Verapamil  is  not  effective  in  the 
conversion  of  Type  II  atrial  flutter  or  atrial 


fibrillation,  however,  the  ventricular  response  will 
decrease  in  either  of  these  cases. 

Calcium  blockers  appear  to  have  great  promise 
as  regards  myocardial  preservation,  such  as  dur- 
ing cardiopulmonary  bypass9  or  early  in  the 
course  of  an  acute  myocardial  infarction.  Due  to 
the  potent  spasmolytic  effects  of  the  calcium 
blockers,  they  are  being  used  in  non-cardiovascu- 
lar  diseases  characterized  by  vasospasm  (such  as 
Raynaud’s  phenomenon)  and  in  those  cardiovas- 
cular procedures  in  which  vasospasm  can  be  detri- 
mental (e.g.  percutaneous  transluminal  coronary 
angioplasty).  In  patients  undergoing  PTCA,  it  is 
our  approach  to  pretreat  them  with  calcium 
blockers.  Hopefully,  this  will  prevent  coronary 
vasospasm  and,  should  the  patient  require  cardio- 
pulmonary bypass  and  coronary  vasospasm  and, 
should  the  patient  require  cardiopulmonary  by- 
pass and  coronary  bypass  surgery,  myocardial 
preservation  will  be  enhanced  with  the  drug  on 
board. 

Major  questions  remain,  such  as  when  should 
calcium  blockers,  particularly  nifedipine,  be  used 
as  a first  line  agent  in  coronary  artery  disease. 
(Table  II). 


Table  II 

SUBSETS  OF  CORONARY  ARTERY  DISEASE  THAT  MAY 
BENEFIT  FROM  NIFEDIPINE 

1.  Vasospastic  angina. 

2.  Angina  pectoris  with  abnormal  left  ventricular  systolic 
and/or  diastolic  dysfunction 

a.  ischemic  cardiomyopathy 

3.  Angina  pectoris  with  peripheral  vascular  disease. 

4.  Angina  pectoris  with  hypertension. 

5.  Angina  pectoris  in  patients  with  COPD,  insulin-requiring 
diabetes  mellitus  or  other  contraindication  to  beta  blockers. 

6.  Persistent  angina  following  CABG. 

7.  Adjunctive  therapy  to  PTCA  (angioplasty). 


Also,  it  seems  prudent  to  reassess  our  thinking  as 
to  which  patients  with  coronary  artery  disease 
should  be  selected  for  coronary  artery  bypass  sur- 
gery. We  now  have  a class  of  drugs  that  can 
"medically’’  increase  coronary  blood  flow  and 
increase  ejection  fraction  by  systemic  vasodila- 
tion. Since  the  amount  of  coronary  blood  flow 
(number  of  diseased  vessels)  and  global  left  ven- 
tricular function  (ejection  fraction)  are  major  de- 
terminants of  patient  prognosis,  medical  therapy 
including  calcium  blockers  should  be  prospec- 
tively compared  with  current  surgical  techniques 
when  morbidity  and  mortality  are  evaluated. 
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As  practicing  physicians  gain  more  experience 
with  this  class  of  drugs,  their  use  in  cardiovascular 
and  non-cardiovascular  diseases  will  be  better  de- 
fined. □ 
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The  great  masquerader 


Wise  clinicians  recognize  this  disease  as  the  great 
masquerader,  suspecting  this  illness  when  these 
symptoms  appear  . . . 

❖ anxiety 

❖ chest  pains  of  vague  origin 

❖ gastric  disturbances 

❖ depression 

❖ family  or  job-related  problems 

❖ hypertension 

❖ sleep  disturbances 

Your  recognition  of  alcoholism’s  subtle  signs  may 
motivate  your  patient  to  seek  early  treatment. 


Specializing  in  the  treatment  of  alcoholism 
and  drug  dependency  conditions 
311  Jones  Mill  Road  ♦ Statesboro,  Georgia  30458  ♦ JCAH  Accredited  ♦ (912)  764-6236 
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There  is  a movement  on  Capitol  Hill  to  lower  the  amount  of  money  going  into  pen- 
sion and  profit  plans Rep.  Charles  Rangel,  D.-N.Y. , introduced  a bill  to  re- 

duce the  maximum  amount  of  money  going  into  pension  programs  to  $90,000  from  the 

existing  $136,000 reason:  This  move  could  invrease  the  amount  of  taxes  raised 

initially  by  an  estimated  $19  million;  and,  $1.3  Billion,  annually  by  1987 

the  change  in  the  present  laws  would  affect  primarily  professional  (i.e.  doctors, 
dentists,  lawyers,  etc.)  and  small  businessmen;  who,  by  the  way  represent  a very 

small  fraction  of  the  total  95  million  taxpayers I will  keep  you  posted  on 

any  further  activities. 
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RETIREMENT 

EVERY  RIDICULOUS  ITEM  SINCE  ADAM  (ERISA) 


The  process  of  setting-up,  implementing,  and  nurturing  a retirement  program  can  be  very 

frustrating  and  confusing.  Why? the  primary  reason  is  due  to  the  complex  nature  of 

retirement  plans  - from  IRA's  to  define  benefit  pension  plans next  months  section 

will  be  the  start  of  a series  on  retirement  plans  where  I:  (1)  Define  different  types 
of  plans  and  respective  structures;  (2)  Develop  a glossary  of  terms;  (3)  Look  at  plan 
administration;  (4)  Establish  a process  to  define  and  write  invesmfent  objectives;  (5) 
Identify  different  investment  methods;  and,  (6)  Discuss  "monitering"  responsibilities 

the  sequence  of  articles  should  help  you  establish  a well-defined  and  hopefully, 

growing  retirement  program  for  yourself  and  your  employeed. 

TAX  SHELTERS 

WHEN  IS  A PICTURE  WORTH  A THOUSAND? 


Within  the  last  couple  of  years,  investor  interest  has  started  to  focus  on  the  economic 

benefits  of  the  Cable  TV  industry you  should  look  into  an  investment  in  the  Cable 

TV  area  for  the  following  reasons:  (1)  the  CATV  market  is  one  of  the  fastest  growing 
industries  in  the  country,  with  subscribers  increasing  at  an  estimated'  13%  Per  year  for 
the  next  five  years;  (2)  the  shift  to  making  the  family  TV  set  a home  entertainment  cen- 
ter, rather  than  just  providing  better  reception;  (3)  the  family  time  spent  with  the 
"Home  Entertainment"  set  is  increasing,  during  difficult  economic  times;  and,  (4)  the 
industry  is  applying  new  technology  that  opens  up  new  and  exciting  services  directly  to 

the  home,  at  additional  cost  to  the  family an  investment  in  a limited  partnership 

can  provide  some,  if  not  all,  of  the  following:  (1)  early  year  write-offs;  (2)  invest- 
ment tax  credits;  (3)  cash  flow  (partially  tax  sheltered);  and,  (4)  equity  appreciation 
this  investment  can  be  part  of  a well  diversified  investment  portfolio. 


(Continued  Financial  Checkup) 


ESTATE  PLANNING 


DO  YOU  TRUST  YOURSELF? 


Many  people  would  like  to  enjoy  the  tax  advantages  and  professional  money  manag- 
ment  that  are  available  with  a trust,  but  are  reluctant  to  permanently  relinquish 
control  of  their  assets.  If  you  feel  this  way,  consider  a revocable  living  trust, 
an  agreement  that  offers  you  almost  unlimited  flexibility.  A revocable  living  trust 
is  established  while  you  are  alive  and  lets  you  outline  all  the  provisions  of  the 
trust-who  receives  income  and  how  much,  who  will  receive  money  upon  your  death  and 
what  the  financial  objectives  of  the  trust  are.  It  enables  you  to  accumulate  funds 
for  retirement,  your  children’s  or  grandchildren’s  education  of  any  other  specific 
purpose . 

Most  importantly,  a revocable  living  trust  gives  you  the  right  to  withdraw  the  prin- 
cipal and  change  the  terms  of  the  trust  if  your  circumstances  change.  This  lets  you 
see  the  trust  in  operation,  monitor  the  performance  of  the  trustee  and  make  any  "fine 
tuning"  changes  you  deem  necessary.  Probate  is  avoided,  but  because  a revocable  trust 
does  permit  you  to  retain  a certain  amount  of  control  over  the  trust  assets,  the  trust 
is  included  as  part  of  the  estate  and  is  subject  to  all  applicable  taxes. 

Revocable  living  trusts,  usually  referred  to  simply  as  living  trusts,  are  the  most 
common  type  of  agreement  because  of  the  flexibility.  In  addition  to  the  simple  living 
trust  which  provides  investment  management  and  cost  benefits,  there  are  other  types 
of  living  trusts  that  may  be  used  for  specific  purposes  or  personal  financial  situa- 
tions . 

INVESTMENT  IDEAS 


HAZEL,  TURN  THE  LIGHTS  ON 

Utility  stocks  might  provide  the  excitement  lacking  in  the  stock  market.  Why? 

(1)  you  can  now  reinvest  up  to  $750  in  dividends  tax  free  ($1,500  joint  returns)  in 
qualified  utility  stocks;  (2)  you  may  qualify  for  long  term  capital  gains  treatment 
when  you  sell  the  reinvested  dividend  shares  (but,  need  to  hold  shares  for  at  least 

a year);  and,  (3)  the  yields  on  many  utility  stocks  have  never  been  higher thus, 

an  investment  in  qualified  utility  stocks  can  offer:  some  tax  relief;  good  return; 
and,  potential  capital  appreciation,  (contact  me  if  you  would  like  a listing  of  quali- 
fied utility  stocks) . 

***** 

The  information  contained  herein  has  been  obtained  from  sources  believed  reliable 
but  is  not  necessarily  complete  and  cannot  be  guaranteed.  Any  opinions  expressed 
are  subject  to  change  without  notice.  Neither  the  information  presented  nor  any 
opinion  expressed  constitutes  a representation  by  us  or  a solicitation  of  the  pur- 
chase or  sale  of  any  securities.  South  Carolina  Medical  Association  and  E.F.  Hutton 
and  Co. , Inc.  1982 . 

FURTHER  INFORMATION 

If  you  would  like  to  receive  further  information  on  any  of  the  topics  covered  in 
this  newsletter,  please  write  to  Martin  Lefkowitz,  CFP,  E.F.  Hutton  & Co.,  Inc., 

2700  Middleburg  Drive,  Suite  200,  Columbia,  S.C.  29204;  or  call  800-922-1112  (toll 
free) . 


THE  INITIAL  DIAGNOSIS  AND 
PHARMACOTHERAPY  OF  DEPRESSION: 
GUIDELINES  FOR  PRIMARY  CARE  PHYSICIANS* 


EARL  A.  BURCH,  JR.,  M.D.** 

FRANK  J.  AYD,  JR.,  M.D. 

Historically,  depression  has  been  divided  into 
either  of  two  major  categories:  1)  endogenous, 
defined  as  the  more  autonomous  and  biological 
type  of  depression;  and  2)  reactive,  defined  as  the 
more  “neurotic,”  stress-induced,  or  psychological 
kind  of  depression.1  Current  data  do  not  support 
such  a dichotomous  approach.  It  has  been  demon- 
strated that  stress  is  associated  with  both  types  of 
depression  and  that  it  causes  physiological 
changes  reflecting  a central  nervous  system  (CNS) 
dysequilibrium  state.2-  3 It  is  more  accurate  to 
consider  depression  as  a syndrome  (collection  of 
signs  or  symptoms  that  cluster  and  co-vary  over 
time)  with  similar  physiological  components,  re- 
gardless of  etiology. 

Depression  is  the  most  common  psychiatric 
syndrome  in  adults,  affecting  at  least  15-30%  of 
the  general  population  at  some  time  during  their 
life.4- 5 At  what  point  sadness  (the  day-to-day,  self- 
limiting,  dysphoric  and  normal  response  to  en- 
vironmental events,  without  physiological  compo- 
nents) becomes  depression  is  often  a matter  of 
debate.  However,  when  a sad  mood  is  predomi- 
nant and  prolonged,  and  significantly  interferes 
with  social,  occupational,  or  interpersonal  func- 
tioning, and  when  there  are  physiological  changes 
(sleep  problems,  appetite/weight  disturbances, 
fatigue,  constipation,  etc.),  it  is  likely  that  a de- 
pression syndrome  is  present. 

Surveys  of  medically  ill  patients  have  consis- 
tently demonstrated  that  as  many  as  one  in  eight 
medical  outpatients  and  one  in  four  medical  inpa- 
tients are  depressed,  but  as  many  as  half  of  these 
are  undiagnosed  by  their  treating  physician.6-  7 
Bant  demonstrated  that,  over  the  course  of  a year, 
almost  50%  of  patients  with  chronic  physical  ill- 
ness experience  at  least  one  episode  of  depression.8 
While  a number  of  different  medical  conditions 
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can  produce  depression,  perhaps  through  direct  or 
indirect  effects  on  neuro-transmitter  function,  the 
following  are  the  most  common  categories, 
grouped  in  order  of  frequency:9-  10 

1.  Cardiovascular  Disease 

2.  Endocrine,  Nutritional,  and  Metabolic  Dis- 
orders 

3.  Neurological  Disorders  Affecting  the  Cen- 
tral Nervous  System 

4.  Pulmonary  Disease 

5.  Infections 

6.  Malignancies 

7.  Hematological  Problems 

8.  Drug  Reactions 

Whether  physically  ill  or  not,  the  depressed 
patient  is  more  likely  to  visit  the  primary  care 
physician  for  an  initial  evaluation.  Unless  the  phy- 
sician specifically  considers  depression,  the  diag- 
nosis may  be  difficult  since  depression  frequently 
is  masked  by  complaints  such  as  headache,  back 
pain,  chest  tightness,  or  gastrointestinal  discom- 
fort.11 The  following  triad  of  symptoms  should 
alert  the  physician  to  the  possibility  of  depression: 
loss  of  energy  or  fatigue;  sleep  disturbances,  par- 
ticularly insomnia  or  early  morning  awakening; 
and  changes  in  appetite  and/or  weight.11  The 
presence  of  spontaneous  crying  episodes  is  an- 
other symptom  often  accompanying  depression. 

For  the  busy  practitioner,  it  is  important  to 
quickly  identify  the  patient  who  is  depressed  and 
frequently  this  can  be  done  during  the  history- 
taking procedure.  In  addition  to  the  physiological 
symptoms  noted  above,  the  following  areas  should 
be  assessed  during  routine  workups: 

1.  Past  Medical  History:  Since  it  is  estimated 
that  approximately  50%  of  patients  with  a history 
of  depression  will  have  a recurrence,12  a history  of 
previous  psychiatric  treatment  can  be  very  useful 
in  increasing  suspicion  for  this  illness.  Since  alco- 
holism and  depression  seem  to  be  genetically 
linked  in  some  instances,1  heavy  use  of  alcohol  can 
sometimes  be  an  indicator  of  an  underlying  de- 
pression. Use  of  prescription  medications  (certain 
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antihypertensives,  steroids,  or  oral  contraceptives) 
especially  in  the  genetically  vulnerable  patient, 
may  increase  the  risk  of  depression.11 

2.  Family  History:  A family  history  of  depres- 
sion, alcoholism,  or  suicide  may  identify  the  pa- 
tient who  is  more  genetically  vulnerable  to 
depression. 1 

3.  Personal  History:  Paykel,  et  al13  reported 
the  following  kinds  of  stresses  to  be  more  fre- 
quently associated  with  depression:  interpersonal 
loss,  separation,  or  threat  of  loss  or  separation  (ex., 
marital  conflicts);  personal  loss  (including  medi- 
cal illness);  occupational  stress  (ex.,  changing 
jobs). 

Once  a patient  with  the  symptoms  of  depres- 
sion is  identified  he  must  be  assessed  for  suicidal 
ideations  or  plans.  A family  history  of  suicide  or  a 
personal  history  of  previous  suicide  attempts  sig- 
nificantly increases  the  suicide  risk  for  the  de- 
pressed patient.  The  severely  depressed  patient 
also  should  be  assessed  for  impaired  reality  testing 
(psychosis),  the  most  direct  evidence  of  which  is 
the  presence  of  delusions  or  hallucinations. 

The  management  of  depression  should  be  ap- 
proached in  the  same  way  as  the  management  of 
other  medical  syndromes  such  as  hypertension  or 
congestive  heart  failure.  The  initial  goal  is  to 
provide  symptom  relief  while  the  long  term  goal  is 
to  search  for  the  underlying  pathophysiology  and 
psychopathology  that  lead  to  depression  in  a given 
situation.  While  patients  with  depression  may 
have  similar  or  identical  signs  and  symptoms,  the 
etiology  may  be  different.  For  example,  one  pa- 
tient may  have  a genetic  vulnerability  which, 
combined  with  certain  psychosocial  stresses,  re- 
sults in  depression.  Another  patient  may  develop 
depression  as  a result  of  a physiological  contribu- 
tor such  as  hypothyroidism  or  the  CNS  phar- 
macological action  of  an  antihypertensive  medi- 
cation.14’ 15 

For  the  patient  who  has  experienced  the  phys- 
iological symptoms  of  depression  for  two  or  more 
weeks,  the  most  specific  treatment  is  the  use  of  an 
antidepressant  drug.  It  is  becoming  increasingly 
clear  that  the  physiological  symptoms  of  depres- 
sion probably  result  from  a CNS  dysequilibrium 
state  in  the  limbic-hypothalamic-pituitary  axis.14’ 
16  It  has  been  demonstrated  that  two  important 
neurotransmitter  systems  are  altered  in  many  de- 
pressions: norepinephrine  and  serotonin.  Re- 
cently, it  has  been  shown  that  alterations  in  CNS 
alpha  and  beta  adrenergic  receptor  function  also 
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may  play  a role  in  the  etiology  of  some  depres- 
sions.17- 18  Even  more  exciting  is  the  fact  that 
certain  antidepressants  have  been  demonstrated 
to  correct  these  alterations.17-  18 

The  number  of  antidepressants  available  for 
use  in  the  United  States  is  increasing  as  “newer” 
agents  are  approved  by  the  FDA.  Actually,  most 
of  these  “newer”  agents,  e.g.,  maprotiline,  have 
been  used  in  Europe  for  some  time.  Although  all 
of  the  new  and  old  antidepressants  are  equally 
efficacious,  differing  neurochemical  mecha- 
nisms, metabolism,  and  side  effects  distinguish 
them  from  each  other.  The  availability  of  the 
newer  antidepressants  enables  the  physician  to 
individualize  treatment  with  respect  to  side  ef- 
fects. Moreover,  should  a patient  not  respond  to  a 
given  antidepressant,  treatment  success  may  be 
enhanced  by  choosing  a drug  that  has  a different 
mechanism  of  neurochemical  action  or  metabo- 
lism. The  tertiary  amine  antidepressants  (amitrip- 
tyline, imipramine,  and  doxepin)  are  metabolized 
to  secondary  amines  (nortriptyline,  desipramine, 
and  desmethyldoxepine,  respectively)  which  have 
antidepressant  activity  of  their  own.19’  20  Amox- 
apine,  the  de-methylated  metabolite  of  the  neu- 
roleptic, loxapine,  has  weak  dopamine  blocking 
effects,  a characteristic  not  typical  of  the  other 
antidepressants.21  Maprotiline  is  the  only  tetracy- 
clic agent  currently  available  in  the  United  States. 

The  most  common  errors  made  in  prescribing 
antidepressants  are:  (1)  failure  to  utilize  adequate 
dosages;  (2)  failure  to  continue  treatment  long 
enough;  (3)  failure  to  advise  the  patient  about  side 
effects  and  adjust  dosage  or  change  to  another 
agent  to  increase  compliance. 

Clinical  experience  with  all  antidepressants  has 
substantiated  that  therapy  with  any  of  these  drugs 
is  best  initiated  with  low  doses  followed  by  grad- 
ual increments  in  the  daily  dosage.  For  example, 
if  the  patient  is  under  60  years,  it  is  prudent  to 
start  maprotiline  therapy  with  25  mg  two  to  three 
times  a day.  If  this  dose  is  tolerated,  as  it  usually  is, 
25  mg  should  be  added  to  the  daily  dose  every  two 
to  three  days  so  the  patient  is  receiving  150  mg  per 
day  at  the  end  of  seven  to  ten  days.  During  the 
second  week  of  treatment,  many  physicians 
switch  over  to  a single  daily  dose,  in  this  case,  150 
mg  in  the  evening.  Most  patients  tolerate  this  one- 
dose-a-day  well  and  experience  fewer  side  effects 
than  with  several  daily  doses.22  There  are  occa- 
sional patients  who  complain  of  insomnia  with 
one  daily  dose  in  the  evening;  should  this  occur, 
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divided  doses  may  be  preferable.  If  there  is  no 
improvement  after  10  to  14  days,  the  daily  dosage 
should  be  increased  to  200  mg  or  even  250  mg  per 
day  as  long  as  side  effects  are  tolerated. 

There  are  several  important  aspects  of  treating 
the  elderly  with  a tricyclic  antidepressant  or  a 
tetracyclic  like  maprotiline.  Generally,  one  should 
institute  treatment  with  low  doses  and  gradually 
increase  the  daily  dosage  depending  on  the  pa- 
tient’s response.  There  is  also  the  need  to  monitor 
the  patient  closely,  especially  in  the  early  days  and 
weeks  of  treatment,  to  detect  emerging  signs  of 
toxic  somatic  or  psychopathological  reactions.  It  is 
important  to  realize  that  the  elderly  metabolize 
antidepressants  slowly  and  therefore  are  more 
vulnerable  to  toxicity  resulting  from  large  starting 
doses  or  rapid  escalation  of  the  daily  dose.  Using 
maprotiline  as  an  example,  it  is  good  practice  to 
start  patients  over  60  years  of  age  with  25  or  50  mg 
a day  and  gradually  increase  to  a total  daily  dose 
of  only  75  or  100  mg. 

The  first  symptoms  expected  to  be  relieved  by 
adequate  antidepressant  drug  treatment  are  sleep 
disturbance,  agitation,  and  frequency  of  crying 
spells.  Actual  mood  elevation  may  not  occur  for 
three  to  four  weeks  and  the  patient  should  be 
warned  of  this  delay  to  avoid  further  feelings  of 
hopelessness  and  possible  intensification  of  suici- 
dal thoughts. 

Premature  discontinuation  of  antidepressant 
therapy  may  lead  to  relapse  of  symptoms.  In  a 
patient  with  no  personal  or  family  history  of  de- 
pression, a three  to  six  month  course  of  treatment 
may  be  adequate.  A patient  with  a previous  epi- 
sode of  depression  should  be  treated  with  a six  to 
12  month  course  of  antidepressant  therapy.23  In 
both  instances,  cautious  tapering  of  dosage  (25-50 
mg  per  week)  can  help  identify  early  signs  of 
relapse  and  avoid  any  withdrawal  effects,  (ex., 
nausea,  headache)  that  can  occur  when  the  medi- 
cation is  abruptly  withdrawn. 

SIDE  EFFECTS 

All  antidepressants  have  varying  degrees  of 
anticholinergic  and  sedating  side  effects.  Pe- 
ripheral anticholinergic  effects  include  dry 
mouth,  blurred  vision,  constipation,  difficulty  uri- 
nating, and  tachycardia.  Central  anticholinergic 
symptoms,  such  as  memory  impairment  and  in- 
ability to  concentrate,  are  also  occasionally  seen  in 
untreated  depressed  patients.24  Patients  who  are 
especially  sensitive  to  cholinergic  blockade,  such 


as  the  elderly,  individuals  with  organic  brain  dys- 
function, or  those  already  taking  anticholinergic 
agents,  may  become  confused,  disoriented,  and 
overtly  psychotic  when  a high  dose  of  a potent 
anticholinergic  is  added  to  their  treatment  reg- 
imen.23 Although  there  is  a great  deal  of  inter- 
patient variability,25'27  such  patients  may  benefit 
from  the  use  of  an  antidepressant  which  is  rela- 
tively low  in  anticholinergic  activity,  such  as  de- 
sipramine  or  maprotiline.  These  drugs  are  also 
more  useful  in  patients  with  open-angle  glauco- 
ma, prostatic  hypertrophy,  or  serious  problems 
with  constipation. 

Sedation  is  another  pharmacological  parameter 
by  which  the  antidepressants  can  be  differenti- 
ated from  each  other.  Degree  of  sedation  seems  to 
be  equivalent  to  potency  of  CNS  anti-histaminic 
activity.25  As  a general  rule,  the  more  severely 
depressed  patient  will  tolerate  a higher  dose  of  an 
antidepressant  before  experiencing  over-sedation 
when  compared  to  a patient  with  mild  depres- 
sion.28 If  insomnia  is  an  especially  prevalent  symp- 
tom, the  more  sedating  drugs,  such  as  amitripty- 
line, doxepin  or  maprotiline  may  be  useful.  It  is 
best  to  give  these  drugs  one  to  two  hours  before 
bedtime  to  take  advantage  of  their  peak  sedating 
effects  and  to  help  avoid  excessive  sedation  the 
next  morning.  If  both  sedation  and  low  anti- 
cholinergic side  effects  are  desired,  maprotiline 
may  be  the  drug  of  choice.  In  addition,  maproti- 
line seems  to  have  a preferential  therapeutic  ef- 
fect for  agitated  depressives.29 

One  of  the  most  controversial  aspects  of  anti- 
depressants is  their  cardiovascular  effects.  In  pa- 
tients without  cardiovascular  disease,  antidepres- 
sants are  essentially  free  of  serious  adverse  ef- 
fects.30 Nevertheless,  these  medicines  do  have 
quinidine-like  properties  and  overdoses  can  cre- 
ate arrhythmias  similar  to  those  of  quinidine.28,  30 

The  most  common  potentially  serious  cardio- 
vascular complication  of  antidepressants  is  ortho- 
static hypotension  which  is  thought  to  be  related 
to  peripheral  alpha-adrenergic  blockade.28  Nor- 
triptyline has  been  reported  to  be  less  problematic 
in  this  regard.31  Eiowever,  when  used  at  low  doses 
(50-75  mg  per  day),  maprotiline,  amoxapine  and 
doxepin  may  be  less  likely  to  produce  significant 
hypotension  as  compared  to  imipramine  and 
amitriptyline.23-  30-  31 

The  fact  that  antidepressants  can  prolong  the  P- 
R interval  and  the  QRS  complex  must  be  consid- 
ered in  patients  with  abnormalities  of  intra- 
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ventricular  conduction  defects  since  there  is  a risk 
of  precipitating  heart  block  in  such  patients.30 
Despite  some  controversy,  a number  of  studies 
have  demonstrated  that  patients  with  ischemic 
heart  disease,  but  not  in  overt  congestive  heart 
failure,  can  be  safely  managed  on  low  doses 
(50-100  mg  per  day)  of  most  antidepressants.30'  31 
Although  well  controlled,  dose-comparative 
studies  with  all  other  antidepressants  either  have 
not  been  done  or  have  not  shown  significant 
differences  in  side  effects,  doxepin  and  maproti- 
line  are  often  said  to  be  safer  for  patients  with 
cardiovascular  disease .30-  32-  33  The  use  of  low  and 
divided  dosages  may  help  avoid  cardiovascular 
problems  in  susceptible  patients.28  All  antidepres- 
sants should  be  avoided,  if  possible,  for  six  weeks 
following  myocardial  infarction. 

DRUG-DRUG  INTERACTIONS 

When  treating  depression  in  medically  ill  pa- 
tients, the  physician  must  be  aware  of  possible 
drug-drug  interactions.  Most  antidepressant  drug 
interactions  arise  from  their  actions  of  sedation, 
cholinergic  blockade,  and  slowed  re-uptake  of 
neurotransmitter  into  adrenergic  neurons.23 
Other  interactions  occur  due  to  altered  rates  of 
metabolism  of  the  antidepressant  or  of  the  addi- 
tional drug.28 

The  addition  of  an  antidepressant  to  an  already 
existing  treatment  regimen  should  begin  with  low 
doses,  slow  increases,  and  careful  monitoring  of 
side  effects,  particularly  in  the  elderly.  Divided 
doses  of  an  antidepressant  may  also  decrease  the 
chance  of  an  adverse  side  effect.  With  respect  to 
antidepressant-antihypertensive  interactions,  an- 
tidepressants should  not  be  prescribed  for  patients 
who  are  receiving  guanethidine,  behanidine,  de- 
brisoquine,  or  clonidine  due  to  possible  reversal  of 
antihypertensive  effect.34, 35’ 36  Thiazide  diuretics, 
prazosin,  and  hydralazine  seem  to  be  relatively 
safer  in  terms  of  toxicity  or  reversal  of  antihyper- 
tensive/antidepressant effects.35’  36 

PSYCHIATRIC  CONSULTATION 

A patient  who  is  tolerating  the  maximal  FDA 
recommended  dosage  of  any  antidepressant  and 
has  not  improved  in  two  weeks  at  this  dosage, 
should  be  referred  for  a psychiatric  consultation. 
While  many  patients  respond  to  a combination  of 
antidepressant  and  the  psychotherapeutic  mea- 
sures of  empathy,  advice  and  support,  some  pa- 
tients require  more  sophisticated  approaches  in 
combination  with  more  complex  diagnostic  ap- 
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praisals  and  medication  adjustments.  These  in- 
clude patients  at  high  risk  for  suicide  (those  with  a 
personal  history  of  previous  suicide  attempts  or 
who  admit  to  having  made  plans  for  suicide),  and 
those  with  evidence  of  psychosis. 

CONCLUSION 

Depression  is  a major  psychiatric  syndrome  fre- 
quently encountered  by  primary  care  physicians 
in  their  daily  inpatient  and  outpatient  practice. 
The  recognition  of  depression  can  be  facilitated 
by  asking  specific  questions  during  the  history 
taking  process  and  by  noting  certain  signs  during 
the  examination.  A high  index  of  suspicion  will 
significantly  increase  the  likelihood  of  correctly 
diagnosing  depression. 

The  ability  to  successfully  treat  depression  and 
prevent  recurrences  is  being  enhanced  by  the 
introduction  of  newer  antidepressants,  such  as 
amoxapine  and  maprotiline,  into  the  U.  S.  Early 
diagnosis  and  treatment,  combined  with  appro- 
priate psychiatric  consultation,  should  decrease 
the  morbidity  and  mortality  associated  with  the 
depression  syndrome.  □ 

ADDENDUM:  A new  antidepressant,  trazodone,  has  been 
introduced  since  this  paper  was  accepted.  Trazodone  is  rela- 
tively sedating,  can  cause  hypotension,  but  is  low  in  anti- 
cholinergic action  and  has  little  tendency  to  slow  intracardiac 
conduction  or  to  generate  arrhythmias. 
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CHRONIC  BENIGN  PAIN:  AN  INNOVATIVE 
PROGRAM  FOR  SOUTH  CAROLINA 
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Chronic  benign  pain  and  its  causes  and  treat- 
ment have  received  considerable  attention  over 
the  past  decade  and  today  has  moved  into  the 
mainstream  of  health  care  delivery.  This  trend  has 
spawned  development  of  numerous  interdisci- 
plinary programs  specifically  geared  toward 
chronic  pain  rehabilitation.  To  a large  extent  these 
programs  have  been  influenced  by  Fordyce,1 
Bonica,2  and  Sternbach.3  Each  author  promotes  a 
unique  approach  in  conceptualizing,  diagnosing 
and  treating  complex  intractable  pain,  yet  each 
researcher  recognizes  the  importance  of  a behav- 
ioral psychology  foundation  and  the  psycho- 
biological  model. 

This  approach  is  in  contrast  to  conventional 
medical  care.  By  training,  physicians  generally 
practice  within  the  stimulus=>response  model,  as 
do  patients  seeking  medical  assistance,  workers 
compensation  carriers  seeking  an  equitable  solu- 
tion to  pending  litigation,  and  insurance  com- 
panies seeking  a resolve  to  mounting  medical  bills. 
For  the  great  majority  of  medical  disorders  the 
stimulus=>response  model  of  practice  is  appropri- 
ate and  effective.  Flowever,  there  is  an  increasing 
body  of  scientific  research  suggesting  that  for 
many  patients  suffering  from  cronic  benign  pain, 
conventional  medical  treatment  procedures  in- 
cluding surgical  intervention  may,  in  the  long  run, 
prove  ineffective  in  returning  the  patient  to  a 
productive  lifestyle.4 

This  paper  reports  the  clinical  outcome  of  70 
patients  who  participated  in  the  first  twelve 
months  of  operation  of  the  Chronic  Pain  Re- 
habilitation Program  of  the  Greenville  Hospital 
System.  To  our  knowledge,  the  Chronic  Pain  Re- 
habilitation Program  is  the  only  program  in  South 
Carolina  with  a full-time  staff  of  health  care  pro- 
fessionals offering  comprehensive  and  specific  re- 
habilitation treatment  tailored  to  meet  the  unique 
needs  of  the  chronic  pain  patient.  The  Chronic 
Pain  Program  is  an  intensive  21-28  day  inpatient 


° Chronic  Pain  Rehabilitation  Program,  Roger  C.  Peace  In- 
stitute of  Rehabilitative  Medicine,  Greenville  Hospital  Sys- 
tem, 701  Grove  Road,  Greenville,  S.  C.  29605. 


program  offering  interdisciplinary  rehabilitation 
treatment.  Physical  medicine,  clinical  psychology 
and  behavioral  medicine,  physical  therapy,  recre- 
ational therapy,  occupational  therapy,  social  ser- 
vices, rehabilitation  nursing  and  vocational  reha- 
bilitation work  as  a rehabilitation  team  in  a behav- 
ior modification  environment  targeted  toward 
physical  and  psychological  rehabilitation  of  the 
chronic  pain  patient. 

GOALS 

It  is  important  first  to  recognize  that  the 
Chronic  Pain  Rehabilitation  Program  does  not 
function  as  a primary  medical  or  diagnostic  facil- 
ity. The  Chronic  Pain  Program  offers  inter- 
disciplinary rehabilitation  services.  Patients  are 
not  promised  a “cure”  for  their  pain  but  rather  the 
opportunity  to  learn  to  better  cope  with  their 
discomfort  and  to  live  a more  productive  and 
normal  lifestyle. 

The  goals  of  the  Chronic  Pain  Program  are, 
therefore,  rehabilitation  goals  and  are  central  to 
follow-up  because  they  serve  as  the  yardstick  for 
judging  rehabilitation  outcome.  The  program 
goals  of  the  Chronic  Pain  Rehabilitation  Program 
also  function  as  part  of  the  overall  follow-up  pro- 
gram as  required  by  the  Council  of  Accreditation 
of  Rehabilitation  Facilities  and  are  as  follows: 

1.  Increase  in  physical  and  social  activity 

2.  Medication  reduction 

3.  Reduction  in  subjective  pain  intensity 

4.  Reduction  in  health  care  utilization 

5.  Return  to  employment 

Increases  in  Physical  and  Social  Activity 

The  first  goal  of  the  Chronic  Pain  Rehabilita- 
tion Program  is  to  increase  physical  activity  and 
general  conditioning.  Activity  is  defined  as  a com- 
bination of  physical  and  social  behaviors.  In  the 
Chronic  Pain  Rehabilitation  Program,  an  increas- 
ing quota1  approach  to  increasing  strength,  walk- 
ing distances,  sitting  and  standing  tolerance, 
bicycle  riding,  range  of  motion,  and  endurance  is 
emphasized  in  Occupational,  Recreational  and 
Physical  Therapy  programs.  These  therapies  do 
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not  consist  of  conventional  treatment  modalities 
but  are  highly  structured,  individualized,  and  spe- 
cifically tailored  to  meet  the  unique  needs  of  the 
chronic  pain  patient.  In  addition,  patients  are 
scheduled  to  participate  in  social  activities.  Recre- 
ational Therapy  schedules  regular  outings  includ- 
ing bowling,  restaurants,  and  shopping  which 
requires  increased  tolerance  for  activity. 

Medication  Reduction 

A second  goal  is  gradual  reduction  of  nonessen- 
tial medications.  By  using  “pain  cocktails,”1  an 
attempt  is  made  to  systematically  withdraw  pa- 
tients from  narcotic  and  non-narcotic  analgesics, 
sedatives,  and  anti-anxiety  medications  over  the 
21  to  28  day  hospitalization.  Medication  usage, 
like  limping  and  decreased  physical  activity,  is  a 
form  of  “pain  behavior”  and  an  outward  signal 
suggesting  pain  to  observers. 

Subjective  Pain  Intensity 

Another  important  goal  of  the  Chronic  Pain 
Rehabilitation  Program  is  to  maximize  existing 
skills  and  develop  new  skills  for  coping  with  sub- 
jective distress.  Distress  is  defined  as  both  the 
perception  of  physical  discomfort  as  well  as  psy- 
chological impairments  frequently  associated 
with  chronic  pain  states  (e.g.,  anxiety,  depression, 
frustration,  etc.).  Methods  for  effective  manage- 
ment of  anxiety,  depression,  insomnia  and  pain 
are  instructed  and  practiced  daily.  A positive 
effort  is  made  toward  teaching  each  patient  to 
control  his  pain  rather  than  the  pain  controlling 
the  patient. 

Reduction  in  Health  Care  Utilization 

A fourth  goal  is  to  reduce  the  over-utilization  of 
health  care.  Efforts  are  made  to  teach  patients  to 
be  as  independent  as  possible  as  opposed  to  an 
expensive,  prolonged  and  draining  dependence 
on  the  health  care  system.  The  Chronic  Pain  Re- 
habilitation Program  continuously  emphasizes 
the  need  to  consider  a point  of  termination  in  the 
patient’s  long  search  for  assistance  in  coping  with 
pain. 

Employment  Status 

A final  goal  of  the  Chronic  Pain  Rehabilitation 
Program  is  to  return  as  many  patients  as  possible 
to  productive  employment  despite  the  fact  that 
the  vast  majority  have  been  disabled  for  greater 
than  two  years.  Vocation  and  education  are  con- 
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sidered  therapeutic  in  coping  with  pain  and  are 
viewed  as  examples  of  “well  behavior.”  A South 
Carolina  Department  of  Vocational  Rehabilita- 
tion counselor  is  actively  involved  in  the  Chronic 
Pain  Program  and  works  regularly  with  patients 
to  assist  in  vocational  placement  and  training.  A 
major  emphasis  of  the  Chronic  Pain  Program  is  to 
demonstrate  to  each  patient  that  chronic  benign 
pain  is  seldom  a totally  disabling  disorder. 

PATIENTS 

Follow-up  was  conducted  by  telephone  and 
during  regularly  scheduled  office  visits  of  the  80 
patients  completing  the  Chronic  Pain  Rehabilita- 
tion Program  during  the  twelve  month  period 
between  March  18,  1981  and  March  18,  1982. 
Follow-up  ranged  from  five  to  57  weeks  post- 
treatment. During  this  time  the  Chronic  Pain 
Program  received  205  referrals  from  across  South 
Carolina,  northeast  Georgia  and  western  North 
Carolina  and  conducted  Preadmission  Evalua- 
tions on  152  patients.  The  Preadmission  Evalua- 
tion consists  of  a physical  examination  and  review 
of  medical  records,  psychological  testing  and  in- 
terviews, occupational  and  physical  therapy  eval- 
uations, and  social  services  interviews  with  family 
members.  Information  obtained  during  the  Pre- 
admission Evaluation  is  used  to  select  appropriate 
patients  to  be  offered  admission  to  the  Chronic 
Pain  Program.  Of  the  53  referred  patients  not 
scheduled  for  Preadmission  Evaluation,  22  were 
evaluated  subsequent  to  the  dates  of  this  study  and 
31  patients  were  not  evaluated  because  of  lack  of 
financial  support,  scheduling  difficulty,  or  deci- 
sion on  the  part  of  the  patient. 

Preadmission  Evaluations  were  conducted  on 
152  referred  patients.  Eighty-one  patients  (53%) 
were  offered  admission  to  the  Chronic  Pain  Re- 
habilitation Program.  Seventy-one  patients  not 
offered  program  admission  were  rejected  for  vari- 
ous reasons  including  significant  psychological 
disturbances,  lack  of  adequate  medical  work-up, 
and,  most  frequently,  a perception  on  the  part  of 
the  Chronic  Pain  Program  staff  that  the  patient 
was  not  adequately  motivated  to  return  to  a more 
productive  and  normal  lifestyle. 

Of  the  80  patients  completing  the  Pain  Pro- 
gram during  the  dates  of  this  study,  44  were  males 
and  36  were  females.  The  average  age  was  41.3 
years  and  ranged  from  19  to  59  years.  Eighty-six 
percent  were  diagnosed  as  low  back  pain,  10 
percent  suffered  upper  and/or  lower  extremity 
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pain,  and  four  percent  complained  of  lower  ab- 
dominal pain.  Forty-one  percent  of  the  patients 
completing  the  Pain  Program  had  undergone  un- 
successful surgery  for  pain  relief  and  the  number 
of  surgeries  ranged  from  0 to  4 with  an  average  of 
2.0  operations.  The  average  duration  from  onset 
of  pain  until  program  admission  was  16  months. 
Of  the  total  80  patients  completing  the  program, 
60  percent  were  workers  compensation  injuries, 
38  percent  were  funded  by  standard  hospitaliza- 
tion insurance  coverage,  and  two  percent  funded 
by  Medicare. 

RESULTS 

An  analysis  of  the  outcome  of  this  clinical  study 
must  be  undertaken  mindful  of  the  following 
important  facts:  (1)  on  admission,  84  percent  of 
the  patients  were  chronically  incapacitated  by 
intractable  pain.  These  patients  had  long  histories 
of  unemployment  related  to  their  pain  and  dis- 
ability. (2)  Forty-one  percent  of  the  treated  popu- 
lation had  undergone  multiple  surgeries  that  had 
failed  to  relieve  pain  or  restore  functional  mobil- 
ity. (3)  The  treated  population  demonstrated  evi- 
dence that  pain  behavior  and  the  invalid  role  had 
received  long  reinforcement  histories.  (4)  Prior  to 
admission,  medication,  surgical  and/or  conserva- 
tive management  had  been  attempted  without 
evidence  of  long-term  benefit  to  the  patient.  (5) 
The  duration  of  pain  (average  16  months)  far 
exceeded  the  six-month  period  during  which 
spontaneous  improvements  can  be  expected. 

The  results  of  this  investigation  indicate  that 
eighty  patients  (100%)  demonstrated  increases  in 
physical  activity,  range  of  motion,  endurance  and 
tolerance  averaging  370  percent.  These  measures 
were  recorded  daily  but  statistical  analysis  com- 
pared physical  measures  recorded  at  the  time  of 
admission  (baseline)  and  at  discharge.  At  follow- 
up, 72  patients  (90%)  reported  maintaining  or 
increasing  their  level  of  activity  as  measured  at 
discharge. 

Forty-eight  patients  (60%)  were  taking  an  aver- 
age of  2.2  prescription  medications  related  to  pain 
(including  narcotics)  at  the  time  of  program  ad- 
mission (32  patients  were  taking  no  medication 
for  pain  other  than  proprietary  analgesics).  At 
discharge,  34  patients  (70%)  were  taking  no  pre- 
scription medications  for  pain  and  the  average 
number  of  medications  (1.0,  no  narcotics)  taken 
by  the  remaining  fourteen  patients  signified  a 
reduction  of  55  percent.  As  of  the  follow-up  date, 


32  patients  (67%)  were  taking  no  prescription 
medications  for  pain  and  the  average  number  of 
medications  (1.1,  no  narcotics)  taken  by  the  re- 
maining nineteen  patients  indicated  a reduction 
of  50  percent. 

Significant  decreases  in  subjective  pain  inten- 
sity were  noted  at  discharge  and  follow-up.  Sixty- 
two  patients  (78%)  reported  on  a daily  rating  scale 
subjective  decreases  in  pain  intensity  and  in- 
creased ability  to  cope  with  residual  pain.  At 
discharge  the  average  decrease  in  pain  intensity 
was  23  percent.  At  follow-up,  fifty-six  patients 
(70%)  reported  decreases  in  pain  intensity  averag- 
ing 34  percent.  The  majority  of  patients  also  re- 
ported an  increased  ability  to  relax  and  renewed 
confidence  in  their  ability  to  function  inde- 
pendently. 

The  over-utilization  of  medical  care  was  sharp- 
ly decreased  after  treatment  in  the  Chronic  Pain 
Rehabilitation  Program.  At  follow-up,  21  patients 
(26%)  continued  under  medical  care  and  59  pa- 
tients (74%)  reported  no  additional  physician  vis- 
its or  hospitalizations  for  pain  except  for  appoint- 
ments initiated  by  workers  compensation  carriers. 
This  represents  a reduction  in  health  care  utiliza- 
tion of  74  percent  and  a significant  reduction  in 
health  care  expenditures. 

At  the  time  of  Pain  Program  admission,  eleven 
patients  (14%)  were  working  daily.  At  the  time  of 
discharge,  twenty-one  patients  (26%)  returned  to 
full-time  employment  or  were  attending  school 
daily.  Follow-up  indicated  52  patients  (65%) 
working  or  attending  school  daily,  an  increase  of 
79  percent  from  admission.  Of  the  remaining, 
four  patients  had  taken  early  retirement  and 
twenty-four  patients  had  not  returned  to  employ- 
ment. 

DISCUSSION 

Chronic  benign  pain,  especially  low  back  pain, 
is  one  of  the  most  prevalent  and  resistant  of  all 
psychophysiological  disorders  and  creates  severe 
medical,  social,  and  economic  problems  for  pa- 
tients, medical  personnel,  hospitals,  insurance 
companies,  and  industry.  Low  back  pain,  the  most 
common  chronic  pain  disorder,  accounts  for  more 
than  20  percent  of  all  compensation  payments 
made  in  any  given  year.5  In  South  Carolina,  for 
example,  workers  compensation  closed  cases  for 
low  back  pain  during  fiscal  1979  totaled 
$16,319,858  and  338,000  lost  work  days.  On  the 
national  level,  Liberty  Mutual  Insurance  Com- 
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pany,  a major  workers  compensation  carrier,  paid 
a total  of  $217,441,000  in  1980  for  diagnosis, 
treatment  and  compensation  of  occupational  back 
injuries  alone.6  The  national  cost  of  chronic  pain, 
including  diagnosis,  treatment,  compensation, 
personnel  replacement  costs  and  lost  productivity, 
is  estimated  over  60  billion  dollars  annually.7 

Physicians  have  traditionally  sought  to  remedi- 
ate low  back  pain  through  either  conservative 
management,  such  as  bed  rest,  traction,  braces, 
corsets,  nerve  blocks  and  medication,  or  surgical 
procedures  such  as  laminectomies,  fusions,  facet 
rhizotomies  and  cordotomies.  While  in  some  cases 
pain  relief  may  result  from  such  procedures,  there 
is  increasing  research  indicating  that  for  many 
patients,  procedures  which  involve  surgical  inter- 
vention may,  in  the  long  run,  prove  ineffective  as 
a method  of  long-term  pain  relief.4 

For  example,  Becker,  Shealy  and  Gaumer8 
noted:  “Traditional  neurosurgical  procedures 
failed  to  relieve  pain  at  all  in  30  percent  of  chronic 
pain  patients  and  at  the  end  of  five  years,  all  but 
10  percent  of  these  operations  have  failed  to  give 
satisfactory  relief  of  pain  to  the  patient.”  This 
research  was  further  substantiated  by  the  longitu- 
dinal study  of  White.9  Looking  at  long-term  out- 
come in  patients  after  surgery  for  discogenic  low 
back  problems,  White  discovered  a significant 
number  demonstrated  very  low  rates  of  return  to 
employment  and  sought  repeated  surgery  and 
medical  care  for  pain  relief. 

As  the  facts  are  collected,  the  chronic  pain 
population  appears  as  one  of  the  most  highly 
refractory  to  medical  care  by  either  conservative 
management  or  surgical  intervention.  Despite 
quality  medical  treatment,  many  of  the  10  to  14 
percent  of  the  United  States  population  estimated 
to  suffer  from  chronic  pain  eventually  become 
physically  and/or  emotionally  disabled.  Recent 
research  has  attempted  to  explain  the  complexity 
of  intractable  benign  pain  and  the  frequent 
failure  of  conventional  medical  treatment  by  sug- 
gesting that  chronic  pain  does  not  conform  to  the 
stimulus=>response  model  of  medicine.  We  now 
know  that  chronic  pain  has  the  potential  of  being 
heavily  influenced  by  psychological  variables  and 
the  psychological  laws  of  learning  and  condition- 
ing. We  have  all  seen  chronic  pain  patients  de- 
velop emotional  changes  that  impair  interactions 
with  family,  friends  and  environmental  surround- 
ings. Overt  or,  more  frequently,  covert  psycholog- 
ical factors  significantly  complicate  the  medical 
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picture.  Often  the  patient  is  unintentionally  en- 
couraged to  engage  in  “chronic  pain  behavior” 
because  of  a perceived  lack  of  reaction  or  over- 
attentiveness of  well-meaning  individuals,  includ- 
ing physicians.  As  a result,  the  patient  can  uncon- 
sciously become  highly  manipulative  in  terms  of 
his  environment  and  the  people  around  him,  in- 
cluding employers  and  medical  personnel.  In  a 
constant  search  for  a “cure,”  these  patients  often 
go  from  doctor  to  doctor,  requesting  more  and 
stronger  drugs  as  well  as  repeated  surgeries  and 
treatment.  When  the  patient  perceives  that  one 
physician  is  near  completion  of  what  is  most  al- 
ways an  unsuccessful  treatment  trial,  the  patient 
goes  “doctor  shopping”  to  locate  a new  physician 
who  innocently  starts  the  cycle  over  again  with 
more  examinations,  tests,  and  hospitalizations.  As 
a result,  most  chronic  pain  patients  have  been 
extensively  treated  with  multiple  surgeries,  tran- 
quilizers, sedatives,  synthetic  analgesics,  and  nar- 
cotics, which  frequently  lead  to  habituation  and 
dependence.  During  this  time  patients  engage  in 
“pain  behaviors”  such  as  moving  in  guarded  mo- 
tions, antalgic  gaits,  excessive  bed  rest,  medication 
abuse,  and  retiring  from  normal  activities.  As  a 
result,  these  individuals  experience  not  only  a 
psychological  deterioration  but  also  a gradual  de- 
terioration of  physical  conditioning.  The  product 
of  this  endless  cycle  is  the  chronic  pain  patient 
whose  entire  economic,  social,  and  personal  life 
revolves  around  disability  and  suffering. 

As  the  data  reported  indicate,  an  alternative 
treatment  approach  for  the  patient  refractory  to 
conventional  medical  interventions  is  available  in 
the  Chronic  Pain  Rehabilitation  Program  de- 
scribed. As  demonstrated,  this  comprehensive  re- 
habilitation approach  which  is  targeted  at  increas- 
ing physical  and  social  activity,  eliminating  or 
reducing  medication  intake,  reducing  subjective 
pain  intensity,  and  reducing  the  over-utilization 
of  health  care,  can  lead  to  vocational  and  physical 
rehabilitation  and  the  patient's  resumption  of  a 
more  normal  lifestyle.  It  is  suggested  that  where 
predictors  of  treatment  failure  from  conventional 
interventions  are  evident  or  when  traditional 
medical  care  is  not  successful,  the  comprehensive 
rehabilitation  approach  taken  in  this  investigation 
can  offer  to  the  physician,  insurance  carrier,  and 
patient,  a relatively  inexpensive  and  proven  op- 
tion to  repeated  surgeries,  medications,  learned 
helplessness  and  the  patient’s  adoption  of  the 
chronic  invalid  role. 
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SUMMARY  AND  RECOMMENDATIONS 

The  treated  population  in  this  outcome  investi- 
gation could  amply  be  called  chronic  rehabilita- 
tion “losers”  who  failed  to  respond  to  traditional 
medical  management.  This  is  not  surprising  in 
light  of  research  clarifying  the  dynamics  of 
chronic  learned  pain.  In  general,  the  outcome  of 
this  investigation  supports  the  view  that  while 
physical  repair  of  tissue  damage  for  pain  relief 
may  be  necessary  in  many  cases,  this  approach 
does  not  always  constitute  a necessary  or  sufficient 
intervention  for  the  relief  of  pain  or  the  compre- 
hensive rehabilitation  of  the  patient.  It  is  known 
that  the  intensity,  direction  and  frequency  of 
reactive  pain  behavior  is  not  a direct  function  of 
the  degree,  locus  or  amount  of  organic  tissue 
damage  associated  with  the  patient’s  injury.10  For 
a sizable  number  of  patients  medically  diagnosed 
as  suffering  chronic  benign  pain,  such  as  low  back 
pain,  the  successful  management  of  psycho- 
physiological  factors  (e.g.,  anxiety,  muscle  tension 
levels,  depression),  believed  to  strongly  influence 
chronic  pain  should  now  be  given  careful  atten- 
tion as  part  of  a comprehensive  approach  to  the 
rehabilitation  of  the  chronic  pain  population.  Spe- 
cifically stated,  the  psychophysical  treatment  of 
the  tension-anxiety-pain  cycle  constitutes  a valu- 
able intervention  strategy  for  the  subset  of  chronic 
benign  pain  patients  for  whom  conventional  med- 
ical strategies  have  been  known  to  fail. 

On  the  basis  of  the  reported  findings,  it  is 
recommended  that  for  the  subset  of  chronic  pain 
patients  comparable  to  those  described  in  this 
study,  surgical  procedures  should  be  considered  as 
a mode  of  intervention:  (1)  only  to  the  extent  that 
the  repair  of  structural  damage  is  considered  abso- 


lutely necessary  to  prevent  the  immediate  and 
further  deterioration  of  tissue,  (2)  not  as  a primary 
mode  of  treatment  for  the  relief  of  pain,  and  (3) 
only  after  proper  identification  of  important  in- 
tervening psychological  variables  by  means  of 
psychological  testing  administered  by  a clinical 
psychologist  trained  and  experienced  in  evaluat- 
ing chronic  pain  states.  Insofar  as  many  chronic 
pain  patients,  particularly  low  back  pain  patients, 
begin  their  careers  as  intractable  pain  sufferers 
who  have  psychological  test  profiles  predictive  of 
surgical  failure,  the  physician  is  cautioned  to  rec- 
ognize the  limitations  and  important  conse- 
quences of  conventional  medical  interventions.  □ 
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NOW  THERE  IS  A BETTER 

ALTERNATIVE  TO  STOOL 
EXAMS.  ENTERO-TEST. 


ENTERO-TEST®  Adult,  and  Pediatric, 
a nylon  line  coiled  inside  of  a gelatin 
capsule.  The  Pediatric  string  is  90cm 
mid  the  Adult  string  is  140cm.  Both 
capsules  are  designed  to  retrieve 
duodenal  contents  without  intubation. 
ENTERO-TEST®  has  the  following 
advantages: 

■ Rapid 

■ Accurate 

■ Safe 

■ No  Radiation 

■ Outpatient  and  Inpatient  Use 
Studies  have  confirmed  the  following 
applications  for  the  Entero-Test: 

PARASITES: 

Those  parasites  that  live  primarily  in 
the  duodenum  or  bile  ducts  often  are 
more  readily  seen  in  the  duodenal 
contents  than  in  the  stool.  These 
include  Giardia  lamblia  (motile  tro- 
phozoites), Strongyloides  stercoralis 
(larvae  and/or  eggs  in  advanced 
stages  of  development),  Clonorchis 
sinensis  (eggs),  Fasciola  hepatica 
(eggs),  Trichostrongylus  orientalis 
(eggs),  and  Isospora  (coccidia). 
SALMONELLA  TYPHI: 

Multiple  stool  exams  cultured  over 
several  weeks  or  duodenal  intubation 
are  the  most  commonly  used  pro- 
cedures. The  Entero-Iest  is  as  efficient 
as  intubation  but  simpler  and  more 
comf  ortable.  New  studies  have  further 
confirmed  superior  applicability  over 
other  procedures. 

SMALL  INTESTINAL 
MICROFLORA  (Bacterial 
overgrowth): 

Chronic  Diarrhea  caused  by  anaerobic 
and  aerobic  bacteria  in  inf  ants  and 
children  was  easily  identified  using  the 
Entero-Test.The  string  test  was 
comparable  to  or  better  than  duodenal 
aspirate  in  all  cases. 
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HP  TO  96%  SUCCESS  RATE  IN  DUODENAL  SAMPLINGS 


If  you  have  a pension  or  profit  shar- 
ing plan,  you  need  to  know  about  a new 
idea  that  could  substantially  enhance  your 
return  on  investment. 

The  good  earth. 

South  Carolina  Nationals  Trust 
Division  now  provides  you  with  the  op- 
portunity of  investing  pension  and  pro- 
fit sharing  dollars  in  real  estate  through  a 
collective  investment  fund. 

As  a result,  you  can  participate  in  the 


development  and  ownership  of  properties 
such  as  shopping  centers, office  buildings 
and  industrial  plants. 

And,  according  to  many  analysts, 
real  estate  is  as  valuable  an  investment  as 
you  can  make  today. 

F or  example,  published  reports  sub- 
stantiate the  fact  that  $ 1,000  invested  in 
real  estate  in  1 970  would  yield  an  average 
of  $3,500  today. 

That’s  far  greater  than  the  compar- 


able return  on  treasury  bills  or  common 
stocks,  and  more  than  double  the  return 
on  long-term  bonds. 

The  real  estate  fund  is  one  of  many 
investment  vehicles  available  from  SCN. 

T o learn  more  about  how  they  can 
benefit  you,  we  encourage  you  to  invest  a 
few  minutes  of  your  time  with  one  of  our 
trust  officers  today. 

It  could  well  be  the  most  profitable 
investment  you’ll  make  this  year. 


South  Carolina  National  IVust  Division 


DOES  THE  MEDICAL  COMMUNITY  HAVE  AN 
INVESTMENT  IN  SOUTH  CAROLINA'S 
APPROACH  TO  THE  "BASICS"?* 


J.  RON  FAULKENBERRY,  Ed.D.** 
LINDA  A.  SLOAN,  Ed.D. 

JANE  P.  MITCHAM,  Ed.D. 

American  education  has  typically  been  charac- 
terized by  trends  and  movements.  Some  of  these 
movements  have  producted  positive  changes  in 
the  school  curricula.  Others,  however,  have  been 
too  extreme  to  be  productive.  Currently,  in  the 
forefront,  we  have  a movement  which  threatens 
some  basic  goals  of  education,  and  thus  should  be 
of  great  concern  to  health  care  providers  and 
educators  alike.  This  movement,  referred  to  as 
“back  to  the  basics,”  places  any  curricular  topic  in 
jeopardy  which  is  not  geared  to  reading,  writing 
and  arithmetic.  In  an  attempt  to  “trim  the  fat” 
from  programs  and  to  ease  the  public  outcry 
concerning  low  math  and  language  arts  achieve- 
ment scores,  some  school  administrators  are  ques- 
tioning the  need  for  health  education.  Certainly  it 
is  an  appropriate  time  to  evaluate  our  educational 
programs,  but  when  it  comes  to  health  education, 
health  providers  and  health  educators  must  make 
certain  that  the  right  questions  are  raised. 

Life  has  changed  and  increased  in  complexity. 
“Basics”  that  may  have  sufficed  for  simpler  yes- 
teryears prove  less  than  adequate  today.  The  edu- 
cational basics  of  the  1980s  and  beyond  are 
different  from  those  of  past  generations  because 
the  needs  of  the  learners  have  changed.  Before  we 
can  improve  the  basic  skills  of  our  students,  it  is 
imperative  that  we  define  the  “basics”  for  this  era 
of  living.  Obviously,  reading,  writing  and  arith- 
metic are  necessary  for  success  in  life,  but  there  is 
an  underlying,  even  more  essential  basic,  usually 
taken  for  granted  — good  health.  Since  we  know 
that  children  with  unmet  health  needs  are  poor 
candidates  for  academic  success  and  adults  with 


° From  the  Department  of  Health  Education,  Francis  Mar- 
ion College,  Florence,  S.  C.  (Dr.  Faulkenberry),  the  De- 
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North  Carolina  at  Charlotte  (Dr.  Sloan),  and  the  South 
Carolina  Department  of  Education,  Columbia  (Dr. 
Mitcham). 

° Address  correspondence  to  Dr.  Faulkenberry  at  Francis 
Marion  College,  Florence,  S.  C.  29501. 
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poor  health  are  unable  to  maximize  their  poten- 
tials as  contributing  members  of  society,  the  con- 
clusion can  be  drawn  that  good  health  is  one  of  the 
most  basic  of  the  basics. 

The  health  status  of  South  Carolinians,  al- 
though improved  when  compared  with  past  gen- 
erations, still  leaves  much  to  be  desired.  Critical 
health  problems  in  the  state  are  well  documented. 
Some  of  the  major  problems  include: 

In  1980,  South  Carolina 

— was  a national  leader  in  deaths  and  disability 
resulting  from  cardiovascular  diseases; 

— ranked  second  in  the  nation  in  infant  death 
rates; 

— had  45%  of  its  brides  between  the  ages  of 
15-19; 

— had  10,000  teenage  mothers  (a  fifth  of  the 
state  s total  live  births); 

— showed  out-of-wedlock  births  increasing 
(now  accounting  for  22%  of  total  births); 

— had  12,274  performed  abortions,  approx- 
imately one-third  to  teenagers; 

— showed  over  80,000  children  under  six  not 
adequately  protected  against  childhood 
diseases; 

— had  over  one-third  of  its  children  under  age 
18  considered  to  be  at  high  nutritional  risk; 

— had  an  average  life  expectancy  three  years 
below  the  national  average  (rated  last 
among  the  50  states).1 

The  aforementioned  are  only  a sample  of  the 
many  health  problems  afflicting  our  population, 
but  they  do  suggest  a need  for  action.  What  steps 
can  be  taken  to  improve  the  health  status  in  South 
Carolina?  First,  we  must  understand  the  factors 
that  affect  the  health  of  people.  Certainly  hered- 
ity, quality  of  the  medical  care  delivery  system, 
and  the  physical  environment  are  major  influ- 
ences on  one  s health  status.  But,  it  is  the  indi- 
vidual’s  personal  lifestyle  which  ultimately  shapes 
the  quality  of  life  and  health,  and  consistent  ap- 
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plication  of  healthful  choices  and  behaviors  is  the 
mechanism  by  which  healthy  lifestyles  are 
developed.2 

From  the  statistics  related  above,  it  can  be 
assumed  that  many  South  Carolinians  have  poor 
health  practices  and  unhealthy  lifestyles.  The  ob- 
vious question,  then,  is  how  to  produce  self-initi- 
ated change  toward  more  positive  health  behav- 
iors. Americans  have  traditionally  turned  to  edu- 
cation as  the  most  viable  alternative.  It  is  vital  that 
individuals  have  the  opportunity  not  only  to  re- 
ceive accurate  health  information  but  to  learn 
skills  necessary  for  the  application  of  this  health 
knowledge  to  the  choice  of  positve  health  behav- 
iors. No  one  is  suggesting  that  the  medical  or 
education  community  can  dictate  healthy  life- 
styles. However,  since  it  is  easier  to  develop 
healthy  attitudes  and  practices  in  childhood  than 
it  is  to  reverse  unhealthy  attitudes  and  practices  as 
adults,  educational  opportunities  to  develop  these 
skills  are  important  at  early  ages.  Comprehensive 
school  health  education  provides  a unique  setting 
in  which  to  achieve  these  fundamental  goals. 

A mandate  providing  comprehensive  health  in- 
struction in  South  Carolina  schools  has  been  in 
existence  since  1973;  there  has  been,  however, 
very  limited  implementation.  This  statement  does 
not  imply  that  health  instruction  is  non-existent  in 
South  Carolina,  because  certain  isolated  classes 
are  probably  exemplary.  Our  observation  is  that 
overall,  health  education  is  usually  an  uncoordi- 
nated, sporatic  effort  taught  by  marginally 
trained  and  often  marginally  interested  teachers 
receiving  inadequate  state  and  local  administra- 
tive support.  Data  exist  to  support  the  premise 
that  the  results  of  these  programs  are  woefully 
inadequate.  The  realities  of  existing  programs 
offer  little  hope  of  having  a positive  impact  on  the 
health  or  well  being  of  students  and  residents  in 
South  Carolina.  The  purpose  of  this  report  is  to 
review  three  recent  studies  that  indicate  the  status 
of  health  instruction  in  South  Carolina,  and  to 
make  recommendations  for  future  development 
of  comprehensive  health  education  in  South  Caro- 
lina Schools. 

HEALTH  KNOWLEDGE  LEVELS  OF 
SOUTH  CAROLINA  PUBLIC 
HIGH  SCHOOL  SENIORS 

In  a recent  study,  Sloan3  sought  to  measure  the 
level  of  health  knowledge  and  indicate  strengths 
and  weaknesses  of  South  Carolina  public  high 


school  seniors.  The  nationally  standardized  Fast- 
Tyson  Health  Knowledge  Test  (FTHKT)  was 
administered  to  approximately  1500  South  Caro- 
lina high  school  seniors.  The  test  consisted  of  100 
multiple  choice  items  which  were  divided  into  ten 
health  content  areas.  The  sample,  scientifically 
selected  through  an  equal  probability  technique, 
represented  32  high  schools  throughout  the  state. 
Results  showed  students  were  deficient  in  all  areas 
of  health  knowledge,  with  scores  falling  eight  to 
20  points  below  the  national  average  at  nearly 
every  percentile  rank.  Using  the  weak  (50%  or  less 
correct),  moderate  (51-74%  correct),  and  strength 
(75%  or  more  correct)  ratings  cited  by  the 
FTHKT  authors  as  criteria,  72%  of  the  SC  stu- 
dents were  classified  as  weak  and  28%  as  moder- 
ate in  their  health  knowledge.  Only  one  student  in 
the  entire  sample  rated  a level  of  strength. 

The  overall  mean  score  for  the  subjects  on  the 
test  was  43.67,  while  the  median  score  was  44  and 
the  standard  deviation  was  10.30.  The  mean 
scores  reflected  extreme  deficiencies  in  the  areas 
of  Nutrition/Diet  (23%),  Diseases  (41%),  To- 
bacco/Alcohol/Drugs (39%),  Exercise/Relaxa- 
tion/Sleep (45%),  Personal  Health  (46%),  Con- 
temporary Health  Problems  (47%),  Mental 
Health  (48%),  and  Human  Sexuality  (44%)  (Table 
1).  In  only  two  of  the  ten  areas  tested  did  students 
average  moderate  scores  — First  Aid/Safety 
(59%)  and  Consumer  Health  (52%).  There  were 
no  content  areas  in  which  SC  students  scored  a 
strength  rating. 


TABLE  1 

SOUTH  CAROLINA  SENIORS'  SCORES  ON  SPECIFIC  CONTENT  AREAS 
(N  = 1483) 


Content  Areas 

Av.  # Correct  of 
Total  # Questions 

% Correct 

FTHKT 

Rating 

Personal  Health 
Exercise/Sleep/ 

9.  22/20 

46.  1% 

Weakness 

Relaxation 

3. 63/8 

45.  4% 

Weakness 

Nutrition/ Diet 

1. 83/6 

22.  9% 

Weakness 

Consumer  Health 
Contemporary  Health 

3.  12/6 

52.  0% 

Moderate 

Problems 
Tobacco/ Alcohol/ 

4.70/10 

47.  0% 

Weakness 

Drugs 

4. 63/12 

38.  6% 

Weakness 

Safety/First  Aid 

3. 55/6 

59.  2% 

Moderate 

Diseases 

4.  01/10 

41 . 0% 

Weakness 

Mental  Health 

3.80/8 

47.  5% 

Weakness 

Human  Sexuality 

5.  18/12 

43.  7% 

Weakness 

Total 

43.  67/100 

43.  67% 

Weakness 

75%+Strength;  60%+ Competence;  59%-51%  Moderate;  50%  or  less.  Weakness; 
(FTHKT  Criteria  for  High  School  Seniors) 

Table  2 reflects  additional  comparisons  ob- 
served in  the  study.  Whites  had  higher  scores 
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across  the  board  than  non-whites,  but  even  after 
separation  from  other  ethnic  groups,  white  stu- 
dents were  weak  in  six  areas,  moderate  in  four, 
and  had  no  areas  of  strength.  Girls  scored  slightly 
higher  than  boys  in  most  content  areas,  and  urban 
students  did  slightly  better  than  rural  students. 
Using  the  FTHKT  standard  for  competence,  no 
subgroups  approached  a level  of  competence  in 
any  health  content  area  except  Safety /First  Aid. 

The  study  further  revealed  that  only  17%  of  the 
sample  had  taken  a health  course  during  their 
high  school  career.  One  of  the  disheartening  find- 
ings was  that  students  who  completed  a high 
school  course  in  health  scored  slightly  lower  than 
those  students  who  did  nsot  take  health.  One 
explanation  is  that,  according  to  the  S.  C.  Depart- 
ment of  Education,  95%  of  the  students  enrolled 
in  health  education  across  the  state  are  general 
education  students,  while  only  two  percent  are 
college  preparatory  students.  In  South  Carolina,  it 
is  apparent  that  health  education  is  low  priority 
and  a course  college  bound  students  are  not  likely 
to  choose  or  be  encouraged  to  take.  Thus,  the 
ability  differences  between  college  prepared  and 
general  education  students  biased  this  study  ’s  abil- 
ity to  assess  the  impact  of  health  education  on 
student  health  knowledge.  Regardless  of  this  fact, 
both  groups  differed  little  and  neither  ap- 
proached acceptable  standards  on  the  Fast-Tyson 
test. 


TABLE  2 

MEASURES  OF  CENTRAL  TENDENCY  AND  COMPARISONS  OF 
ADDITIONAL  VARIABLES 


Central  Tendency / Variables 

°Jc  Correct 

Sign. 

Level 

Mean  Score 

43.  67 

Median  Score 

44.  00 

Mode  Score 

46.  00 

Students  with  no  health  course 
Students  with  health  course 

44.  06 
41. 74 

P*  < 

. 001 

Girls 

Boys 

44.  35 
42. 77 

P«  < 

. 001 

White 

Nonwhite 

48.  08 
37.  54 

P-  < 

. 0001 

Rural 

Urban 

41. 38 
46.  49 

P.  < 

. 0001 

STATUS  OF  HEALTH  INSTRUCTION  IN 
S.  C.  PUBLIC  SENIOR  HIGH  SCHOOLS 

Reasons  for  the  poor  health  knowledge  levels 
reported  in  Sloan’s  study  became  more  apparent 
after  reviewing  available  data  concerning  health 
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instructional  practices.  A study  conducted  by 
Faulkenberry4  assessed  the  status  of  health  in- 
structional practices  in  S.  C.  public  senior  high 
scools.  Data  for  this  study  were  collected  from  164 
health  education  teachers  representing  124  (56%) 
of  the  220  public  senior  highs  in  South  Carolina. 
Excellent  geographic  distribution  was  obtained 
from  the  sample.  Data  were  received  from  schools 
representing  43  (94%)  of  the  46  counties  in  the 
state.  The  questionnaire  used  to  collect  the  data 
contained  29  items  designed  to  identify  the  pre- 
sent status  of  health  instruction  based  on  the  num- 
ber of  schools  teaching  a course  in  health 
education,  the  academic  preparation  of  the  teach- 
ers, provisions  for  instructional  time,  use  of 
planned  curricula,  textbooks,  and  other  resources, 
content  and  methods  of  instruction,  attitudes  of 
teachers  concerning  health  instruction,  and  prob- 
lem areas  as  identified  by  the  teachers. 

The  results  of  this  study  indicated  that  the 
majority  of  the  schools  were  fulfilling  the  State 
Department  of  Education’s  mandate  to  offer  a 
separate  course  in  health  education.  However,  it 
was  concluded  that  health  education  was  not  re- 
ceiving adequate  state  and  local  administrative 
support.  Almost  one-third  of  the  responding  high 
school  principals  were  not  even  familiar  with  the 
comprehensive  health  education  approach  man- 
dated by  the  State  Department  of  Education. 
Only  32%  of  the  principals  were  in  favor  of  and 
supported  the  mandate.  Health  education  curric- 
ulum guides  were  either  unavailable  or  of  gener- 
ally poor  quality  as  rated  by  the  teachers.  Only 
12%  of  the  health  teachers  rated  the  state  curricu- 
lum as  good  or  excellent  in  helping  them  prepare 
their  courses  and  only  11%  used  the  guide  on  a 
regular  basis.  State  adopted  health  education  text- 
books also  received  unsatisfactory  ratings  from 
the  teachers.  All  of  the  textbooks  received  mean 
ratings  of  either  “fair”  or  “poor”.  Therefore, 
health  courses  were  generally  based  on  individual 
teacher  constructed  activities.  This  situation  mini- 
mized the  chance  of  comprehensive  health  in- 
struction in  the  schools. 

Compounding  the  health  education  dilemma  in 
South  Carolina  is  the  fact  that  the  majority  of  the 
responding  teachers  were  academically  un- 
qualified to  teach  health  education  (Table  3).  Less 
than  40%  of  the  health  teachers  had  completed 
college  courses  in  such  important  health  content 
areas  as  family  living,  drug  education,  nutrition, 
environmental  health,  mental  health,  consumer 
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health,  disease  prevention,  public  health  prac- 
tices, school  health  curriculum,  and  teaching 
methods  for  health  education. 

Health  teachers  were  aware  and  concerned 
about  the  problems  in  existing  programs  and  the 
need  for  improving  future  health  instruction  in 
South  Carolina.  The  most  frequently  cited  prob- 
lems were:  inadequate  training  for  health  teach- 
ers, poor  program  coordination,  and  poor  quality 
textbooks  and  curricular  guides.  The  most  com- 
mon recommendations  for  improving  future 
health  instruction  were  the  need  for  improved 
textbooks  and  other  instructional  resources,  im- 
proved academic  training  for  health  teachers,  and 
better  coordination  and  scheduling. 


TABLE  3 

HEALTH  COURSES  COMPLETED  BY  RESPONDING  HEALTH  TEACHERS 


(N  = 164) 


Course  Title 

Number  of  Teachers 
Completing  Course 

Percent 

General  Health  Course 

159 

97% 

Anatomy  and/or  Physiology 

138 

84 

First  Aid 

125 

76 

Family  Living/Sexuality 

58 

35 

The  School  Health  Program 

55 

34 

Drug /Substance  Abuse  Education 

48 

29 

Secondary  School  Health  Program 

41 

25 

Methods  in  Health  Education 

34 

21 

Nutrition 

32 

20 

Environmental  Health 

32 

20 

Mental/Emotional  Health 

28 

17 

Org.  & Adm.  of  Sch.  Health  Prog 

ram 

25 

15 

Consumer  Health 

23 

14 

School  Health  Curriculum 

20 

12 

Chronic  and/or  Communicable  Diseases 

16 

10 

Valuing  and  Decision  Making 

14 

9 

Measurement  & Eval.  in  Health  Education 

14 

9 

Public  Health  Practices 

9 

5 

HEALTH  KNOWLEDGE  LEVELS  OF 

SOUTH  CAROLINA 

PUBLIC  SCHOOL  FIFTH  GRADERS 

Additional  data  showed  South  Carolina  ele- 
mentary students  to  be  equally  as  uninformed  as 
their  high  school  counterparts.  A study  conducted 
by  Mitcham5  in  1981  measured  the  health  knowl- 
edge levels  of  South  Carolina  public  school  fifth 
graders  in  ten  health  content  areas.  In  addition, 
the  study  attempted  to  determine  the  influence  of 
sex,  race,  socio-economic  status  and  school  setting 
upon  the  health  knowledge  of  these  students. 
Using  a two-stage  stratified  sampling  technique, 
50  elementary  schools  (17  urban,  22  rural  and  11 
mixed)  were  selected  to  participate  in  the  study. 
One  heterogeneously  grouped  fifth  grade  class 
from  each  school  was  randomly  selected  for  the 
testing.  A total  of  1305  students  were  given  the 
AAHPER  Cooperative  Health  Education  Test, 
Elementary  Level. 


An  analysis  of  the  composite  scores  of  the  South 
Carolina  sample  revealed  the  following  results 
(Table  4): 

1.  South  Carolina  fifth  graders  scored  signifi- 
cantly lower  (p  < .001)  than  a national 
sample  of  similar  students. 

2.  “Strength”  level  was  not  obtained  on  any  of 
the  ten  health  content  areas. 

3.  “Moderate  Strength”  was  achieved  in  the 
areas  of  Consumer  Health,  Personal  Health, 
Growth  and  Development,  Mental  Health, 
Drug  Use  and  Abuse,  and  Safety  and  First 
Aid. 

4.  A level  of  “weakness”  was  indicated  in  the 
areas  of  International  Health,  Disease  and 
Disorders,  and  Nutrition. 

5.  The  “need  for  attention”  level  was  demon- 
strated in  the  area  of  Community  Health. 

1 

Other  comparisons  indicated  that  white  stu- 
dents scored  significantly  higher  than  non-white 
students,  upper  socioeconomic  students  scored 
significantly  higher  than  lower  socioeconomic 
students,  and  students  in  mixed  school  settings 
scored  significantly  higher  than  rural  or  urban 
students.  In  all  comparisons,  the  South  Carolina 
sample  scored  significantly  lower  than  the  norm- 
ing  group. 


TABLE  4 

COMPOSITE  MEAN  PERCENT  OF  CORRECT  RESPONSES  IN  TEN 
CONTENT  AREAS  FOR  NORMING  GROUP  AND  SOUTH  CAROLINA  SAMPLE 
(N  = 1305) 


Content 

Norm  % 

Norm 

S- C.  % 

s.  c. 

Area 

Score 

Rating 

Score 

Rating 

Consumer  Health 

76% 

Strength 

70% 

Moderate 

Community  Health 

57% 

Weakness 

48% 

Needs  Attention 

International  Health 

63% 

Moderate 

57% 

Weakness 

Diseases/ Disorders 

64% 

Moderate 

56% 

Weakness 

Personal  Health 

69% 

Moderate 

63% 

Moderate 

Growth  and 

Development 

78% 

Strength 

71% 

Moderate 

Nutrition 

67% 

Moderate 

57% 

Weakness 

Mental  Health 

79% 

Strength 

70% 

Moderate 

Drug  Use/Abuse 

75% 

Strength 

69% 

Moderate 

Safety/First  Aid 

82% 

Strength 

68% 

Moderate 

75%+  Strength;  74%-60%  Moderate 

59%-50%  Weakness;  49%  or  less.  Needs  Attention; 

(AAHPERD  Cooperative  Health  Education  Test  Criteria  for  Elementary  Students) 

CONCLUSIONS  AND 
RECOMMENDATIONS 

Based  on  the  data  discussed  in  this  report,  sev- 
eral conclusions  are  evident.  (1)  The  health 
knowledge  level  of  South  Carolina  students  is 
significantly  lower  than  that  of  national  samples 
of  similar  aged  students.  Data  comparing  South 
Carolina  fifth  and  twelfth  graders  with  national 
samples  indicate  that  our  students  scored  signifi- 
cantly lower  on  all  health  content  areas  and  in 
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composite  comparisons.  (2)  Health  education  has 
low  priority  as  an  instructional  component  in 
South  Carolina  and  therefore  receives  inadequate 
local  and  state  administrative  support.  This  state- 
ment is  supported  by  the  fact  that  less  than  one- 
third  of  the  principals  were  in  favor  of  the  State 
Department  of  Education’s  mandate  for  health 
instruction.  Further  evidence  includes  the  lack  of 
available  high  quality  curricula,  textbooks  and 
instructional  resources  as  well  as  the  poor  aca- 
demic qualifications  of  teachers  assigned  to  health 
instruction. 

As  a result  of  these  observations,  the  following 
minimum  recommendations  are  suggested.  They 
are  among  recommendations  supported  by  the 
AM  A Medical/Education  Committee  on  School 
and  College  Health  in  their  resolution  of  July, 
1981. 

(1)  That  the  State  Department’s  mandate  for 
Comprehensive  Health  Education,  as  out- 
lined in  the  “ Defined  Minimum  Program 
for  South  Carolina  School  Districts ” be 
enforced  and  supported  with  compensa- 
tory funds. 

(2)  That  secondary  teachers  who  teach  health 
education  be  certified  in  health  education. 

(3)  That  health  education  become  a high 
school  graduation  requirement. 

(4)  That  elementary  and  early  childhood  stu- 
dent teaching  experiences  include  teach- 
ing health  education  as  a requirement. 

(5)  That  emphasis  be  placed  on  updating  the 
state  curriculum  guides,  state  adopted 
textbooks,  and  supplemental  resources  in 
health  education. 

(6)  That  in-service  education  programs  in 
health  education  be  provided  respective 
school  districts  to  supplement  and  update 
knowledge  and  teaching  methods  of 
teachers  currently  teaching  health. 
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Well  taught,  comprehensive  health  education  is 
a goal  to  which  committed  health  care  providers 
should  ascribe.  It  is  needed  to  counteract  society’s 
“non-health”  messages  and  traditions.  It  may  also 
prove  to  be  indispensable  as  we  face  ever  rising 
health  care  delivery  costs.  Health  education  is  an 
undeniable  partner  of  preventive  medicine, 
which  is  the  most  effective  approach  yet  dis- 
covered to  better  health  and  medical  cost  contain- 
ment. 

Americans  perceive  physicians  as  their  “health 
caretakers”  and  comply  accordingly  when  doc- 
tors elaborate  on  health  issues  and  concerns.  Phy- 
sicians have  the  clout  to  convince  reluctant  school 
boards  and  administrators  that  good  health  in- 
struction is  valuable,  that  it  needs  to  be  one  of  the 
“basics”  in  the  curriculum.  Whether  the  medical 
community  perceives  it  or  not,  its  members  are 
also  educators,  and  silence  from  them  on  health 
education  issues  is  an  education  message  in  itself. 
Mutual  support  between  health  care  providers 
and  public  school  educators  in  prevention  and 
treatment  can  only  serve  to  strengthen  both  en- 
tities. The  result  will  be  better  health  for  South 
Carolina  citizens.  Therefore,  can  we  really  afford 
to  default  on  health  education  in  the  public 
schools?  □ 
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DSS  ADOPTS  CALIFORNIA  RELATIVE  VALUES  STUDIES  FOR  MEDICAID 

The  SCMA  House  of  Delegates,  in  May,  1982,  went  on  record  in  opposition  to  a unit 
value  fee  schedule  method  of  reimbursement.  If,  however,  DSS  should  adopt  such 
a fee  schedule  for  the  S.  C.  Medicaid  program,  the  SCMA  should  urge  use  of  the 
197**  California  Relative  Value  Studies  Unit  Value  System  as  the  basis  for  the 
Medicaid  fee  schedule. 


The  South  Carolina  Department  of  Social  Services  has  accepted  this  SCMA  recommenda- 
tion and  has  announced  plans  to  adopt  the  CRVS  as  the  basis  for  its  unit  value  fee 
schedule  which  is  scheduled  for  implementation  July  1,  1982.  The  conversion 
factors  which  will  be  applied  to  these  unit  values  in  order  to  calculate  the 
allowable  payment  under  Medicaid  are  as  follows: 


Medical  Sqs ivices 
Sungical  Senvice* 
Pathological  Senvices 
Radiological  Service* 


$ 1.80  pen  unit: 

53. 00  pen.  unit 
. 35  pen,  unit 
3.83  pen,  unit 


It  should  be  noted  that  since  CPT  coding  was  the  basis  of  the  California  study  and 
the  CPT  coding  has  been  updated  several  times  since  197**,  certain  CPT  codes  now 
exist  which  were  not  included  when  the  CRVS  was  compiled.  In  these  cases,  DSS  used 
the  same  conversion  factors  and  calculated  unit  values  based  upon  previous  expen- 
ditures for  the  various  procedure  codes. 


The  SCMA  ha*  been  advised  that  thene  should  be  veny  fa ew  changes  in  neimbun*ement 
amount*  with  thi*  new  unit  value  neimbun*  ement  *y*tem.  Howeven,  physician*  one 
unged  to  *tudy  canefauMy  the  June  15,  1982  MEV1CAIV  BULLETIN , which  announce*  the 
implementation  ofa  the  *y*tem  and  List*  the  pnocedune*  and  payment*T~ 


UNLICENSED  MEDICAL  PERSONNEL  BILL  PASSES  S.  C.  LEGISLATURE 

H.20A^,  a law  which  will  explicitly  authorize  physicians  to  delegate  certain  health- 
related  functions  to  unlicensed  medical  personnel  working  in  their  private  offices, 
was  signed  into  law  by  the  Governor  on  June  8,  1982. 

After  a three-year  effort,  the  SCMA's  success  in  finally  obtaining  passage  of  this 
important  legislation  is  a major  legislative  victory,  particularly  in  view  of  the 
opposition  by  several  non-M.  D.  health  professional  groups. 

Fon  complete  details  neganding  the  *pecifaic*  ofa  thi*  Bill,  *ee  the  ” Legislative 
Update " in  thi*  i**ue  o{)  The  Jounnal. 


SCMA  OPPOSES  RANGLE  BILL  ON  PENSION  REFORM 


The  AMA  recently  distributed  to  all  state  and  specialty  medical  societies  informa- 
tion regarding  a new  pension  reform  Bill  which  has  been  introduced  into  Congress 
by  Representative  Rangle.  Because  of  the  implications  of  this  legislation  on 
physicians  and  their  employees,  where  the  physician  has  formed  a professional  cor- 
poration, the  AMA  and  the  SCMA  have  gone  on  record  in  opposition  to  its  passage. 

The  Rangle  Bill  would,  reportedly,  eliminate  differences  between  the  pension  programs 
of  self-employed  professionals  under  the  Keogh  plans  and  those  employed  by  pro- 
fessional corporations  by  making  such  corporate  pension  plans  subject  to  the  same 
rules  as  the  Keogh  plans. 

Despite  the  faact  that  the  SCMA  -6 upports  any  Increases  In  Keogh  plan  limits  as  a 6tep 
toward  providing  equity  among  the  dlfafaerent  pension  plans,  the  leadership  ofa  the 
Association  faeel  that  the  other  provisions  ofa  the  legislation  should  be  opposed,  as 
the  Bill  is  currently  written.  The  Bill  would  require  fa all  and  Immediate  vesting 
Of 5 all  plan  contributions , would  require  corporate  Trustees,  would  prohibit  dis- 
tribution prior,  to  attainment  ofa  age  59  1/2,  and  would  require  coverage  faor  all 
employees  with  at  least  three  years  ofa  service.  Also , maximum  contributions  to  the 
Keogh  plan  would  be  Increased  to  $30,000  per  year,  double  the  limit  ofa  $15,  000, 
but  would  be  less  than  many  profaesslonals  currently  contribute  under  corporate  plans. 

ALL  SCMA  MEMBERS  ARE  URGED  TO  CONTACT  THEIR  SENATORS  AND  REPRESENTATIVES 
EXPRESSING  OPPOSITION  TO  H.R.  6410. 


MEDICAL  AND  CHIRURGICAL  FACULTY  OF  THE  STATE  OF  MARYLAND 


The  Medical  and  Chirurgical  Faculty  of  the  State  of  Maryland  cordially  invites  SCMA 
members  to  attend  its  1982  Seminannual  Meeting  to  be  held  at  Sea  Pines  Plantation 
on  Hilton  Head  Island,  September  22-26,  1982.  The  preliminary  scientific  program 
indicates  12  hours  of  Category  I CME  credit  will  be  available  on  topics  such  as 
"Concepts  of  Cardiopulmonary  Resuscitation",  "Latest  Methods  in  Management  of  Thoracic 
Masses",  "Brain,  Biochemistry  and  Behavior"  and  "Hypertension".  Golf  and  tennis 
tournaments  are  also  planned. 


Tor  complete  Infaormatlon,  contact  MEV-CHJ , 1111  Cathedral  Street,  Baltimore,  Mary- 
land 21101. 

MEDICARE  ALLOWANCES  UPDATED 


Blue  Cross  and  Blue  Shield  of  South  Carolina,  the  Medicare  Carrier,  has  updated  the 
Fee  Screen  Year  1983  ( F S Y 83)  allowances  effective  July,  1982.  The  new  allowances 
were  derived  from  charges  which  providers  submitted  on  claims  during  calendar  year 
1981.  For  Medicare  B,  the  FSY  83  Economic  Index  applied  was  1.949.  New  prevailing 
allowances  are  limited  to  not  more  than  94,9%  increase  over  Fiscal  Year  1973 
(calendar  year  1971)  allowances. 


You  may  receive  a copy  ofa  your  Customary  Charge  Profaile  and/or  Medicare  Prevailing 
Charge  Schedule  by  making  written  request  to:  Blue  Cross  and  Blue  Shield  ofa  South 
Carolina,  Profaesslonal  Reimbursement,  Columbia,  South  Carolina  2921 9. 


Guest  editorials  reflect  the  opinions  of  the  authors  and  do 
not  necessarily  represent  the  opinions  of  the  Editorial  Board 
and  the  South  Carolina  Medical  Association. 


GUEST  EDITORIAL:  “DEAN  FOR  A DAY” 


“I  might  have  been  President  of  Harvard  Medi- 
cal School,”  I dreamed  as  I listened  to  the  FM 
station  on  my  car  radio,  and  pulled  into  the  park- 
ing garage  in  preparation  for  my  morning  hospi- 
tal rounds.  Most  people  start  at  the  bottom  and 
work  their  way  up.  Few  are  fortunate  enough,  as  I 
had  been,  to  start  at  the  top  and  work  down. 

My  mirror-image,  academic  career  began  fif- 
teen years  ago,  when  I left  a small,  but  comfort- 
able solo  practice  of  Internal  Medicine  to  join  the 
faculty  of  the  state’s  only  medical  college.  Just  as  I 
had  become  accustomed  to  teaching  Preventive 
Medicine  and  Infectious  Diseases,  a significant 
tremor,  (about  eight  on  the  Richter  Scale),  shook 
the  administrative  structure  of  the  college. 

With  the  resignation  of  the  President  and  the 
Dean,  confusion  was  rampant.  Heads  popped  out 
of  doors  in  every  corridor,  beckoning  any  friendly 
passerby  to  enter  for  a review  of  the  latest  rumors. 
Although  an  Interim  President  was  quickly  ap- 
pointed by  the  Board  of  Trustees,  everyone  won- 
dered who  would  be  the  next  Dean. 

At  the  Annual  Residents’  Christmas  Party,  this 
vacancy  was  the  major  topic  of  conversation 
among  the  faculty  who  attended.  "I  understand 
they’ve  put  in  a new  program.  It’s  called  ‘Dean  for 
a day,’  ” remarked  one  of  my  wittier  friends, 
recalling  the  notoriously  short  ‘‘life-span’’  of 
Deans.  Without  question,  it  was  the  consensus  that 
no  one  in  his  right  mind  would  ever  accept  such  a 
position. 

Imagine  my  surprise,  seventy-two  hours  later, 
when  I sat  in  a chair  opposite  the  Interim  Presi- 
dent and  heard  him  say,  ‘‘Louie,  I have  sent  for 
you  to  ask  you  to  help  me  out  and  serve  as  Interim 
Dean.”  The  shock  to  my  system  had  not  been 
matched  since  the  day  of  my  birth,  or  perhaps  the 
evening  of  my  last  ten  steps  to  the  altar.  ‘‘Why 
me?”  I asked,  in  a stunning,  academic  retort. 
“Because  you  have  many  of  the  qualities  that 
would  make  a good  Dean,”  he  replied.  Was  the 
man  mad?  Had  one  week  in  office  already 


brought  him  to  the  breaking  point? 

I guess  it  was  a combination  of  the  lust  for 
power,  the  dedication  to  an  institution  in  trouble 
and  lack  of  the  necessary  “guts”  to  say  “no”  to  a 
president,  which  put  me  behind  that  desk,  piled 
high  with  unanswered  memos,  budget  requests, 
schedules  and  other  memorabilia.  The  patent  im- 
possibility of  the  task  before  me  offered  comfort, 
and  gave  me  the  courage  to  begin.  After  all,  no 
one  could  be  blamed  for  failing  to  quickly  bring 
peace  out  of  pandemonium. 

On  the  top  of  the  pile  was  the  sophomore  sched- 
ule, a maze  of  times,  places,  lecturers  and  labs, 
designed  by  my  ingenious  predecessor,  and  fully 
understood,  to  this  day,  by  him  alone.  There  was  a 
file  concerning  the  Admissions  Committee,  on 
which  I had  never  served,  but  which  it  now  be- 
came my  lot  to  chair  as  Dean  of  the  School  of 
Medicine.  And  there  was  a ten  pound  parcel  of 
papers  relating  to  the  Veterans’  Hospital,  whose 
foundations  were  being  poured  within  sight  of  my 
office.  To  my  horror,  I learned  that  this  was  a 
“Dean’s  Committee  Hospital,”  and  that  that  com- 
mittee, scheduled  to  meet  in  one  hour  in  my 
office,  was  responsible  for  the  staffing  and  pro- 
grams necessary  to  integrate  the  hospital  into  the 
college  curriculum. 

These  problems,  though  major,  were  dwarfed 
by  the  serious  item  of  faculty  unrest  created  by  the 
fall  of  its  administration.  Colleagues  split  along 
party  lines.  I quickly  learned  to  distinguish  friend 
from  foe  by  the  expressions  on  faces.  We  faced  a 
challenge  in  diplomacy,  which  would  have  made 
The  United  Nations  sweat. 

A Dean’s  moment  of  glory  comes  when  he  is 
away  from  home  attending  a a meeting  of  his 
peers.  Dressed  in  his  pin  striped  suit,  with  his 
purple  ribbon  prominently  displayed  oj§  his 
breast,  few  could  help  but  envy  this  labeled  leader 
of  men.  “You  know,  he’s  the  Dean  of 

Medical  School.”  “He 

looks  so  young.  ” “They  say  he’s  brilliant.  ” A sense 
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of  pride  swells  the  chest,  and  a warm  glow  floods 
the  countenance  as  he  forgets  the  hungry  wolves 
back  home,  who  wait  to  tear  the  flesh  from  those 
expanded  ribs. 

At  one  such  meeting,  I attended  a workshop  on 
administration.  The  learned  lecturer  expounded, 
“There  are  two  ways  to  get  a program  established 
in  your  school.  You  can  follow  the  path  of  diplo- 
macy, or  you  can  throw  down  the  gauntlet!’ 
Then,  turning  to  me  he  asked,  “What  route  do  you 
follow,  Dean?”  Without  thinking,  I quickly  re- 
plied, “I  guess  I follow  the  route  of  diplomacy. 
Where  I come  from,  I’m  already  up  to  my  ass  in 
gauntlets.” 

As  I struggled  from  crisis  to  crisis,  and  weeks 
rolled  into  months,  I began  to  long  for  those  days 
at  the  bedside,  and  yearn  for  the  feel  of  a real  live 
patient.  After  all,  hadn’t  I spent  all  those  years 
training  to  be  an  Internist,  and  wasn’t  that  career 
my  first  choice?  On-the-job  training  had  helped 
me  to  survive  my  plunge  into  administration,  but 
when  I found  myself  one  day  examining  a col- 


league on  the  conference  table,  I knew  that  the 
time  of  decision  had  arrived. 

“I  would  prefer  to  return  to  the  Department  of 
Medicine,”  I said  to  the  President,  as  I sat  in  the 
same  chair  I had  first  occupied  six  months  before. 
With  that  request,  the  search  for  a full-time  Dean 
began  and  ended  with  his  arrival  eight  months 
later. 

For  over  a decade  now,  I have  enjoyed  my 
return  to  the  private  practice  of  Internal  Medi- 
cine. I know  now  how  a fish  must  feel  when, 
washed  upon  the  shore,  it  is  returned  gasping  to  its 
native  home  by  a fortuitous  wave.  In  moments  of 
nostalgia,  I recall  those  days  when  I tasted  am- 
brosia and  supped  with  the  Gods  on  mighty 
Olympus,  but  I am  still  grateful  for  that  tide 
which  returned  me  to  the  clinical  sea  in  which  my 
career  was  spawned.  □ 

— Louis  P.  Jervey,  M.D., 

65  Gadsden  Street, 
Charleston,  S.C.  29401 


MEDICINE  AND  THE  MALE  LIFE  CYCLE 


"After  years  of  hard  work,  at  the  very  time 
when  a mans  energies  begin  to  flag,  and 
when  he  feels  the  need  of  more  leisure,  the 
conditions  and  surroundings  that  have 
made  him  what  he  is,  that  have  molded  his 
character  and  abilities  into  something  use- 
ful in  the  community  — these  very  circum- 
stances ensure  an  every  increasing  demand 
upon  them  . . . .” 

— Sir  William  Osler1 

"Society  has  been  slow  to  appreciate  the 
inevitability  of  biological  changes  in  struc- 
ture and  that  these  changes  in  structure  are, 
of  necessity,  reflected  in  function.  The  facts 
of  biology  favor  a flexible  rather  than  a 
static  social  system.  We  need  to  recognize 
changes  in  man  and  permit  different  types 
of  behavior  throughout  the  productive  life 
span.” 

— Eugene  A.  Stead,  Jr.2 

In  the  preceding  editorial,  Dr.  Louis  P.  Jervey, 
in  his  usual  witty,  engaging  style,  describes  his 


varied  experiences  as  both  academic  and  practic- 
ing physician  or,  as  he  would  put  it,  his  perspec- 
tives on  the  heights  of  Mount  Olympus  as  seen 
from  the  trenches  of  daily  combat.  It  is  regrettable 
that  the  structure  of  medicine  seldom  permits 
individuals  the  range  of  experiences  savored  by 
Dr.  Jervey.  Young  persons  complete  their  training 
programs,  often  saddled  with  substantial  debts 
and  commitments,  and  choose  practice  locations 
and  personal  lifestyles  with  expectations  of  per- 
manency. Not  infrequently,  they  will  meet  disap- 
pointments in  one  or  more  major  areas  somewhere 
down  the  road. 

The  notion  of  the  human  life  cycle  is  hardly 
new;  we  recall  that  Oedipus  ascended  to  the 
throne  by  solving  the  riddle  of  the  animal  that 
walked  on  four  legs  in  the  morning,  two  legs  at 
noon,  and  three  legs  in  the  evening.  Systematic 
inquiry  into  the  adult  life  cycle  seems,  however,  to 
be  relatively  recent.  Predictable  changes,  or 
“crises,”  were  described  by  the  free-lance  journal- 
ist, Gail  Sheehe,  in  her  best-seller,  Passages.  The 
observations  which  provided  the  ideas  for  Pas- 
sages came  from  an  in-depth  study  of  forty  men 
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conducted  at  Yale  University  by  Dr.  Daniel  J. 
Levinson  and  his  colleagues.3  At  intervals  of  ap- 
proximately every  ten  years,  it  seems  that  each  of 
us  must  face  periods,  lasting  one  to  several  years, 
characterized  by  profound  questioning  of  all  of 
our  prior  commitments  and  value  systems 
(Table).  We  may  have  only  begun  to  reflect  upon 
the  implications  of  such  periods  for  the  medical 
practitioner. 

The  medicine  learned  during  one  s residency 
period  is,  as  the  late  Dr.  Michael  Halberstam  put 
it,  basically  “a  young  man’s  game.’  We  should 
recognize  that  the  young  physicians  eagerly  learn- 
ing to  float  Swan-Ganz  catheters  into  pulmonary 
arteries  today  may  not  necessarily  be  the  most 
qualified  persons  to  render  care  for  critically-ill 
patients  thirty,  or  even  fifteen,  years  hence.  Un- 
fortunately, most  present-day  practice  structures 
provide  little  or  no  built-in  flexibility  for  such 
career  changes.  However,  such  flexibility  should, 
in  theory,  be  possible.  Not  long  ago,  Drs.  Spiro  and 
Mandell  offered  the  interesting  concept  that 
younger  physicians  should  practice  most  of  the 
acute  care,  hospital-based  medicine.  Later,  they 
should  become  the  outpatient  care  providers, 
practicing  ambulatory  preventive  medicine.  Fur- 
ther, he  suggested  that  such  an  approach  might 
help  relieve  the  perceived  physician  shortage  in 
rural  areas: 

...  it  may  not  be  unreasonable  to  suggest 
that  acute  hospital  care,  . . . relying  as  it  does 
on  ever  changing  technology,  is  probably 
best  carried  out  by  the  young  ...  it  may  not 
be  unreasonable  to  suggest  either  that  per- 
sons should  spend  all  their  time  in  these  units 
...  or,  more  likely,  that  young  persons  after 
training  should  care  for  the  acutely  ill  pa- 
tients in  the  hospital  in  intensive-care  units 
instead  of  being  sent  to  rural  Iowa  to  practice 
or  even  paradoxically  back  to  Brooklyn.  . . . 
Much  more  logically,  the  middle-aged  physi- 
cian should  go,  on  sabbatical,  to  un-doctored 
areas,  to  supply  the  experience  and  judgment 
more  likely  needed  than  the  latest  tech- 
nology. ”4 


Better  understandings  of  the  life  cycle  as  it 
affects  physicians  are  needed.  Such  insights  could 
enable  us  to  plan  careers  in  such  a way  as  to  serve 
the  public  more  effectively  and  — of  equal  impor- 
tance— to  further  cultivation  of  a sense  of  charity 
toward  each  other  and  toward  ourselves.  □ 

— CSB 
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THE  MALE 

LIFE  CYCLE* 

AGE** 

PERIOD*** 

PERIOD  FOR 
PHYSICIANS**** 

17-22 

EARLY  ADULT  TRANSITION 

Pre-medical 
school;  MCAT's 

22-28 

Entering  the  Adult  World 

Medical  school ; 
Residency 

28-33 

ACE  30  TRANSITION 

Decisions  regarding 
practice  location, 
priorities 

33-40 

Settling  Down 

Beginning  practice; 
defining  oneself 
in  the  community 

40-45 

MID-LIFE  TRANSITION 

Questioning  of 
prior  choices 

45-50 

Entering  Middle  Adulthood 

Competition  from 

50-55 

ACE  50  TRANSITION 

younger  colleagues; 
need  to  renew 

55-60 

Culmination  of  Middle  Adulthood 

one's  skills; 
waning  energy 

60-65 

LATE  ADULT  TRANSITION 

Preparation  for 
retirement ; 

65- 

Late  Adult  Era 

adjustment  to 
retirement  (if 
fortunate) 

*From  Levinson  et  aL  Only  males  were  included  in  their  sample. 
‘‘Approximate  periods 

‘“During  the  "transition"  period,  all  major  values one's  job, 

one's  family,  one's  social  and  spiritual  priorities will  come  into 

question. 

““Suggested  (physicians  were  not  included  in  Levinson's  sample)  . 
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ON  THE  COVER:  “PHYSICIANS  TAKEN  FOR  A RIDE” 


The  somewhat  reluctant  gentlemen  aboard  the 
flashy  Maxwell  automobile  pictured  on  the  cover 
have  been  enjoying  the  1908  Pickens  County 
Medical  Society  meeting.  These  physicians  are 
Dr.  James  O.  Rosemond,  Dr.  W.  A.  Tripp  and  Dr. 
Charles  N.  Wyatt. 

Dr.  Wyatt  (1861-1916)  was  born  near  Central, 
S.  C.  He  attended  the  Southern  Medical  College 
(now  Emory  University)  in  1887.  His  medical 
practice  was  established  in  the  Slab  Town  area  of 
Pickens  County,  and  later  he  practiced  in  Easley. 
He  was  appointed  surgeon  for  the  Southern  Rail- 
road and,  as  was  customary,  he  would  board  the 
train  and  ride  while  treating  patients  aboard  who 
needed  his  services.  Dr.  Wyatt  had  a son,  Charles 
N.  Wyatt,  Jr.,  who  became  a physician  practicing 
in  Greenville  and  served  as  President  of  the  South 
Carolina  Medical  Association. 

James  Oliver  Rosemond,  M.D.  (1865-1938)  was 
born  in  the  Three  Bridges  area  near  Easley.  His 
medical  training  was  obtained  at  the  University  of 
Maryland.  He  served  as  a member  of  the  State 
Board  of  Medical  Examiners.  Dr.  Rosemond 
never  married,  but  raised  a niece  who  later  be- 
came his  chauffeur  when  he  no  longer  used  his 
famous  old  horse  named  “Nick”.  Dr.  Rosemond 
and  “Nick”  had,  for  many  years,  been  a familiar 
pair  seen  along  the  country  roads  as  he  attended 
his  patients  in  the  Easley  area. 

W.  A.  Tripp,  M.D.  (1866-1940)  was  born  and 
reared  in  the  Mount  Airy  community  in  Anderson 
County.  He  was  educated  at  the  Atlanta  Medical 
College  (Emory  University),  completing  his  work 
in  1894.  He  practiced  in  the  Easley  area  commu- 
nity known  as  Brushy  Creek  township.  He  had  a 
small  three-room  office  and  drug  dispensary.  Dr. 
Tripp  was  very  involved  in  community  activities, 
acting  as  County  Treasurer  for  Anderson  County, 
and  was  a member  of  the  Anderson  County  High- 
way Board.  He  served  as  Chairman  of  the  Board 


of  Trustees  of  the  Medical  College  at  Charleston 
for  20  years.  Dr.  Tripp’s  son,  Charles  M.  Tripp, 
followed  his  father  as  a physician. 

Pictured  below  is  a fee  bill  which  was  adopted 
at  the  same  1908  meeting  the  above  named  physi- 
cians had  attended  at  the  time  the  picture  was 
made.  Their  names  appear  at  the  bottom  of  the 
fee  bill  as  having  approved  its  adoption. 

We  are  grateful  to  the  Easley  Progress  for 
granting  permission  to  use  the  picture  on  our  front 
cover.  □ 

— TML 
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Aon  and  Shoulder  60  00 

Dislocations: 
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Shoulder 
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First  Class 
First  Aid 
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Broad-spectrum  antibacterial  • Handy  applicator  tip 


DESCRIPTION:  Each  gram  contains:  Aerosporin " (Polymyxin  B Sulfate)  5,000  units, 
bacitracin  zinc  400  units,  neomycin  sulfate  5 mg  (equivalent  to  3.5  mg  neomycin  base); 
special  white  petrolatum  qs;  in  tubes  of  1 oz  ana  y2  oz  and  V32  oz  (approx.)  foil  packets. 

INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated),  for 
topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in  • infected 
burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary  pyodermas  (impetigo, 
ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily  infected  dermatoses  (eczema,  herpes. 


and  seborrheic  dermatitis)  • traumatic  lesions,  inflamed  or  suppurating  as  a resu 
vlacth 


bacterial  infection.  Prophvlactically,  the  ointment  may  be  used  to  prevent  bacterial  contami- 
nation in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 
permit  wound  healing. 

CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or  in  the  external  ear  canal 
if  the  eardrum  is  perforated.  This  product  is  contraindicated  in  those  individuals 
who  have  shown  hypersensitivity  to  any  of  its  components. 

WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due 
to  neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive  jg 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of  neo-  wmic™ 
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Burroughs  Wellcome  Co. 

Research  Triangle  Park 
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mycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  is  affected, 
especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other  aminoglycoside 
antibiotics  concurrently,  not  more  than  one  application  a day  is  recommended 
When  using  neomycin-containing  products  to  control  secondary  infection  in  the  chronic 
dermatoses,  it  should  be  borne  in  mind  that  the  skin  is  more  liable  to  become  sensitized  to 
many  substances,  including  neomycin.  The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry  scaling  and  itching;  it  may  be  manifest  simply 
as  a failure  to  heal.  During  long-term  use  of  neomycin-containing  products,  periodic  exami- 
nation for  such  signs  is  advisable  and  the  patient  should  be  told  to  discontinue  the  product 
if  they  are  observed.  These  symptoms  regress  quickly  on  withdrawing  the  medication. 
Neomycin-containing  applications  should  be  avoided  for  that  patient  thereafter. 
PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures 
should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles 
in  the  current  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


“ By  the  work,  one  knows  the  workman .” 

— Jean  de  La  Fontaine,  1668 


DEPARTMENT  OF  FINANCE  AND  ADMINISTRATION 


The  Journal  continues  its  series  of  articles  on 
SCMA  staff,  featuring  this  month  the  Department 
of  Finance  and  Administration  under  the  direc- 
tion of  Mr.  Thomas  J.  (Mack)  Maguire,  III.  Assist- 
ing Mr.  Maguire  are  Ms.  Debbie  Shealy,  Mrs. 
Joannie  Connor,  Mr.  Stan  Ross,  Mrs.  Phylis  Brooks 
and  Mrs.  Jane  Davis. 

THOMAS  J.  MAGUIRE,  III 

Mack  joined  the  SCMA  as  Director  of  Finance 
and  Administration  on  July  1,  1978,  at  a time 
when  his  financial  management  and  administra- 
tive services  were  required  by  the  Association.  His 
previous  employment  includes  Assistant  Execu- 
tive Director,  Finance,  for  the  South  Carolina 
Medical  Care  Foundation,  and  Senior  Staff  Ac- 
countant for  a well-known  Columbia  CPA  firm. 
He  holds  a B.S.  in  Business  Administration  and  a 
Masters  of  Business  Administration  from  the  Uni- 
versity of  South  Carolina. 

Mack’s  duties  involve  supervision  of  all  ac- 
counting functions  and  budget  preparation  for 
the  Association  and  most  of  its  subsidiaries;  man- 
agement of  investment  activities  under  the  direc- 
tion of  the  Investment  Committee;  financial 
advice  and  tax  return  preparation  for  the  SCMA 
Auxiliary;  over-all  Association  personnel  manage- 
ment and  supervision;  and  administration  of  the 
pension  plan,  general  insurance  contracts,  and 
member  acquisition  and  member  service  pro- 
grams. His  Commission  and  Committee  respon- 
sibilities involve  the  Commission  on  Public 
Health;  and  the  Mental  Health,  Medical  Aspects 
of  Sports,  Crippled  Children’s  Society,  and  S.  C. 
Department  of  Vocational  Rehabilitation  com- 
mittees. He  is  also  an  appointee  to  the  Board  of 
Trustees  of  the  SCMA  Members’  Insurance  Trust. 


Married,  with  one  three-year-old  daughter, 
Mack  enjoys  outdoor  activities  such  as  fishing  and 
golf,  and  is  an  amateur  photographer.  He  is  a 
member  of  the  National  Association  of  Accoun- 
tants and  the  First  Presbyterian  Church  in 
Columbia. 

DEBBIE  SHEALY 

Debbie  began  work  at  the  SCMA  in  October  of 
1978  after  previous  employment  with  the  Fair- 
field  County  Recreation  Commission  as  a Dance 
Instructor,  and  the  University  of  South  Carolina  as 
Executive  Secretary  and  Training  Supervisor  for 
the  Commercial  Education  Department.  She 
earned  a B.A.  Degree  from  the  University  of 
South  Carolina  and  is  licensed  by  the  South  Caro- 
lina Real  Estate  Commission. 

Serving  in  the  vital  role  of  Membership  Admin- 
istrator, Debbie  prepares  for  and  carries  out  all 
functions  relating  to  SCMA  membership  ac- 
tivities, billing,  record-keeping  and  correspon- 
dence. In  addition,  she  provides  secretarial 
support  to  the  Director  of  Finance  and  Admin- 
istration and  staffs  the  Committes  on  Occupa- 
tional Medicine  and  Member  Services. 

Debbie  is  single  and  devotes  her  leisure  time  to 
collecting  antiques,  needlework,  water  skiing  and 
swimming,  tole  painting,  dancing  and  traveling 

JOANIE  CONNOR 

Serving  as  the  SCMA  receptionist  since  Septem- 
ber of  1977,  Joanie  keeps  the  vital  lines  of  personal 
and  telephone  communications  open  at  the  Head- 
quarters offices.  She  is  a graduate  of  Cardinal 
Newman  High  School  in  Columbia  and  was  pre- 
viously employed  by  the  Prudential  Life  Insur- 
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Department  of  Finance  and  Administration:  Pictured  left  to  right.  Miss  Debbie  Shealy,  Mrs.  Joanie  Connor,  Mr.  Stan  Ross,  Mrs. 
Vivian  Reeves  (former  Office  Manager),  Mr.  Thomas  J.  Maguire.  Ill,  Mrs.  Phylis  S.  Brooks,  and  Mrs.  Jane  B.  Davis. 


ance  Company  as  an  underwriting  and  claims 
secretary. 

In  addition  to  the  duties  of  receptionist,  Joanie 
is  responsible  for  the  daily  cash  receipts  report, 
communications  activities  of  the  SCMA’s  charter 
travel  tours,  maintaining  and  updating  lists  of 
county  society  officers,  coordinating  the  activities 
of  the  Memorial  Committee,  and  assisting  in  rou- 
tine mailings  and  projects. 

She  joined  the  SCMA  because  of  an  interest  in 
meeting  and  dealing  with  the  public.  She  was 
raised  in  a family  with  nine  children,  and  now  has 
a son  and  daughter  of  her  own.  Married,  she  and 
her  husband  are  professional  musicians  with  a 
rock  band,  and  in  addition  to  her  music  interests, 
she  enjoys  traveling. 

STAN  ROSS 

Stan  Ross  joined  the  SCMA  when  the  Associa- 
tion moved  into  its  new  Headquarters  offices  in 
May  of  1975,  feeling  that  he  would  enjoy  work  in 
the  newly-finished  building  with  the  small  staff 
then  employed  by  the  SCMA. 


He  serves  as  operator  of  the  print  shop,  carrying 
out  all  the  duties  involved  with  the  press,  collator, 
sorter,  mail  and  copy  machines,  in  order  that  the 
voluminous  printing  needs  of  the  Association  are 
met  on  a timely  and  professional  basis. 

After  attending  college,  he  has  been  employed 
in  the  clerical  and  printing  areas  almost  ex- 
clusively. He  is  single  and  interested  in  horticul- 
ture and  health. 

PHYLIS  S.  BROOKS 

Feeling  that  the  SCMA  would  provide  job  se- 
curity and  opportunities  for  career  advancement, 
Phylis  joined  the  Association  as  Bookkeeper  in 
January  of  1978.  Now,  Financial  Assistant,  she 
holds  an  Associate  in  Science  Degree  in  Commer- 
cial Education  from  the  University  of  South  Caro- 
lina, and  was  previously  employed  in  accounting 
and  credit  areas  by  Helena  Chemical,  the  Lex- 
ington County  Hospital  and  the  Carolina  Ex- 
change Region. 

Phylis  performs  bookkeeping  functions  for  the 
S.  C.  Society  of  Pathologists,  the  S.  C.  Der- 
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matological  Society  and  the  S.  C.  Pediatric  Soci- 
ety, as  well  as  the  SCMA  Auxiliary.  She  functions 
as  Accountant  for  the  Members’  Insurance  Trust, 
including  billings,  deposits  and  recordkeeping. 
She  handles  deposits  for  SCMA  receipts  and  pre- 
pares billings  for  in-house  printing,  postage  and 
data  services. 

Phylis  is  married  and  she  and  her  husband  have 
just  become  the  proud  parents  of  a baby  boy.  She 
attends  Mt.  Hebron  United  Methodist  Church 
and  enjoys  water  sports  and  needlework  as 
hobbies. 

JANE  B.  DAVIS 

Jane  is  the  Senior  Finance  Assistant  for  the 
South  Carolina  Medical  Association.  She  began 
work  with  the  SCMA  in  April  of  1976,  filling  a 
vacant  secretarial  position,  but  was  soon  promoted 


into  the  accounting  area  which  she  prefers  most. 

Jane  attended  West  Virginia  University  and 
was  then  employed  in  accounting  for  ten  years. 
Prior  to  joining  the  SCMA,  she  worked  for  17 
years  as  a personal  and  executive  secretary  in  a 
privately-owned  Columbia  corporation. 

Her  duties  involve  all  areas  of  accounting  for 
the  SCMA  the  Member’s  Insurance  Trust, 
SOCPAC  and  SCIMER  which  are  necessary  to 
produce  monthly  financial  statements.  She  also 
staffs  the  Laboratory  Quality  Control  Committee. 

Married,  she  has  two  grown  sons.  The  light  of 
her  life  is  her  three-year-old  granddaughter  who 
makes  her  home  with  Jane  and  her  husband.  Her 
interests  include  bridge,  music  and  walking  and, 
in  addition,  she  is  an  avid  sports  fan.  □ 

— JGD 


Featured  on  these  pages  in  August  will  be  the  Department  of  Scientific  Affairs  and  Medical  Education. 


Winchester  Surgical  Supply  Company 

200  S.  TORRENCE  ST.,  CHARLOTTE,  N.  C.  28204  Phone  No.  704-372-2240 

MEDICAL  SUPPLY  DIVISION  FOR  YOUR  PATIENTS  AT  HOME 
1500  E.  THIRD  STREET  Phone  No.  704/332-1217 

Winchester-Ritch  Surgical  Company 

421  W.  SMITH  ST.,  GREENSBORO,  N.  C.  27401  Phone  No.  919-273-5581 

We  equip  many  new  Doctors  each  year  and  invite  your  inquiries. 

Emory  L.  Floyd  M.  M.  “Buddy”  Young  J.  Ray  Jackson 

Box  3228  Tel.  803/662-4417  Box  1241  Tel.  803/781-8798  Box  2143  Tel.  803/246-1274 

Florence,  S.  C.  29502  Irmo,  S.  C.  29063  Greenville,  S.  C.  29602 

We  have  salesmen  living  in  South  Carolina  to  serve  you 

We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921, 
and  advertised  CONTINUOUSLY  in  the  S.  C.  Journal  since  January  1920  issue. 
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South  Carolina  Medical  Association 

THE  STRENGTH  OF  THE  SCMA  DEPENDS  ON  YOU! 
HAVE  YOU  ASKED  A NON-MEMBER  TO  JOIN? 


TEAR  OUT  THIS  PAGE  FOR  YOUR  NON-MEMBER  COLLEAGUES 
AND  ASK  THEM  TO  RETURN  WITH  CHECK  TO: 


SCMA 

P.  O.  Box  11188 
Columbia,  S.  C.  29211 


The  South  Carolina  Medical  Association  represents  you, 
the  individual  physician,  through  your  membership.  It  is 
the  only  unified  voice  to  state  agencies  and  the  legislature 
for  the  medical  profession. 

SCMA 's  SERVICES 

• Legislative  Action:  SCMA  monitors  and  takes  appro- 
priate action  on  all  developments  of  interest  to  physi- 
cians which  occur  in  the  Legislature  and  Congress. 

• Continuing  Medical  Education:  SCMA  sponsors  free 
CME  sessions  during  the  Annual  Meeting.  A quar- 
terly CME  calendar  is  published  in  the  Journal. 

• Advocacy  for  the  Impaired  Physician:  The  SCMA  of- 
fers physician  advocacy  for  chemically  impaired  phy- 
sicians. Physicians  voluntarily  work  with  the  SCMA's 
Committee  on  Alcohol  and  Drug  Abuse. 

• Insurance  Programs:  SCMA  sponsors  a self-insured 
health  insurance  program  in  addition  to  a variety  of 
other  insurance  programs. 


• Professional  Liaison:  In  making  sure  that  medicine's 
viewpoint  is  heard  by  other  health  professions, 
SCMA  maintains  liaison  with  the  Department  of 
Health  and  Environmental  Control,  the  SC  Industrial 
Commission,  HSA’s,  Department  of  Social  Services, 
S.  C.  Hospital  Association,  Department  of  Mental 
Health  and  many  private  health  care  organizations. 

• Public  Relations:  Communications  are  maintained 
with  the  media  and  the  public  about  health  issues. 

• Peer  Review:  SCMA  conducts  an  active  peer  review 
program  to  maintain  and  improve  the  quality  of  health 
care. 

• Placement  Services:  You  can  learn  of  openings  in 
private  practice  and  in  health  facilities  in  the  state. 

• Staff  support  to  specialty  societies. 

• Publications:  SCMA  publishes  a monthly  journal,  The 
Journal  of  the  South  Carolina  Medical  Association.  In- 
cluded in  the  Journal  are  a monthly  newsletter,  “Leg- 
islative Updates,”  and  quarterly  CME  calendars. 
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AUXILIARY 


ANTICIPATING  RETIREMENT  IN  A MEDICAL  FAMILY 

All  over  the  country,  Doctors  are  retiring  from  the  active  practice  of  medicine,  some  successfully,  and 
some  with  more  problems  than  they  anticipated. 

Because  the  moving  of  a medical  family  into  the  leisure  years  of  retirement  takes  more  skill  and 
planning  than  one  might  think,  Medical  Auxiliaries  across  the  nation  are  co-sponsoring  seminars  on  just 
this  subject. 

“All  of  your  dreams,  all  of  your  goals  are  probably  within  your  reach  ...  if  you  plan  well,  starting  now.” 

This  advice  was  given  to  participants  at  a “Closing  a Medical  Practice”  seminar  by  Lynn  Dowling,  AMA 
Department  of  Practice  Management. 

Lynn  warns  that  planning  for  retirement  should  begin  years  before  the  anticipated  retirement  age, 
preferably  in  midlife. 

“Most  doctors  put  off  estate  planning  until  it’s  too  late.  ” says  Lynn.  “They  think  they  have  to  have  things 
of  value  to  begin  planning.  That’s  not  so.” 

Inadequate  planning  can  result  in  several  common  mistakes. 

Poor  financial  planning  can  leave  you  with  a nest  egg  shrunk  by  inflation,  large  illiquid  investments  but 
poor  cash  flow,  a retirement  income  too  small  for  your  anticipated  lifestyle,  and  other  headaches. 

A classic  mistake  is  made  by  physicians  who  cut  back  for  retirement  first  by  cancelling  their  country 
club  membership  — the  very  thing  they  should  maintain. 

Finally,  physicians  and  spouses  frequently  fail  to  anticipate  the  role  and  attitude  adjustments  they’ll 
both  have  to  make  when  the  physician  takes  the  step  down  in  status  that  accompanies  retirement. 

These  unpleasant  elements  can  be  avoided  by  thinking  of  retirement  as  another  career. 

You  and  your  spouse  must  set  goals,  consider  your  resources,  and  draft  plans  for  accomplishing  your 
objectives.  As  obvious  as  it  seems,  it  is  essential  to  discuss  these  goals  and  plans  together. 

Get  your  background  information  in  order.  With  your  spouse,  evaluate  your  personal  finances.  Consider 
when  mortgages  will  be  paid  off,  when  children  will  graduate  from  college,  when  investments  will 
mature,  when  your  retirement  income  begins. 

Make  an  inventory  of  your  assets,  calculate  their  value  at  the  anticipated  date  of  retirement,  and 
evaluate  the  role  they  will  play  in  your  nest  egg. 

Consider  personal  goals.  What  skills  or  knowledge  do  you  want  to  acquire,  improve  or  exercise?  What 
type  of  lifestyle  do  you  want?  What  travelling  do  you  hope  to  do? 

Next,  set  definite,  specific  goals  based  on  what  you’ve  learned.  Write  them  down  and  review  them 
regularly. 

Both  you  and  your  spouse  should  have  wills  and  review  them  regularly,  considering  changes  in  tax  laws, 
the  value  of  your  investments,  your  state  of  residence,  your  marital  status,  number  and  size  of  assets,  size  of 
family,  death  of  a beneficiary,  death  or  disability  of  executor,  and  changes  in  the  designated  guardian  for 
your  children. 

Countless  details  must  be  taken  care  of  as  the  closing  date  of  the  practice  approaches.  There  are  leases 
and  insurance  policies  to  terminate,  office  equipment  to  be  disposed  of,  subscriptions  and  memberships  to 
cancel  or  change,  medical  records  to  transfer,  and  utilities  to  be  shut  off. 

With  thoughtful,  knowledgeable  planning,  your  retirement  can  be  fulfilling,  exciting,  and  secure  — 
truly  a dream  come  true. 


O 


o 


For  information  on  “Closing  A Medical  Practice”  seminars,  contact:  Dept,  of  Practice  Management, 
American  Medical  Association,  535  N.  Dearborn  St.,  Chicage,  IL  60610. 

The  above  facts  and  quotes  were  taken  from  an  article  on  “Anticipating  Retirement”  by  Cynthia 
Ryskamp  in  the  AMA  Auxiliary  magazine  Facets.  □ 
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From  the  State  House: 

LEGISLATIVE  UPDATE 


August,  1982 


Activity  at  the  State  House  has  come  to  a near  standstill  at  this  point  in  this 
House-election  year.  Many  legislators  are  tending  to  their  personal  business  and/or 
doing  some  campaigning.  A number  of  legislators  and  many  of  their  staff  were  in 
Chicago  recently  at  the  Annual  National  Conference  of  State  Legislators.  Also,  a big 
item  of  news  at  the  State  House  was  the  recent  Southern  Governors’  Conference  held  at 
Hilton  Head  Island,  S.  C.  and  chaired  by  Governor  Dick  Riley. 

TRUSTEE  DESEGREGATION  PLANS  - S.731 


For  several  years,  the  U.  S.  Department  of  Education  has  been  pressuring  State 
officials  about  the  lack  of  minority  representation  at  the  trustee  level  of  South 
Carolina’s  major  institutions  of  higher  learning.  In  1981  a voluntary  desegregation 
agreement  was  reached  between  the  state  and  the  U.  S.  Department’s  Office  of  Civil 
Rights,  putting  the  onus  on  state  officials  to  make  progress. 

Several  bills  were  introduced  during  the  1982  Legislative  Session  to  cure  this 
"defect”.  S.731  was  one  of  these  bills,  and  it  would  have,  among  other  things,  changed 
the  MUSC  Board  of  Trustees  by  deleting  the  current  requirement  of  having  certain  health 
professionals  as  members  of  the  Board.  (Currently,  one  "health  professional"  from  each 
Congressional  District  sits  on  the  Board,  along  with  a "consumer"  member — making  for 
twelve  trustees  in  all.)  The  bill  would  also  enlarge  the  Board  by  giving  the  Governor 
three  appointees  in  addition  to  the  twelve  appointed  by  the  Legislature. 

S.731  was  effectively  killed  after  strong  opposition  by  SCMA  and  other  supporters 
of  MUSC.  However,  during  the  final  weeks  of  the  Session,  the  Governor  precipitated 
an  agreement  by  the  Senate  Finance  Committee  to  add  an  amendment  to  the  State  Budget 
Bill,  which  was  being  considered  by  that  committee.  That  particular  amendment  would 
have  simply  given  the  Governor  three  appointees  on  top  of  those  now  elected  by  the 
Legislature  without  deleting  the  health  professional  requirement,  as  in  S.731,  with 
the  thought  that  the  measure  would  not  receive  as  much  scrutiny  while  couched  in  the 
bowels  of  the  ominous  Budget  Bill.  The  full  Senate  easily  voted  down  this  amendment 
when  discussed  on  5/27/82  on  the  Senate  floor.  The  measure  is,  of  course,  considered 
dead  for  this  year;  however,  the  issue  is  expected  to  arise  early  in  the  '83  session. 

The  State  Commission  on  Higher  Education  has  actively  taken  up  this  issue,  and  in 
July  of  this  year  approved  a draft  document  establishing  a high  level  committee  of  the 
Commission  to  work  up  possible  recommendations  to  the  General  Assembly  for  the  next 
(1983)  session.  The  draft  document  made  prominent  mention  of  a possible  lawsuit  that 
would  coerce  changes  in  the  current  make-up  of  the  Trustee  Boards  and  stressed  the 
need  to  enact  legislation  before  the  end  of  1983.  Formal  recommendations  are  expected 
to  be  made  to  the  General  Asembly  soon. 

SCMA  has  never  opposed  the  specific  issue  of  adding  minority  members  to  the 
various  boards  of  the  state  institutions  of  higher  learning.  S.731  was  opposed 
because  it  would  have  completely  deleted  the  requirement  of  having  health  profes- 
sionals (M.D.'s,  nurses,  pharmacists,  dentists)  sit  on  the  MUSC  Board.  SCMA  has 


stressed  the  benefit  of  having  these  health  professionals  and  has  pointed  out  the  fact 
that  the  Legislature  should  appoint  minority  members  under  the  current  process. 

STATE  BUDGET  ALLOCATIONS  FROM  MEDICAID 


Medicaid  budget  allocations  are  still  being  discussed  on  the  Hill  in  Washington. 

The  most  recent  figures  trickling  down  to  South  Carolina  indicate  that  anywhere  from 
$18-$48  million  may  be  slashed  from  South  Carolina’s  Medicaid  Program. 

Depending  on  the  cuts  that  may  be  carved  in  the  Medicaid  Budget  in  Washington,  DSS 
may  take  a number  of  steps.  For  example,  they  may  cut  hospital  days  from  the  current 
12-day  allocation  back  to  9,  (less  than  two  years  ago,  a Medicaid  patient  was  covered 
for  up  to  40  days  in  the  hospital  with  unlimited  access  to  prescription  drugs  as  long 
as  he  paid  50q  to  the  pharmacist  for  each  one)  limit  prescriptions  to  a handful  of 
specific  drugs  or  eliminate  the  prescription  program  entirely  (latest  word  has  it  that 
DSS  has  tentatively  decided  to  cut  the  drug  formulary  back  to  approximately  100  drugs 
total),  and  there  have  been  some  statements  to  the  effect  that  DSS  may  also  quit  paying 
for  some  "intermediate  care"  in  nursing  homes,  an  optional  service  states  may  fund  at 
their  discretion  under  Medicaid. 

SCMA  and  other  groups,  such  as  the  S.  C.  Hospital  Association,  have  long  alleged 
that  unnecessary  profits  were  being  made  by  nursing  home  operators  who  were  reimbursed 
for  things  such  as  their  lease  costs,  capital  outlays,  inflation  factors,  etc.  and 
other  mechanisms  which  are  not  available  to  other  Medicaid  providers.  In  regard  to 
these  lease  costs,  which  have  gotten  quite  a bit  of  play  in  the  newspapers,  consultants 
brought  in  to  advise  the  Health  Care  Planning  & Oversight  Committee  stated  that  Medicaid 
should  not  be  saddled  with  private  nursing  home  leases  that  guarantee  duplicate  profits. 
These  consultants  state  that  the  State  Welfare  Department  should  quit  subsidizing  the 
leases  which  jack  up  Medicaid  pay-outs  as  much  as  $157,523.00  per  year  to  a single  nurs- 
ing home.  At  the  present  time,  an  in-depth  study  is  being  made  by  state  officials  to 
determine  which  nursing  homes  have  "sweetheart  leases,"  which  should  not  entail  the 
reimbursement  with  state  monies.  In  late  July,  the  DSS  Board  stated  that  whatever 
policy  decisions  that  may  be  made  when  the  study  is  completed  will  be  made  retroactive 
back  to  August  1.  That  decision  ended  some  speculation  that  the  private  nursing  home 
industry  might  have  another  month  of  payments  padded  by  Medicaid  coverage  of  high 
capital  costs  generated  by  past  leases  and  sales. 

MEDICAL  ECONOMICS  FEATURES  SCMA  ARTICLE 


The  SCMA  was  recently  given  prominent  mention  in  a lengthy  article  in  the  July 
issue  of  Medical  Economics.  Written  by  Senior  Editor  Merian  Kirchner,  the  article, 
entitled  "Will  These  M.D.'s  Win  A Counter-Attack  on  Chiropractors?",  showed  color  ad- 
vertisements used  by  chiropractors  in  S.  C.  publications  and  followed  the  scenario  of 
the  legislative  battle  SCMA  had  with  mixer  chiropractors  this  year,  pointing  out  the 
growing  respect  medicine  is  gaining  in  legislative  halls  regarding  the  issue  of  chiro- 
practic treatments. 


Many  readers  of  the  article  were  impressed  by  the  analysis  made  of  recent  claims  by 
chiropractors  to  insurance  carriers  for  procedures  performed  on  their  patients.  This 
aspect  and  the  advertisements  of  chiropractors  shown  in  the  article  were  highly  reflec- 
tive of  what  chiropractors  are  attempting  to  do  in  today’s  health  arena. 


NEW  STATE  SENATOR  ELECTED 


A special  election  was  held  on  August  3,  1982  to  fill  the  Senate  seat  of  Sen.  A. 
E.  Carmichael,  who  resigned  earlier  this  year.  The  winner  was  Bishopville  Mayor  and 
furniture  dealer,  Bruce  Smith.  This  Senate  seat  covers  the  counties  of  Chesterfield, 
Marlboro,  Dillon  and  Lee  Counties. 
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PULMONARY  CRYPTOCOCCOSIS:  REVIEW  OF 
ELEVEN  CASES 


FRANCIS  G.  MIDDLETON,  M.D.* 
WILLIAM  H.  PRIOLEAU,  JR.,  M.D. 

Pulmonary  cryptococcosis  is  a challenging  dis- 
ease for  the  clinician  to  diagnose  and  manage. 
Symptoms  are  non-specific  and  the  roentgeno- 
graph appearances  are  varied  and  give  no  clue  to 
the  etiologic  agent.  Kerkering,  Duma  and  Shad- 
omy1  have  recently  emphasized  that  cryptococ- 
cosis is  rarely  considered  in  the  differential  diag- 
nosis of  an  abnormal  chest  roentgenogram,  and 
this  may  lead  to  errors  in  patient  management.  In 
a series  of  patients  with  pulmonary  cryptococcosis 
described  by  Lewis  and  Rabinovich2  only  six  of  13 
had  the  diagnosis  established  clinically;  the  other 
seven  were  diagnosed  at  postmortem  examina- 
tion. Furthermore,  when  Cryptococcus  neofor- 
rnans  is  cultured  from  bronchial  secretions,  there 
remains  for  the  clinician  the  difficulty  of  deciding 
its  implications  — whether  the  organism  is 
saprophytic,  invasive  in  lung  tissue  alone,  or  a 
manifestation  of  disease  that  has  disseminated,  or 
may  soon  disseminate,  beyond  the  respiratory  sys- 
tem. Thus  one  must  recognize  the  presence  of  the 
organism,  define  the  extent  of  the  disease  it  is 
producing,  and  if  it  has  not  already  disseminated, 
judge  the  relative  risk  of  future  dissemination  to 
such  morbid  complications  as  cryptococcal  men- 
ingitis. To  err  in  this  process  may  lead  the  clini- 
cian to  giving  toxic  therapy  for  a saprophytic 
organism,  or,  on  the  other  hand,  fail  to  give  ther- 
apy when  the  patient  is  at  high  risk  of  further 


Address  correspondence  to  Dr.  Middleton  at  Charleston  In- 
ternal Medicine,  P.  A.,  55  Bee  Street,  Charleston,  S.  C.  29403. 


dissemination  and  disease  produced  by  the  organ- 
ism. 

We  have  reviewed  our  experience  with  pul- 
monary cryptococcosis  over  the  past  10  years  at 
two  community  hospitals  in  Charleston,  and  sum- 
marize here  some  aspects  of  that  experience  that 
might  be  helpful  to  others  confronted  with  this 
disease. 

MATERIALS  AND  METHODS 

Patients  seen  by  the  authors  are  included  in  this 
report.  Also  the  medical  records  of  patients  at 
Roper  and  St.  Francis  Hospitals  from  1971  to  1981 
coded  as  having  cryptococcosis  were  reviewed. 
Cases  were  accepted  as  pulmonary  cryptococcosis 
if:  (1)  C.  neojormans  was  cultured  from  bronchial 
secretions  or  lung  tissue;  or  (2)  typical  organisms 
that  stained  with  mucicarmine  were  observed  in 
histopathologic  sections  of  lung  tissue.  C.  neofor- 
mans  was  identified  in  the  laboratory  as  a narrow- 
based,  budding,  encapsulated  yeast  that  grew  at 
37°  C,  split  urea,  and  failed  to  assimilate  lactose 
and  nitrate.  Follow  up  information  on  patients 
was  obtained  from  their  attending  physicians. 

RESULTS 

Eleven  cases  of  pulmonary  cryptococcosis  were 
found.  Pertinent  aspects  of  the  cases  are  tabulated 
in  Table  I. 

Age  ranged  from  25  to  72.  There  were  seven 
women  and  four  men.  Occupations  gave  no  clue 
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to  the  presence  of  cryptococcosis.  Symptoms  were 
often  present  for  weeks  or  months  and  were  non- 
specific — cough,  fever,  chest  pain  and  weight 
loss. 

The  roentgenographic  appearances  were  quite 
variable.  No  characteristic  pattern  emerged.  Le- 
sions appeared  as  circumscribed  masses,  pneu- 
monic infiltrates  and  cavitations.  In  one  patient 
(case  #8),  no  definite  infiltrate  was  seen. 

Diagnosis  was  established  by  culture  of  expec- 
torated material  in  only  four  of  the  11  patients.  In 
the  remaining  seven  patients,  sputum  cultures  for 
fungus  were  negative,  and  other  diagnostic  tech- 
niques were  necessary:  culture  of  bronchial  wash- 
ings in  one;  culture  of  trantracheal  aspirate  in  one; 
culture  of  lung  tissue  in  three  and  histopathologic 
examination  of  lung  tissue  in  two.  Case  #2  was  of 
especial  interest  in  this  regard.  Repeated  fungal 
sputum  cultures  in  this  patient  grew  Candida 
albicans.  The  patient  had  been  treated  with 
tetracycline,  and  white  mucosal  lesions  were  pres- 
ent in  the  mouth,  having  an  appearance  consistent 
with  oral  candidiasis.  Transtracheal  aspiration 
was  done  to  avoid  the  oropharyngeal  flora,  and 
culture  of  the  transtracheal  aspirate  established 


the  diagnosis  by  growing  a few  colonies  of  C. 
neoj or  mans. 

In  six  patients,  conditions  were  present  that 
might  have  predisposed  to  cryptococcal  infection. 
Three  patients  were  being  treated  with  pred- 
nisone; two  had  lymph  node  findings  consistent 
with  sarcoidosis;  and  one  had  poorly  controlled 
diabetes  mellitus  and  active  pulmonary  tuber- 
culosis. Dissemination  of  disease  beyond  the  lung 
occurred  in  three  of  these  six  patients  (cases  #3,  #8, 
#9);  in  two,  positive  urine  cultures  were  the  only 
evidence  found  of  dissemination.  In  the  third, 
dissemination  was  not  recognized  until  the  patient 
developed  meningeal  symptoms  later  in  his 
course.  In  the  five  patients  with  no  associated 
illness  or  steroid  therapy,  dissemination  appar- 
ently did  not  occur. 

Six  of  the  eleven  patients  received  no  specific 
chemotherapy  for  cryptococcosis.  In  case  #5,  C. 
neof ormans  cultured  from  the  sputum  was 
thought  to  explain  his  pulmonary  infiltrates  until 
sputa  also  grew  Mycobacterium  tuberculosis. 
Therapy  for  active  tuberculosis  resulted  in  com- 
plete resolution  of  the  infiltrates,  and  the  patient 
has  remained  well  and  without  clinical  evidence 


TABLE  I:  PULMONARY  CRYPTOCOCCOSIS 


CASE 

* 

1 

AGE 

29 

SEX 

F 

OCCUPATION 

librarian 

SYMPTOMS 
cough, fever 

CHEST 

ROENTGEN. 

infiltrate, 
right  lower 
lobe 

METHOD  CF 
DIAGNOSIS 

culture,  sputur 

ASSOCIATED 

DISEASES 

i sarcoidosis 

SITES  CULTURED 

CSF : negative , 
blood  negative, 
urine  negative 

THERAPY 

anphoteri- 

cin-B. 

flucytosine 

amicME 

cured  7 
years 

~2 

27 

F 

housewife 

cough, fever 

infiltrate,bi 
lateral  lower 
lobes 

- culture-tran« 
trach.  aspirate 

regional 

enteritis. 

prednisone. 

CSF: negative, 
blood  negative, 
urine  negative . < 
sputum  negative 

flucytosine 

prednisone 

isccntinued 

cured  6 
years 

3 

29 

M 

fireman 

OOUE^l, 

dyspnea 

infiltrate 
upper  lobes; 
hilar  nodes. 

culture, bron- 
chial washings 

sarcoidosis 

; 

blood : negative 
-urine : positive 
sputum : negative 

flucytosine 

. 

cured  5 
years 

4 

38 

M 

physician 

none 

infiltrate 

culture , sputin 

i None 

sputum : positive 

flucytosine 

cured  8 
years 

5 

63 

M 

longshore- 

man 

fever, 
cough,  wt 
loss 

infiltrates, 
left  upper  & 
lower  lobes 

culture : sputir 

i pulmonary  tu- 
berculosis , 
diabetes  melli- 
tus 

CSF : negative 
blood ; negative 
urine : negative 

none  for 
crypto  (anti- 
TB  drugs) 

cured  6 
years  ' 

6 

25 

F 

secretary 

cough, 
pleuritic 
chest  pain 

multiple  cavi 
tary  lesions, 
right  lower 
lobe. 

-transbronchia: 
biopsy  and 
histopatholog; 

None 

sputum : negative 
blood:  negative 

None 

cured  5 
years 

7 

35 

F 

housewife 

None 

Cavitary  infil 
trates  right 
upper  lobe. 

- lobectomy 
histopathology 

None 

sputum : negative 

1 lobectcmy 

cured  5 
years 

8 

72 

F 

housewife 

cough, 

wheezing 

extensive 

fibrosis 

culture  sputum 

asthmatic  bron; 
obstr. lung 
disease, 
prednisone. 

blood : negative 
urine : positive 

prednisone 

discontinues 

cured  5 
i years 

9 

60 

M 

farmer 

fever, 

cough 

mass-like 
infiltrate, 
right  upper 
lobe. 

right  upper 
lobectomy; 
tissue  culture 

rheumatoid 
arthritis, 
prednisone . 

sputum : negative 

lobectcmy 

« 

disseminated 
to  meningiti: 
6 weeks'  late; 
ubsequent 
cure  1 year 

10 

bi 

F 

textile 

worker 

none 

infiltrate 
right  lower 
lobe. 

lobectomy, 
histopathology 
and  culture. 

None 

sputum : negative 

lobectomy 

cured  7 
years 

ll 

27 

F 

housewife 

cough , 
fever. 

infiltrate, 
right  lower 
lobe. 

open  lung 
biopsy,  tissue 
culture. 

None 

CSF  Negative 
sputum : nega ti ve 

flucytosins 

cured  8 
years 

420 


The  Journal  of  the  South  Carolina  Medical  Association 


CRYPTOCOCCOSIS 


of  cryptococcal  disease.  In  cases  #7  and  #10  lobec- 
tomy was  performed  primarily  to  establish  the 
diagnosis.  No  chemotherapy  was  given  and  the 
patients  have  remained  free  of  disease.  Trans- 
bronchial  biopsy  established  the  diagnosis  in  case 
#6.  This  patient  had  multiple  cavitary  infiltrates 
that  resolved  spontaneously.  Case  #8  is  of  especial 
interest  in  that  dissemination  was  present,  defined 
by  the  presence  of  positive  sputum  (with  no  defi- 
nite roentgenographic  infiltrate)  and  urine  cul- 
tures. Prednisone,  which  was  being  given  for 
asthmatic  bronchitis,  was  discontinued;  no  anti- 
fungal therapy  was  given;  and  the  patient  has 
remained  clinically  free  of  cryptococcal  disease  in 
long  term  follow  up.  Case  #9  had  lobectomy  and 
was  on  prednisone  for  treatment  of  rheumatoid 
arthritis.  No  antifungal  therapy  was  given,  and 
the  patient  subsequently  had  dissemination  to  the 
meninges.  His  cryptococcal  meningitis  was  suc- 
cessfully treated  with  amphotericin  and  flucyto- 
sine. Four  patients  were  treated  with  flucytosine 
alone.  Two  of  these  cases  (cases  #4  and  #11)  had 
no  dissemination,  and  no  predisposing  illnesses;  no 
subsequent  illness  has  occurred.  Case  #3  received 
flucytosine  alone  for  disseminated  disease  (posi- 
tive sputum  and  urine  cultures),  and  has  remained 
well.  Case  #2  received  flucytosine  at  the  same 


FIGURE  1:  Case  #2,  pneumonic  infiltrates  involving  lower 
lung  fields  cleared  as  prednisone  was  reduced  and 
flucytosine  given. 


time  that  prednisone  usage  was  tapered  and  dis- 
continued. In  vitro  sensitivity  testing  on  the  pre- 
treatment isolate  from  this  patient  suggested  re- 
sistance to  achievable  serum  levels  of  flucytosine 
(S.  Shadomy,  Medical  College  of  Virginia).  Infil- 
trates resolved  and  the  patient  has  remained  well. 
Only  one  patient  (case  #1)  received  amphotericin 
which  was  given  in  combination  with  flucytosine: 
this  patient  has  also  remained  well. 

DISCUSSION 

Cryptococcus  neoformans  is  found  abundantly 
in  pigeon  excreta  and  less  frequently  in  soil.3 
From  this  reservoir  in  nature  it  probably  can 
become  airborne,  to  be  inhaled  by  man.  The 
respiratory  tract  is  generally  considered  to  be  the 
most  frequent  portal  of  entry  into  man.  Following 
inhalation,  saprophytic  colonization  of  the  respi- 
ratory tract  may  occur;  invasion  of  the  lungs  may 
occur;  or  the  organism  may  disseminate  to  almost 
any  body  location.2  Historically,  the  medical  liter- 
ature has  first  and  most  thoroughly  documented 
the  features  of  dissemination  to  the  meninges,4 
and  only  later  has  a concept  of  localized  pulmo- 
nary disease  emerged.  In  1952,  Berk5  found  only 
four  documented  cases;  and  in  1966  Campbell6 
found  ninety-seven.  Descriptions  of  pulmonary 
cryptococcosis  have  increased  since  then,  and  a 


FIGURE  2:  Case  #6,  mass-like  infiltrate  with  cavitation 
resolved  spontaneously. 
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parallel  with  other  systemic  mycoses  has 
emerged.7-  8 9 In  cryptococcosis,  as  in  histo- 
plasmosis and  coccidiodomycosis,  it  has  become 
apparent  that  for  every  patient  with  clinically 
important  disease  there  are  probably  many  more 
who  have  inhaled  the  organism  and  successfully 
mounted  an  immunologic  defense  against  it.  For 
instance,  the  prevalence  of  disease  in  pigeon  han- 
dlers is  less  than  the  prevalance  of  their  immu- 
nologic reactivity  to  cryptococcal  antigen,  sug- 
gesting the  frequent  occurrence  of  subclinical  dis- 
ease.10 Likewise,  there  has  been  increasing  recog- 
nition that  clinically  important  cryptococcosis 
limited  to  the  lung  is  a more  frequent  occurrence 
than  cryptococcal  meningitis,  and  that  it  is  immu- 
nologic failure  to  contain  the  lung  infection  that 
leads  to  dissemination  to  the  meninges  and 
elsewhere.1 

The  reason  for  the  relatively  belated  attention 
to  pulmonary  cryptococcosis  becomes  apparent  as 
one  considers  the  problem  of  diagnosis.  Our  series 
of  patients  again  illustrates  that  there  are  usually 
no  demographic  or  roentgenographic  clues  to  the 
specific  diagnosis  of  pulmonary  cryptococcosis. 
Therefore  the  clinician  will  rely  heavily  on  the 
laboratory.  And  yet  the  difficulties  of  laboratory 
diagnosis  are  demonstrated  by  the  fact  that  in  only 
four  of  the  11  patients  in  our  series  did  sputum 
fungal  culture  grow  C.  neoformans;  in  the  re- 
maining patients,  more  aggressive  diagnostic  pro- 
cedures were  required.  This  experience  is  similar 
to  that  of  others:  Campbell7  found  that  in  only  19 
of  101  cases  was  diagnosis  made  by  sputum  cul- 
ture. Lewis  and  Rabinovich2  found  only  three 
positive  sputum  cultures  among  13  cases  of  pul- 
monary disease;  and  Kerkering,  et  all  found  11 
positive  cultures  out  of  30.  In  Kerkering’s  series, 
brochoscopic  washings  were  positive  in  nine  of  16 
attempts;  and  lung  biopsy  revealed  the  diagnosis 
by  culture  or  histopathology  in  11  of  11  attempts. 

The  problem  of  C.  neoformans  being  obscured 
by  other  organisms  in  the  processing  of  fungal 
sputum  culture  has  been  noted  by  others.1  The 
laboratory  technician  may  have  difficulty  select- 
ing a rare  colony  of  C.  neoformans  when  Candida 
species  is  present.  This  problem  seems  to  have 
occurred  in  case  #2  in  our  series,  from  whom  a 
transtracheal  aspirate  of  bronchial  secretions 
grew  a few  colonies  of  C.  neoformans  whereas 
expectorated  material  from  this  patient  grew 
abundant  Candida  albicans.  We  do  not  believe 
that  the  technique  of  transtracheal  aspiration  has 
been  previously  reported  to  be  useful  in  the  diag- 
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nosis  of  cryptococcal  lung  disease. 

Littman  and  Zimmerman4  established  five 
roentgenologic  characteristics  of  pulmonary 
cryptococcosis:  (1)  predilection  for  the  lower  half 
of  the  lung  fields:  (2)  rare  cavitation;  (3)  minimal 
or  no  fibrosis  or  calcification;  (4)  inconspicuous 
hilar  lymphadenopathy;  and  (5)  infrequency  of 
massive  pulmonary  collapse.  Not  all  authors  agree 
that  these  characteristics  are  valid.7  Our  patients 
tended  to  have  lower  lobe  disease,  but  cavitation 
was  present  in  two  patients.  We  believe  that 
roentgenographically  the  disease  is  characterized 
only  by  the  variety  of  patterns  that  can  occur. 

Isolation  of  C.  neoformans  from  sputum  or 
bronchial  secretions  should  lead  to  careful  search 
of  other  sites  for  evidence  of  asymptomatic  dis- 
semination. At  a minimum,  this  should  include 
spinal  fluid  examination  and  culture,  blood  cul- 
ture, and  urine  culture.  If  these  sites  are  negative, 
and  an  infiltrate  is  present  on  roentgenogram,  one 
still  may  be  in  error  attributing  that  infiltrate  to  C. 
neoformans.  This  situation  seems  to  be  illustrated 
in  case  #5,  in  whom  active  pulmonary  tuberculosis 
became  a more  likely  explanation  for  his  pulmon- 
ary infiltrates,  and  cryptococcus,  which  required 
no  therapy,  was  relegated  to  probably  saprophytic 
status.  Conversely,  if  no  infiltrate  is  present,  one 
cannot  automatically  conclude  that  the  bronchial 
isolate  is  saprophytic;  in  case  #8  a positive  urine 
culture  defined  disseminated  disease. 

Certain  diseases  and  situations  seem  to  pre- 
dispose to  cryptococcosis.  These  include  lympho- 
mas, leukemia,  sarcoidosis,  diabetes  mellitus  and 
corticosteroid  therapy.  In  six  of  our  patients  with 
one  of  these  conditions,  dissemination  occurred  in 
three  (cases  #3,  #8,  § 9).  In  five  patients  without 
these  conditions,  no  dissemination  was  identified. 
Of  particular  interest  in  this  series  is  that  in  two 
patients  on  prednisone,  cryptococcosis  seemed  to 
be  successfully  managed  by  withdrawal  of  that 
drug.  Case  #8,  on  prednisone  for  asthmatic  bron- 
chitis, had  C.  neoformans  cultured  from  both 
sputum  and  urine.  No  follow-up  cultures  have 
been  done  but  she  has  remained  well  for  five  years 
following  withdrawal  of  prednisone.  Case  #2  was 
given  flucytosine  although  subsequent  sensitivity 
studies  suggest  her  isolate  was  resistant  to  this 
drug;  her  infiltrates  cleared  as  prednisone  was 
tapered  and  discontinued.  This  experience  sug- 
gests that  corticosteroid  withdrawal  when  possible 
should  be  cautiously  considered  as  a primary 
means  of  management,  even  in  disseminated  dis- 
ease (excepting  meningitis),  before  specific  anti- 
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fungal  therapy  is  given.  When  immunologic 
impairment  is  present  and  cannot  be  removed,  as 
with  corticosteroid  withdrawal,  then  we  agree 
with  Kerkering1  that  antifungal  therapy  should  be 
given  for  pulmonary  cryptococcosis. 

In  patients  with  no  immunologic  disorder  and 
cryptococcosis  limited  to  the  lung,  antifungal 
therapy  should  be  withheld  since  dissemination  is 
not  likely  to  occur  and  one  can  expect  spontaneous 
resolution  of  the  pulmonary  lesion.  Houk7  first 
made  this  point;  it  has  been  upheld  by  others,1  and 
seems  borne  out  by  our  experience  with  cases  #10, 
#7,  and  #6. 

When  antifungal  therapy  is  indicated,  there  are 
no  clear  guidelines  as  to  what  it  should  be.  Al- 
though flucytosine  was  frequently  used  alone  in 
this  series  of  patients,  there  is  evidence  to  suggest 
that  this  approach  may  not  be  wise.  Both  de  novo 
(as  in  case  #2)  and  secondary  resistance  to  flucyto- 
sine occur.11 

Extrapolating  from  data  on  the  treatment  of 
cryptococcal  meningitis12  the  preferred  antifun- 
gal regimen  for  pulmonary  cryptococcosis  is  prob- 
ably the  combination  of  amphotericin  and  flu- 
cytosine. □ 
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"I  told  him  to  get  help 
for  his  drinking.  He 
told  me  to  go  to  hell.” 

Too  often,  the  hardest  part  of  treating  alcoholism  is 
persuading  patients  to  seek  help.  Many  patients  refuse 
because  they  think  their  problem  is  “just  a little  one.” 
Fenwick  Hall  has  the  staff,  the  facilities  and  the  com- 
passion to  treat  any  stage  of  alcohol  or  drug  addiction. 
Our  4 to  6 week  specialized  program  incorporates  medi- 
cal detoxification  and  counseling  with  a unique  Family 
Program,  comprehensive  After  Care  and  the  tenets  of 
AA  to  enhance  self-growth  and  recovery  without  sacrific- 
ing dignity. 

If  one  of  your  patients  has  a pro- 
blem with  alcohol  or  drugs,  you 
need  to  know  about  Fenwick  Hall. 


JCAH  ACCREDITED.  BLl'E  CROSS  CHAMPUS  PROVIDER. 
MOST  PRIVATE  INSURANCE  ACCEPTED. 


FENWICK  HALL 

John  H.  Magill,  Executive  Director 
P.O.  Box  688,  Johns  Island,  South  Carolina  29455  (803)  559-2461 
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THE  ARMY  NEEDS 

PHYSICIANS 

PART-TIME. 

The  Army  Reserve  offers  you  an  excellent 
opportunity  to  serve  your  country  as  a physician  and 
a commissioned  officer  in  the  Army  Reserve  Medical 
Corps.  Your  time  commitment  is  flexible,  so  it  can  fit 
into  your  busy  schedule.  You  will  work  on  medical 
projects  right  in  your  community.  In  return,  you  will 
complement  your  career  by  working  and  consulting 
with  top  physicians  during  monthly  Reserve  meetings 
and  medical  conferences.  You  will  enjoy  the  benefits 
of  officer  status,  including  a non-contributory  retirement 
annuity  when  you  retire  from  the  Army  Reserve, 
as  well  as  funded  continuing  medical  education  pro- 
grams. A small  investment  of  your  time  is  all  it  takes 
to  make  a valuable  medical  contribution  to  your  com- 
munity and  country.  For  more  information,  simply 
call  the  number  below. 

ARMY  RESERVE. 
BE  ALL  YOU  CAN  BE. 

MAJ  Benjamin  H.  Phillips,  Jr.,  MSC 
USAR  AMEDD  Procurement,  Strom  Thurmond  Federal  Building 
Room  575,  1835  Assembly  Street,  Columbia,  SC  29201  (803)  765-5696 
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. Oddly  enough  the  newest  idea 
in  investments  is  as  old  as  the  hills. 


If  you  have  a pension  or  profit  shar- 
ing plan,  you  need  to  know  about  a new 
idea  that  could  substantially  enhance  your 
return  on  investment. 

The  good  earth. 

South  Carolina  Nationals  Trust 
Division  now  provides  you  with  the  op- 
portunity of  investing  pension  and  pro- 
fit sharing  dollars  in  real  estate  through  a 
collective  investment  fund. 

As  a result,  you  can  participate  in  the 


development  and  ownership  of  properties 
such  as  shopping  centers, office  buildings 
and  industrial  plants. 

And,  according  to  many  analysts, 
. real  estate  is  as  valuable  an  investment  as 
you  can  make  today. 

F or  example,  published  reports  sub- 
stantiate the  fact  that  3 1,000  invested  in 
real  estate  in  1 970  would  yield  an  average 
of  33,500  today. 

That’s  far  greater  than  the  compar- 


able return  on  treasury  bills  or  common 
stocks,  and  more  than  double  the  return 
on  long-term  bonds. 

The  real  estate  fund  is  one  of  many 
investment  vehicles  available  from  SCN. 

T o learn  more  about  how  they  can 
benefit  you,  we  encourage  you  to  invest  a 
few  minutes  of  your  time  with  one  of  our 
trust  officers  today. 

It  could  well  be  the  most  profitable 
investment  you’ll  make  this  year. 


South  Carolina  National  IVust  Division 


RELATIONSHIP  OF  NUTRITION,  CAFFEINE 
CONSUMPTION,  AND  CIGARETTE  SMOKING  IN 
PROBLEM  DRINKERS:  A PROSPECTIVE  STUDY  IN 
SOUTH  CAROLINA* 

ROBERT  F.  BORGMAN,  D.V.M.,  Ph.D.** 

H.  JAMES  PEELER,  B.S.,  M.A.*** 


Alcoholism  is  probably  the  most  expensive  pub- 
lic health  problem  in  the  United  States,  consider- 
ing the  high  incidence  and  long  duration  of  the 
malady.  The  effects  upon  the  individual,  his  fam- 
ily, and  society  are  difficult  to  estimate,  but  prob- 
ably range  from  25  to  50  billion  dollars  per  year. 
Treatment  of  alcoholism  has  been  disappointing 
because  of  the  low  success  rate. 

The  problem  drinker  often  differs  from  the 
general  population  in  life  style,  nutritional  status, 
and  the  use  of  other  mind-altering  substances. 
Perhaps  changing  some  of  these  items  may  im- 
prove the  methods  of  prevention  and  treatment  of 
alcoholism. 

Several  studies  have  shown  a positive  correla- 
tion between  ethanol  consumption  by  alcoholics 
and  cigarette  smoking.  In  the  United  States,  sev- 
eral studies  revealed  that  alcoholics  used  more 
cigarettes  than  the  general  population  and  that 
alcoholics  are  often  heavy  smokers17. 

Similar  observations  have  been  made  in  Swit- 
zerland,8 England9  and  Australia.10 

A strong  correlation  between  impaired  pul- 
monary function  and  alcoholism  in  elderly  men 
has  been  noted,  and  it  has  been  theorized  that 
cigarette  smoking  was  the  cause.11  Non-smoking 
alcoholics  were  found  to  have  relatively  normal 
pulmonary  function.12 

North  American  Indians  are  generally  consid- 
ered to  have  a high  incidence  of  alcoholism,  and 
the  frequency  of  cigarette  smoking  has  been  stud- 
ied. There  was  a positive  correlation  between  the 
use  of  alcoholic  beverages  and  cigarette  smoking 
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in  imbibers  of  alcoholic  beverages,  not  all  alco- 
holics, in  the  Brokenhead  Ojibwa  Indians  of  Can- 
ada.13 In  contrast,  cigarette  smoking  was  not 
correlated  with  the  use  of  alcoholic  beverages  in  a 
study  of  the  Southwestern  American  Indians,  and 
the  incidence  of  lung  cancer  was  relatively  low  in 
these  Indians.14 

Studies  with  American  High  School  students 
with  the  United  States  Military  personnel  sta- 
tioned in  West  Germany  also  found  a positive 
correlation  between  cigarette  smoking  and  the 
excessive  use  of  alcoholic  beverages;  drug  abuse 
was  correlated  with  both  these  factors.15 

An  association  between  alcoholism  and  caffeine 
consumption  has  been  suggested,  since  alcoholics 
consumed  more  coffee  than  non-alcoholics.4 

The  poor  nutritional  status  of  alcoholics  has 
been  recognized  for  some  time.  Alcoholics  may 
eat  irregularly  and  abstain  from  eating  to  inten- 
sify the  effects  of  ethanol.  In  a study  lasting  for 
two  months,16  it  was  found  that  the  caloric  intake 
from  food  and  ethanol  might  be  considerable  in 
alcoholics,  i.e.,  4,000  to  5,000  calories  per  day; 
however,  the  ethanol  calories  were  poorly  utilized 
since  the  subjects  did  not  gain  weight. 

The  purpose  of  this  study  was  to  observe  certain 
life-style  and  food  intake  patterns  in  persons  with 
drinking  problems  and  in  alcoholics  to  devise 
methods  of  prevention  or  treatment. 

METHODOLOGY 

Trained  interviewers  questioned  the  subjects  as 
to  their  food  frequencies,  drinking  habits,  smok- 
ing habits,  and  the  use  of  condiments  on  food. 
Age,  race  and  sex  were  also  noted.  Questionnaires 
were  not  recorded  by  name,  and  subjects  were 
informed  that  their  answers  would  not  be  used  in 
any  way  to  affect  their  future  treatment. 

In  the  first  study,  the  subjects  usually  had  drink- 
ing problems,  but  most  were  not  alcoholics.  These 
people  had  been  referred  to  the  Center  for  educa- 
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tional  sessions  after  having  been  found  driving 
under  the  influence  of  alcohol,  or  after  having 
drinking  problems  during  employment.  In  this 
first  study,  the  use  of  condiments  was  assessed. 
Generally  ethanol  consumption  was  much  less  in 
this  group  than  in  the  second  study.  Entire  classes 
were  selected  at  random  with  no  refusals  being 
noted.  Most  all  of  the  participants  resided  in 
Charleston  County. 

In  the  second  study,  persons  with  prolonged 
drinking  problems,  most  of  whom  would  be  con- 
sidered alcoholics,  were  interviewed.  These  sub- 
jects had  been  sent  to  the  Center  for  treatment 
which  often  included  confinement.  In  this  second 
study,  emphasis  was  placed  upon  preferences  for 
condiments.  Subjects  entering  the  Center  during 
the  time  span  of  the  study  were  requested  to 
participate  with  no  refusals  being  noted.  Approx- 
imately half  of  the  subjects  resided  in  Charleston 
County  with  the  remainder  coming  from  the 
Counties  of  Allendale,  Beaufort,  Berkeley,  Col- 
leton, Dorchester,  Georgetown,  Hampton,  Horry, 
and  Jasper. 

Computations  of  daily  ethanol  consumption 
were  made  by  assigning  ethanol  percentages  to 
various  drinks  as  follows:  distilled  spirits,  40%; 
wines,  12%;  and  beers  and  ales,  4%.  Computations 
of  daily  caffeine  consumption  were  made  by  as- 
signing caffeine  contents  as  follows:  coffee,  100 
mg/cup/;  tea,  60  mg/cup;  and  cola  drinks,  40 
mg/12  ounce  container. 

Data  were  analysed  by  the  analysis  of  variance 
technique  for  the  data  noted  in  Tables  I,  II  and  III. 
Data  in  Tables  IV  and  V were  computed  by  the 
method  of  least  squares.17 

RESULTS 

First  Study 

This  group  was  sent  to  the  Center  for  educa- 
tional purposes  and  was  generally  considered  to 
contain  persons  with  drinking  problems.  Some 
may  have  been  potential  alcoholics  while  others 
may  have  been  apprehended  by  chance  and  may 
have  no  greater  problem  than  many  of  the  general 
population. 

The  sample  size  was  not  sufficent  to  divide  the 
data  by  sources  of  ethanol  (Table  1).  Large  eth- 
anol consumption  was  found  in  men,  daily  con- 
sumers, cigarette  smokers,  and  irregular  breakfast 
eaters.  Consumption  of  10  cups  of  coffee  a day  or 
more  was  common.  No  differences  between  the 
races  were  found.  The  respondents  indicated  that 


they  consumed  high  levels  of  salt  when  the  total 
ethanol  consumption  was  large. 

When  correlations  of  total  ethanol  consumption 
and  other  items  were  compared  (Table  IV),  it  was 
noted  that  positive  correlations  were  noted  with 
the  following:  years  of  drinking;  total  caffeine 
consumption;  total  consumption  of  non-alcoholic 
liquids;  and  years  of  smoking.  However,  no  cor- 
relation was  found  between  age;  or  the  incidences 
of  eating  snack  foods,  meats,  or  desserts. 

Second  Study 

In  this  study,  the  subjects  were  being  treated  for 
drinking  problems,  and  most  would  be  considered 
alcoholics.  Since  the  sample  size  was  larger,  it  was 
possible  to  make  comparisons  by  the  sources  of 
ethanol,  i.e.,  beer,  wine  or  distilled  spirits. 

As  in  the  first  study,  daily  consumers  and  irreg- 
ular breakfast  eaters  consumed  much  ethanol 
(Table  II).  While  cigarette  smokers  consumed 
only  moderately  more  ethanol  than  did  the  non- 
smokers,  it  was  of  interest  to  note  that  88%  of  the 
subjects  smoked,  as  compared  to  about  50%  in  the 
general  population. 

Consumption  of  ethanol  by  source  indicated 
that  men  consumed  more  wine  than  did  women, 
and  there  were  no  clear  race  differences  (Table 
III).  The  preference  for  salt  was  greatest  with 
large  beer  ethanol  and  large  total  ethanol  con- 
sumption; however,  a dislike  for  salt  was  corre- 
lated with  increased  wine  ethanol  consumption. 
Those  subjects  noting  a larger  consumption  of 
ethanol  from  beer  either  disliked  spices  or  liked 
spices,  as  compared  to  those  stating  a moderate 
preference  for  spices. 

Correlation  computations  yield  modestly  dif- 
ferent results  from  those  obtained  in  the  first  study 
(Table  V).  Correlations  with  beer  ethanol  con- 
sumption indicated  the  following:  decrease  with 
age;  increase  with  coffee  caffeine;  and  decrease 
with  cola  caffeine.  With  distilled  spirits,  ethanol 
increased  consumption  was  correlated  with  cola 
caffeine.  No  correlations  were  noted  with  years  of 
drinking,  tea  caffeine,  total  caffeine,  or  years  of 
cigarette  smoking. 

It  is  possible  that  the  modest  differences  in  the 
results  between  the  first  and  second  studies  could 
be  explained  by  the  more  advanced  stages  of 
alcoholism  observed  in  the  second  study;  that  is, 
the  individuals  in  the  second  study  might  have 
revealed  patterns  similar  to  the  first  study  if  ob- 
served earlier  in  the  disease  syndrome. 
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Table  I 

ETHANOL  CONSUMPTION  AS  COMPARED  TO  VARIOUS  PARAMETERS  — FIRST  STUDY  (EDUCATIONAL  CLASS)0 


Parameter 

Number 

Ethanol  Consumption,  av  ml/ day 

I. 

Gender 

Male 

73 

136a 

Female 

17 

39b 

II. 

Race 

White 

68 

126 

Black 

17 

108 

III. 

Frequency  of  Drinking 
Daily 

45 

218a 

Less  than  daily 

35 

55b 

IV. 

Cigarette  Smoking 
Yes 

59 

140a 

No 

31 

74b 

V. 

Breakfast  Eating  Frequency 
Regularly 

43 

82b 

Irregularly 

47 

150a 

VI. 

Use  of  Condiments 
A.  Salt 

Low 

15 

87 

Moderate 

54 

90 

High 

21 

210 

B.  Sucrose 
Low 

38 

165 

Moderate 

48 

77 

High 

3 

196 

C.  Spice 
Low 

11 

152 

Moderate 

49 

73 

High 

29 

182 

° The  data  were  analyzed  by  parameters,  except  from  item  VI  where  it  was  analyzed  by  each  condiment.  Where  statistically 
significant  differences  (P  < 0.05)  were  found,  the  data  were  followed  by  different  letters. 


Table  II 

ETHANOL  CONSUMPTION  AS  COMPARED  TO  VARIOUS  PARAMETERS  — SECOND  STUDY  (TREATMENT  GROUP)0 


Parameter 

Number 

Ethanol  Consumption,  av  ml/ day 

I.  Frequency  of  Use 

Daily 

171 

337a 

Less  than  daily 

130 

191b 

II.  Cigarette  Smoking 

Yes 

263 

278 

No 

38 

248 

III.  Breakfast  Eating  Frequency 

Regularly 

125 

233b 

Irregularly 

174 

305a 

° The  data  were  analyzed  by  parameters.  When  statistically  significant  differences  (P  < 0.05)  were  found,  the  data  were  followed  by 
different  letters. 
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Table  III 

ETHANOL  CONSUMPTION  BY  SOURCES  AS  COMPARED  TO  VARIOUS  PARAMETERS 
— SECOND  STUDY  (TREATMENT  GROUP)0 


Ethanol  Consumption,  av  ml/ day 

Parameter 

Number 

Beer 

Wine 

Distilled  Spirits 

Total 

I.  Race  and  Gender 

White  Males 

166 

63 

21a 

199 

283 

White  Females 

45 

68 

10b 

163 

241 

Black  Males 

78 

38 

44a 

212 

294 

Black  Females 

9 

7 

lib 

91 

109 

II.  Preference  for 

Condiments 
A.  Salt 

Dislike 

28 

57b 

50a 

156 

263b 

Like  Moderately 

181 

42b 

19b 

184 

243b 

Like  Much 

90 

84a 

29b 

129 

342a 

B.  Sucrose  or  sweets 

Dislike 

114 

60 

22 

193 

275 

Like  Moderately 

149 

56 

30 

188 

274 

Like  Much 

35 

42 

11 

219 

272 

C.  Spice 

Dislike 

38 

63a 

34 

152 

249 

Like  Moderately 

132 

42b 

23 

197 

262 

Like  Much 

128 

66a 

24 

205 

295 

The  data  were  analyzed  by  parameters,  except  for  item  II  where  it  was  analyzed  by  each  condiment.  Where  statistically  significant 
differences  (P  < 0.05)  were  found,  the  data  were  followed  by  different  letters. 


Table  IV 

LINEAR  REGRESSIONS  (r  VALUES)  OF  ITEMS  ASSOCIATED  WITH  ETHANOL  CONSUMPTION 

— FIRST  STUDY  (EDUCATIONAL  CLASS)0 


Independent  variable 

Total  ethanol/ day,  r 

Years  drinking 

+ 0.58 

Age  in  years 

NS 

Incidence  of  eating  snack  foods  per  week 

NS 

Incidence  of  eating  meats  per  week 

NS 

Incidence  of  eating  desserts  per  week 

NS 

Total  caffeine  all  sources  per  day 

+ 0.53 

Total  liquid  consumption  of  all  beverages 
other  than  alcoholic  beverages  per  day 

+ 0.54 

Years  cigarette  smoking 

+ 0.52 

° r Values  are  noted  where  regressions  were  statistically  significant  (P  < 0.05),  otherwise  NS  was  listed. 


Table  V 

LINEAR  REGRESSIONS  (r  VALUES)  OF  ITEMS  ASSOCIATED  WITH  ETHANOL  CONSUMPTION 

— SECOND  STUDY  (TREATMENT  GROUP)0 


Independent  variable 

Ethanol/ day,  r 

Beer 

Wine 

Distilled  Spirits 

Total 

Years  drinking 

NS 

NS 

NS 

NS 

Age  in  years 

-0.14 

NS 

NS 

NS 

Coffee  caffeine 

+ 0.11 

NS 

NS 

NS 

Tea  caffeine 

NS 

NS 

NS 

NS 

Cola  caffeine 

-0.14 

NS 

+ 0.15 

NS 

Total  caffeine 

NS 

NS 

NS 

NS 

Years  cigarette  smoking 

NS 

NS 

NS 

NS 

° r Values  are  noted  where  regressions  were  statistically  significant  (P  < 0.05),  otherwise  NS  was  listed. 
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DISCUSSION 

The  finding  of  a positive  association  between 
ethanol  consumption  and  cigarette  smoking  has 
been  observed  in  other  studies.  Tennant  and  De- 
tels18  noted  a correlation  between  the  use' of  both 
alcoholic  beverages  and  cigarettes  early  in  adoles- 
cence with  the  use  of  these  as  adults;  they  postu- 
lated that  early  usage  of  these  predisposed  to 
heavy  usage  as  adults,  and  they  suggested  that 
cigarettes  and  alcoholic  beverages  should  be  with- 
held from  adolescents  at  least  until  after  13  years 
of  age.  While  it  would  be  difficult  to  obtain  defin- 
itive evidence,  it  would  be  of  interest  to  determine 
if  one  substance  predisposes  to  the  other.  Also,  if 
the  use  of  one  substance  is  stopped,  could  the  use 
of  the  other  substance  be  reduced? 

Correlations  of  caffeine  consumption  with  eth- 
anol consumption  have  also  been  observed  pre- 
viously. Since  the  amount  of  caffeine  consumed 
by  some  of  the  subjects  would  have  a phar- 
macologic effect,  it  is  probable  that  it  is  being  used 
to  counteract  the  depression  resulting  from  eth- 
anol. Perhaps,  one  substance  is  being  consumed  to 
overcome  the  effects  of  the  other  in  an  “upper- 
downer’’  syndrome,  and  lessen  consumption  of 
one  might  reduce  the  desire  for  the  other.  Decaf- 
feinated beverages  might  be  of  value  in  interven- 
tion. Worden  and  Rosellini19  have  suggested  a 
limiting  of  caffeine  consumption  in  alcoholics. 
Statland  et  al20  found  that  the  alcohol  diseased 
liver  metabolizes  ethanol  more  slowly. 

A study  by  Mozierz  et  al21  among  alcoholics 
revealed  interesting  personality  differences,  as  to 
caffeine  consumption.  They  characterized  the 
high-coffee  consumers  as  having  more  desirable 
personality  correlates,  while  the  low-coffee  con- 
sumers were  rebellious  and  unreliable.  The  irreg- 
ular meal  eating  of  alcoholics  has  also  been 
observed  by  Worden  and  Rosellini19  and  con- 
sumption of  three  balanced  meals  has  been  sug- 
gested in  treatment.  Perhaps  emphasis  should  be 
placed  upon  breakfast  eating  since  this  is  the  meal 
most  often  missed. 

The  particular  taste  preferences,  especially  for 
salt,  suggest  some  changes  in  taste  acuity.  Smith22 
noted  a lower  taste  threshold  for  quinine,  a bitter 
substance,  in  alcoholics.  Alcoholism  is  known  to 
produce  a negative  zinc  balance,  and  zinc  defi- 
ciency produces  a hypoguesia;  thus,  zinc  status  in 
alcoholism  warrants  further  study. 

SUMMARY 

Persons  with  drinking  problems  were  ques- 
tioned as  to  ethanol  consumption,  dietary  habits, 
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and  certain  patterns  of  life  style.  One  group  con- 
sisted of  persons  sent  to  the  Center  for  education, 
and  these  were  not  generally  alcoholics.  Another 
group  was  sent  to  the  center  for  treatment,  and 
most  of  these  were  alcoholics.  Ethanol  consump- 
tion did  not  differ  by  race,  but  women  consumed 
less  ethanol  than  did  men.  Increased  ethanol  con- 
sumption was  associated  with  daily  usage  of  alco- 
holic beverages,  cigarette  smoking,  irregular 
breakfast  eating,  and  caffeine  consumption.  A 
preference  for  salt  was  noted  with  increased  eth- 
anol consumption,  especially  in  the  case  of  beer 
ethanol.  Some  of  these  observations  may  have 
value  in  the  prevention  or  treatment  of  alcohol- 
ism. □ 
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SCMA  EXECUTIVE  COMMITTEE  MEETS  WITH  "BLUES" 


As  part  of  the  ongoing  liaison  activities  between  the  SCMA  and  state  agencies,  health- 
related  organizations,  medical  schools  and  insurance  providers,  members  of  the  SCMA 
Executive  Committee  met  recently  with  members  of  the  Provider  Policy  Committee  of  the 
Blue  Cross  and  Blue  Shield  Board  of  Directors.  Discussions  during  the  meeting  proved 
to  be  worthwhile  to  all  involved,  and  the  meetings  will  continue  at  least  semiannually 
in  the  future. 

Issues  important  to  both  the  providers  and  the  insurance  carriers  were  discussed  and 
major  items  are  summarized  below: 

Ohj.TopT3.clz2.  c Scope  BJU ! Blue  Cross  and  B1  ue  Shield  supports  the  SCMA— sponsored  Chi  r o ' 
practic  Scope  Bill  which  will  be  re-introduced  into  the  state  legislature  this  fall, 
and  representatives  from  Blue  Cross  and  Blue  Shield  will  be  working  actively  to  secure 
its  passage. 

Free  Standing  Outpatient  Surgery  Centers:  The  SCMA  has  been  requested  by  BC/BS  to 

assist  in  developing  or  approving  existing  criteria  to  designate  the  various  classi- 
fications for  ambulatory  care  centers  which  are  requesting  third  party  reimbursement. 
The  SCMA  Committee  on  Medical  Services  presently  has  this  matter  under  study. 

Participating  or  "Preferred"  Provider  Concept:  At  the  request  of  certain  businesses 

and  industries,  Blue  Cross  and  Blue  Shield  is  considering  re-introducing  the  par- 
ticipating physician  concept.  Participating  physicians  would  be  classified  as  "pre- 
ferred" providers  and  would  agree  to  accept  the  Blue  Shield  reimbursement  as  full  pay- 
ment for  their  services  to  Blue  Cross  and  Blue  Shield  members.  Non^part i c i pa t i ng 
providers  would  receive  the  same  payment,  regardless  of  whether  or  not  it  covered 
their  entire  charge.  In  addition  to  this  concept,  various  other  alternative  methods 
of  calculating  reimbursement  are  being  considered  by  Blue  Cross  and  Blue  Shield, 
including  an  indemnity  type  fee  schedule.  Suggestions  discussed  have  been  referred 
to  the  SCMA  Medical  Services  Committee  for  comments  and  input  back  to  Council. 

HMO  Activities : Blue  Cross  and  Blue  Shield  is  considering  a feasibility  study  in 

cooperation  with  the  Kaiser  Permanente  HMO  organization,  to  determine  if  HMOs  would  be 
advantageous  and  acceptable  in  South  Carolina.  All  licensed  physicians  in  the  state 
will  be  surveyed  for  their  opinions  on  this  and  other  subjects  under  consideration. 

Second  Opinion  Surgery:  Because  of  pressures  initiated  by  various  groups  insured 

under  Blue  Cross  and  Blue  Shield  contracts,  a second  opinion  surgery  program  is  being 
anticipated,  to  be  offered  to  those  groups  requesting  this  benefit.  Again,  the  SCMA 
Medical  Services  Committee  will  consider  this  proposal  and  second  opinion  surgery 
guidelines  to  be  developed  should  plans  proceed  as  anticipated. 

Post  Hospital  Discharge  Benefit;  The  Resolution  regarding  a post  hospital  discharge 
testing  program  which  passed  at  the  1982  meeting  of  the  SCMA  House  of  Delegates  was 
discussed,  and  Blue  Cross  and  Blue  Shield  representatives  agreed  to  research  the 
possibility  of  starting  such  a program,  at  least  on  a pilot  basis. 


COUNCIL  RETREAT  SET  FOR  OCTOBER  22-24,  1982 


Plans  are  under  way  for  the  Annual  fall  Retreat  of  Council,  to  be  held  this  year 
at  the  Hyatt  Regency  in  Greenville  South  Carolina,  October  22t2 A,  1982, 

The  regular  business  meeting  of  Council  is  scheduled  for  Friday,  October  22.- 
Saturday  and  Sunday  sessions  (October  23,  2k)  will  be  devoted  to  discussions  of  new 
and  effective  techniques  in  legislative  liaison  and  in  political  action.  For  these 
meetings,  the  Legislative  Activities  Executive  Committee  and  the  Board  of  SOCPAC 
will  be  included.  Hopefully,  the  discussions  will  prove  worthwhile  in  SCMA  legis- 
lative efforts  during  the  1 982—84  session,  particularly  with  regard  to  the  timely 
passage  of  the  SCMA-sponsored  Chiropractic  Scope  Bill. 


SCMA  ENDORSES  CANDIDACY  OF  J.  GAVIN  APPLEBY,  M.  D. 


Council  has  enthusiastically  endorsed  the  candidacy  of  J.  Gavin  Appleby,  M.  D.,  of 
St.  George,  for  Vice  Speaker  of  the  Congress  of  Delegates  of  the  American  Academy 
of  Family  Physicians.  The  election  will  take  place  during  the  Academy’s  Annual 
Meeting,  to  be  held  October  2-7,  1982  at  the  Fairmont  Hotel  in  San  Francisco,  Cali- 
fornia. 

For  additional  details,  contact  the  S.  C.  Academy  of  Family  Physicians , P,  0.  Box  771, 
Mauldin , South  Carolina  29662. 


SCMA  COMMITTEE  ON  AGING  TO  BE  ESTABLISHED 

A number  of  physicians  have  expressed  concern  over  the  problems  of  South  Carolina’s 
elderly  population.  This  concern  has  resulted  in  the  establishment  of  a Committee 
on  Aging  whose  broad  purpose  would  be  to  investigate  geriatric  care  problems  and 
work  to  improve  the  availability  of  care  and  eliminate  identifiable  problems.  It  is 
anticipated  this  committee's  function  would  be  more  broad  than  that  of  the  new  commit- 
tee on  Medicaid  and  Indigent  Care.  Appointments  will  be  announced  when  finalized. 


MEDI SCOPE  AVAILABLE 

The  American  Medical  Association  has  long  urged  people  with  special  medical  problems 
(heart  disease,  diabetes  or  allergies  to  drugs)  to  carry  medical  information  with  them 
in  the  event  of  an  emergency.  MicroDesign  Systems  has  announced  a new  product,  Medi- 
Scope,  for  this  purpose.  Med i Scope  is  a jewelry  pendant  with  a strong  magnifying 
lens  recessed  at  the  top;  the  wearer's  medical  data  on  microfilm  is  enclosed  at  the 
bottom.  By  holding  the  pendant  toward  any  light  source  and  looking  into  the  lens,  the 
information  appears  large  and  clear,  eliminating  the  need  for  a microfilm  reader  or 
telephone  calls.  S.  C.  physicians  will  undoubtedly  come  across  this  pendant  in  the 
course  of  their  practice  and  should  recognize  it  as  an  aid  in  diagnosis  and  treatment 
of  emergencies. 


PREGNANT  DIABETICS  SURVEY 

The  SCMA  Committee  on  Perinatal  and  Maternal  Health  is  cooperating  with  DHEC  in  a 
project  to  determine  how  managerial  techniques  affect  the  outcomes  of  pregnant  dia- 
betics. The  retrospective  study  involves  surveying  a match  cohort  of  30  women 
having  successful  outcomes  and  30  women  having  unsuccessful  outcomes.  Due  to  the 
limited  sample,  your  willingness  to  participate,  should  you  be  asked,  is  essential , 
Surveys  will  be  mailed  during  late  August. 


DSS  NEWS 


The  Board  of  the  S.  C , Department  of  Social  Services  has  rejected  the  concept  of  an  open 

drug  formulary  for  the  Medicaid  program.  Efforts  are  under  way,  however,  to  re-evaluate 
the  existing  formulary  and  to  establish  a new  drug  formulary  list  for  the  upcoming 

DSS  budget  year. 

DSS  and  the  South  Carolina  Hospital  Association  have  begun  to  evaluate  a system  of 
reimbursement  to  hospitals  based  upon  the  cost  of  the  mean  length  of  stay  by  DRG 
(diagnostic  related  groups)  --  a priority  care  plan  for  inpatient  hospital  care  of 
Medicaid  recipients,  to  be  used  in  lieu  of  the  current  12-day  limitation.  The  SCMA 
Committee  on  Medical  Services,  Chaired  by  Henry  Frierson,  M.  D . , will  review  this  plan 
and  make  comments  to  Council  and  DSS  regarding  non-covered  and  outpatient  services, 

SOCIOECONOMIC  MONITORING  SYSTEMS  SURVEY 

The  American  Medical  Association  Office  of  Medical  Society  Relations  is  currently  con- 
ducting a socioeconomic  survey  involving  20-minute  telephone  interviews  with  1,200 
physicians  each  quarter.  Physicians  to  be  included  in  the  sampling  should  receive 
letters  from  James  Sammons,  M.  D .,  AMA  Executive  Vice  President,  verifying  the  le- 
gitimacy of  the  survey  by  Chilton  Research  Services,  The  first  quarter  survey  began 
July  1 and  will  continue  through  August  27 . The  second  and  third  quarter  surveys 
will  begin  on  October  1 and  January  3,  1983  respectively , SOUTH  CAROLINA  PHYSICIANS 
ARE  ASKED  TO  COOPERATE  IF  THEY  ARE  CALLED  UPON  TO  PARTICIPATE. 


RETIRED  LIVES  RESERVE  PROGRAM 


The  SCMA  Council  has  approved  a new  SCMA  membership  benefit  in  the  form  of  a Retired 
Lives  Reserve  Program  marketed  by  Professional  Corporation , Limited.  The  Board  of 
the  SCMA  Members'  Insurance  Trust  reviewed  the  proposal  for  this  program  and  felt  it 
to  be  an  attractive  and  economical  means  of  funding  group  life  insurance.  In  addition, 
there  are  certain  tax  advantages  available  under  the  program  to  incorporated  physicians. 
It  will  be  offered  to  SCMA  members  with  the  full  endorsement  and  support  of  the 
SCMA  Counci  1 . 


PHYSICIANS'  RISK  MANAGEMENT  PROGRAM 

The  fourth  in  a series  of  meetings  to  acquaint  South  Carolina  physicians  with  the 
Physicians'  Risk  Management  Program  in  professional  liability  will  be  held  on  Monday, 
August  23,  1982  at  7:30  p.m.  in  Assembly  Ballroom  I at  the  Carolina  Inn,  937  Assembly 
Street,  Columbia.  Mr.  Cal  Stewart,  the  JUA  Manager,  will  be  present  to  outline  the 
financial  status  of  the  JUA  and  why  it  is  so  important  that  the  physicians  of  the 
state  establish  an  effective  risk  management  program  based  upon  increased  physician 
participation  in  malpractice  litigation , 

Also  present  will  be  a JUA  defense  attorney  who  will  briefly  describe  the  physicians' 
role  in  the  program  and  how  physician  participation  can  have  a positive  effect  on  the 
malpractice  situation  in  South  Carolina . 

All  physicians  in  the  area  are  urged  to  attend  this  important  meeting! 


AD  HOC  COMMITTEE  ON  MEDICAL  MANPOWER 


SCMA  President,  Euta  M.  Colvin , M . D. , has  completed  appointments  to  the  Ad  Hoc 
Committee  on  Medical  Manpower  which  will  include  himself  as  Chairman,  J.  Ernest 
Lathem,  M.  D. , James  W.  Forrester , M.  D.,  Josiah  S.  Matthews,  M.  D . , John  B.t  Martin, 
Jr.,  M.  D.,  Arthur  C.  Hutson,  M.  D.  (representing  MUSC) , J.  Robert  Hev/son,  M.  D . , 
(representing  US C)  y Holmes  Spring,  M.  D.  (At  Large),  and  Charles  S.  Bryan,  M.  D.  (At 
Large)  . 

As  instructed  by  the  1982  House  of  Delegates,  this  committee's  charge  is  "...  to 
study  medical  education  in  South  Carolina,  utilizing  any  and  all  previous  reports.,, 
and  to  gather  information  and  prepare  specific  proposals  as  to  methods,  numbers  and 
institutions  to  be  involved  in  medical  education". 


AD  HOC  COMMITTEE  ON  MEDICAID  AND  INDIGENT  CARE 

The  President  also  announced  his  appointments  to  the  newly  formed  Ad  Hoc  Committee  on 
Medicaid  and  Indigent  Care,  described  in  the  July  issue  of  this  Newsletter.  At  the 
July  15  Council  meeting,  the  following  physicians  were  confirmed  as  members;  William 
H.  Hester,  M.  D.  (Chairman) , Boyce  Lawton,  M.  D .,  Jennings  K.  Owens,  M.  D .,  Hunter  R. 
Stokes,  M.  D. , Milton  D.  Sarlin,  M.  D . , Jeffreys  A,  Macfie,  M „ D.,  John  He  Cathcart, 

M.  D. , William  M.  Turner , M.  D .,  and  Daniel  Ravenel , M . D. 

CAPSULES  — ADDITIONAL  APPOINTMENTS , , , 

Thomas  W.  Messervy , M.  D . , has  been  appointed  to  the  Disability  Determination  Divi- 
sion, Department  of  Vocational  Rehabilitation..,  Because  of  his  interest  in  sports 
medicine,  medical  student  Kenneth  S,  Jago  will  serve  on  the  SCMA  Committee  on  Medical 
Aspects  of  Sports  ...  Pierre  Jaffe,  M.  D. , has  been  appointed  to  the  DSS  Drug  Formu- 
lary Committee  ...  and  William  L.  Perry,  M.  D .,  becomes  the  new  Chairman  of  the  SCMA 
Memorial  Committee  due  to  the  resignation  of  Joel  Wyman,  M.  D. 

...  George  Brunson,  M.  D. , has  been  re-appointed  to  DHEC's  Technical  Advisory  Radia- 
tion Control  Council,  and  Charles  A,  James,  M.  D . , will  serve  on  the  Department  of 
Education's  Comprehensive  Health  Education  Advisory  Committee.  Serving  on  the  High- 
way Safety  Committee  of  the  S.  C,  Highway  Department  will  be  Joseph  Taber,  M.  D. , and 
John  Gibbs,  M.  D.  ...  Robert  E.  Lee , M.  D. , has  been  appointed  by  Council  to  the 
Medical  Disciplinary  Commission  of  the  State  Board  of  Medical  Examiners,  from  the 
Fifth  Congressional  District  ...  Hugh  H.  Wells,  M.  D . , SCMA  Vice  Speaker  of  the  House 
of  Delegates,  has  been  re-appointed  as  Council  Parliamentarian  for  1982-83,,,  Charles 
Crews,  M.  D.,  and  John  A.  Harr ill , M.  D .,  will  serve  on  the  S,  C,  Hospital  Associa- 
tion's Nursing  Demonstration  Project  Committee  which  will  provide  input  into  the 
development  of  hospital  based  programs  to  improve  physician  and  nurse  working  rela- 
t i onshi ps . 

. , . SCMA  members  are  working  actively  in  all  phases  of  state,  community  and  associa ** 
tion  affairs,  as  evidenced  by  these  numerous  appointments 1 
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LOOK  FOR  PICTORIAL  HIGHLIGHTS  OF  THE  1982  SCMA  ANNUAL  MEETING 
ELSEWHERE  IN  THIS  ISSUE  OF  THE  JOURNAL.  ALSO  BE  SURE  TO  READ 
THE  "PRESIDENT'S  PAGE"  WHICH  DESCRIBES  THE  PHYSICIANS'  RISK 
MANAGEMENT  PROGRAM  . . . 


AXILLOFEMORAL  BYPASS  GRAFTS* 


T.  J.  BUNT,  M.D.** 

JAMES  L.  HAYNES,  M.D. 

Axillofemoral  bypass  grafts  have  rapidly  pro- 
gressed from  ingenious  operation  born  out  of  the 
desperation  of  the  surgeon  faced  with  graft  sepsis, 
to  their  present  place  as  a low  morbidity /mor- 
tality alternative  to  aortobifemoral  bypass  in  the 
high  risk  patient.  Fourteen  axillofemoral  and  one 
axillobipopliteal  grafts  have  been  performed  in  20 
months,  with  an  overall  87%  patency  and  no  mor- 
tality referable  to  the  operation.  Review  of  these 
cases  demonstrates  principles  of  patient  selection 
and  follow-up  that  will  increase  the  utility  of  this 
operation. 

MATERIALS  AND  METHODS 

Fifteen  axillofemoral  bypass  grafts  have  been 
placed  in  20  months.  Six  were  placed  emergently; 
two  for  aortoenteric  fistula,  two  for  aortic  shaft 
graft  infection,  and  one  for  acute  aortic  throm- 
bosis in  a septic  patient  post  abdominoperineal 
resection  for  carcinoma  of  the  rectum.  Four  of 
these  five  patients  died  two  to  three  weeks 
postoperatively  of  sepsis  related  to  the  diagnosis 
for  which  bypass  was  indicated,  all  with  func- 
tional grafts.  The  sixth  patient  underwent  success- 
ful resection  of  a mycotic  aortic  pseudoaneurysm 
with  extra-anatomic  bypass  and  has  recovered. 
The  remaining  nine  bypasses  were  performed  for 
aortoiliac  occlusive  disease,  six  of  whom  had  con- 
comitant femoropopliteal  disease  and  rest  pain. 
Indications  for  selection  of  the  elective  extra-ana- 
tomic route  were  symptomatic  coronary  artery 
disease  in  eight,  obesity  in  two,  and  prior  aortic 
surgery  in  one. 

Axillofemoral  bypass  was  performed  utilizing 
the  techniques  of  Sauvage3  but  utilizing  10mm 
Goretex  axillofemoral  and  8mm  Goretex  cross- 
over femoral  grafts.  The  procedure  was  electively 
performed  under  light  general  and  local  anesthe- 
sia under  cephalosporin  perioperative  prophy- 
laxis. Noninvasive  vascular  laboratory  evaluation 
of  pedal  and  femoral  flow  as  obtained  in  all  pa- 

° From  the  Division  of  Vascular  Surgery,  Department  of 

Surgery,  University  of  South  Carolina  School  of  Medicine, 

Columbia. 

Address  correspondence  to  Dr.  Bunt  at  3321  Medical  Park 

Road,  Suite  300,  Columbia,  S.  C.  29203. 


tients  prior  to  conclusion  of  the  procedure,  and  at 
routine  follow-up  clinic  visits. 

RESULTS 

Elective  mortality  was  zero;  there  were  two 
inguinal  wound  infections  involving  the  graft, 
both  of  which  healed  with  aggressive  local  ther- 
apy. Emergent  mortality  was  as  noted  above. 
Patency  rates  were  87%  overall  and  84%  for  sur- 
viving patients.  One  failure  occurred  due  to  se- 
vere outflow  compromise,  with  an  occluded 
superficial  femoral  and  proximal  profunda,  in 
whom  the  outflow  was  dependent  on  a 3 mm 
profunda  muscularis  anastomosis.  The  second 
failure  occurred  after  six  successful  thrombec- 
tomies, in  a patient  with  documented  falls  in 
cardiac  output  to  2.0  litres/min  during  episodes  of 
supraventricular  tachycardia.  Both  patients  have 
come  to  amputation. 

DISCUSSION 

Axillounifemoral  bypass  grafting  was  initially 
described  in  1963  by  Blaisdell,1  as  an  ingenious 
method  of  revascularization  around  an  infected 
aortic  graft.  In  1966  Sauvage  extended  the  opera- 
tion to  axillobifemoral,  noting  the  improved  pa- 
tency obtained  by  a higher  flow  through  the 
parent  graft  with  two  outflow  tracts.  Logerfo2  and 
Sauvage3  have  published  follow-up  studies  of  56 
and  84  grafts  respectively,  noting  patencies  at  five 
years  of  76%  and  82%  versus  concurrent  aor- 
tobifemoral patency  rates  of  75%  and  91%.  Our 
one  year  patency  rate  of  84%  compares  favorably 
with  these  studies. 

Indications  for  extra-anatomic  bypass  may  be 
subdivided  into  the  two  categories  of  sepsis  and 
inordinate  risk.  Infected  aortic  grafts,  mycotic 
abdominal  aortic  aneurysm,  presence  of  intraab- 
dominal sepsis  at  time  of  contemplated  re- 
vascularization, or  presence  of  intestinal  fistula  or 
stoma  all  are  indications.  Six  of  our  patients  un- 
derwent bypass  for  these  conditions.  Extra-ana- 
tomic bypass  may  also  be  considered  for  symp- 
tomatic cardiac  or  pulmonary  disease,  prior  ab- 
dominal radiation,  prior  aortic  surgery,  known 
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intraabdominal  adhesions,  retroperitoneal  fibro- 
sis, or  obesity;  the  bottom  line  to  all  of  these  is  the 
increased  operative  mortality  attendant  upon  uti- 
lization of  deep  general  anesthesia,  an  abdominal 
incision,  and  the  risk  of  iatrogenic  contamination 
of  the  graft  by  enteric  injury.  Dacron  velour  or 
Polytetrafluorethylene  appear  to  be  equivalent 
grafts:  our  preference  is  for  the  Goretex®  graft. 
There  appears  to  be  no  difference  between  8 mm 
and  10  mm  size,  although  again  our  preference  is 
for  10  mm  down  and  8 mm  across  to  maximize 
flow  characteristics.  The  crossover  femoral  graft 
should  originate  from  the  femoral  hood  of  the 
axillary  limbs  to  minimize  the  length  of  ipsilateral 
parent  graft  with  50%  flow. 

Patient  selection  within  the  confines  of  the 
listed  indications  is  important,  as  demonstrated  by 
three  of  our  patients.  Varying  or  low  cardiac 
output  is  one  significant  factor;  two  of  our  patients 
have  documented  cardiac  outputs  dropping  to  less 
than  3L/min,  with  one  recurrently  thrombosing 
his  graft  during  episodes  of  supraventricular 
tachycardia.  Since  pacing  and  cardiotonic  drugs 
have  not  altered  the  situation,  axillofemoral  graft 
was  probably  not  a good  choice  for  this  patient. 

Inadequate  outflow  was  particularly  demon- 
strated by  a patient  with  Type  IV  hyperlipidemia 
with  associated  angina,  carotid  occlusion,  and  se- 
vere distal  disease.  Attempt  at  axillofemoral  by- 
pass on  this  patient  was  a frustration  of  several 
hours  attempt  to  construct  a profunda  muscularis 
anastomosis  that  thrombosed  within  months,  re- 
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suiting  in  amputation. 

Simple  external  compression  of  the  graft  by 
lying  on  the  graft  side  has  been  demonstrated 
fluoroscopically  by  Blaisdell  and  with  the  nonin- 
vasive  lab  by  Shah4  to  be  inconsequential.  How- 
ever studies  in  our  noninvasive  lab  suggest  that  in 
some  patients  the  assumption  of  the  foetal  position 
during  sleep  may  cause  spontaneous  graft  throm- 
bosis; indeed  one  of  our  patients  seems  to  demon- 
strate this  phenomenon.  However,  in  most  situa- 
tions, graft  failure  can  be  better  explained  on  the 
basis  of  technical  or  systemic  factors. 

SUMMARY 

Fourteen  axillofemoral  and  one  axillopopliteal 
grafts  have  been  placed  in  20  months,  with  an  86% 
patency  rate.  With  careful  attention  to  details  of 
patient  selection  and  operative  techniques,  ax- 
illofemoral grafts  offer  an  acceptable  alternative 
to  aortobifemoral  grafts  in  the  management  of 
aortoiliac  occlusive  disease,  and  a mandatory 
management  of  septic  aortic  problems.  □ 
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TAX  SHELTERS 

Still  Looking  Good 

In  the  May,  1982  issue  of  this  magazine,  I listed  several  reasons  why  an  investment  in 
Oil  and  Gas  might  be  very  timely.  The  reasons  are  still  valid You  can  make  an  in- 

vestment in  Oil  and  Gas  whether  through  a public  program  or  through  a private  placement 

An  investment  in  a public  program  is  very  straightforward — you  invest  a minimum 

of  $5000,  plus  an  assessment  (for  most  programs).  The  limit  of  your  liability  and  your 

write-off  is  limited  to  the  amount  of  your  total  investment on  the  other  hand,  an 

investment  via  a private  placement  can  take  place  in  generally  one  of  two  ways:  (1)  A 
direct  investment  similiar  to  the  public  programs,  but  with  a larger  minimum  contribu- 
tion; and  (2)  a "Leveraged"  investment  where  you  put  up  a fraction  of  the  total  invest- 
ment and  you  take  out  a letter  of  credit  (LOC)  or  a Promissary  Note  for  the  balance... 
..The  leveraged  Oil  and  Gas  investment  has  become  very  popular.  However,  there  are  some 
major  points  that  you  should  be  aware  of  before  you  make  an  investment  in  a leveraged 
deal:  (1)  you  have  to  have  a program  returning  about  2 to  1 to  be  successful,  due  to 
the  high  interest  rates  charged  against  your  "Loan";  (2)  if  the  program  is  successful 
and  starts  to  pay  off  the  LOC  or  Promissory  Note,  you  can  have  "Phantom"  income — that 
is  taxable  income  without  receiving  any  money  to  offset  the  added  tax  liability;  and, 
(3)  if  the  program  is  unsuccessful,  you  will  be  obligated  to  pay  the  balance  of  the 

outstanding  obligation  knowing  that  the  program  is  not  successful you  should  take 

into  account  these  factors  before  making  a "leveraged"  Oil  and  Gas  investment;  and, 
remember,  look  at  the  investment  for  its  economic  value,  not  only  for  its  write-off 
potential. 


RETIREMENT 


Looking  Beyond  IRA’s  and  KEOGH's 

Pension  and  Profit  Sharing  programs  are  used  extensively  to  provide  a foundation  for 
a sound  retirement  program.  They  are  complicated  and  I will  devote  the  next  few  issues 
to  explain  these  types  of  programs.  There  are  basically  two  types  of  plans  for  pension 
and  profit  sharing  programs:  (1)  the  defined  benefit  plan;  and,  (2)  the  defined  contri- 
bution plan..... the  defined  benefit  plan  is  always  referred  to  as  a Pension  Plan.  The 
plan's  emphasis  is  on  the  amount  of  retirement  income  described  in  your  particular  plan. 
For  example:  At  retirement,  your  plan  may  allow  for  a set  amount  (e.g.$1200  per  mo.); 
or,  provide  for  a percentage  of  the  employee's  last  year's  salary.  The  P.A.  must  contri- 
bute enough  money  to  guarantee  the  retirement  benefits  described  in  your  plan.  These 
contributions  are  based  on  an  independent  actuarial  study  conducted  on  an  annual  basis. 
Some  other  highlights  are:  (1)  you  generally  can  put  more  money  in  this  type  of  program 
than  in  a defined  contribution  plan;  (2)  the  plan  can  be  integrated  with  social  security 
which  generally  favors  higher  paid  employees;  and,  (3)  your  investment  returns  affect 

your  contributions the  defined,  or  fixed  contribution  plan  can  be  applied  to  either 

a pension  plan  or  profit  sharing  program,  with  common  features  shared  by  both.  Some  of 
them  are:  (1)  the  emphasis  is  on  deferred  compensation;  (2)  the  employee  retirement 


(Continued  Financial  Checkup) 

benefit  is  related  to  the  employee’ s average  salary  while  covered  under  the  plan;  (3) 
the  annual  cost  remains  more  constant  as  a percentage  of  payroll,  which  is  an  advantage 
to  budgeting;  and,  (4)  your  investment  returns  affect  employee  benefits,  not  employer 
costs.  There  are  several  types  of  defined  contribution  plans,  each  with  its  own  particu- 
lar features.  These  individual  plans  will  be  outlined  in  the  next  issue. 

INVESTMENT  IDEAS 

A Winner  - Year  After  Year 


The  annuity  has  been  a favorite  investment  vehicle  for  investors  who  want  to  receive  a 
competitive  return  that  can  be  compounded  free  of  current  taxes  without  "market  risk". 
These  unique  features  make  the  annuity  a very  good  alternative  to  other  "secure  dollar" 
investments  (i.e.  Bank  Certificate  of  Deposit),  however,  congress  is  scrutinizing  the 
annuity,  and  is  likely  to  vote  in  several  changes.  The  area  of  primary  concern  to  congress 
affects  the  withdrawal  provision  and  subsequent  taxation  of  these  withdrawals  (section  72 

or  the  IRS  code) but,  the  primary  reason  for  placing  some  of  your  investment  dollars 

into  an  annuity  (safety,  tax  advantaged  compounding,  capital  building  for  retirement) 

should  still  be  valid  after  final  action  by  Congress therefore,  continue  to  consider 

the  annuity  as  a valid  investment  vehicle  and,  look  at  all  of  the  provisions  of  the  dif- 
ferent annuities  now  available. 

ESTATE  PLANNING 


Life  Insurance,  Death  and  Taxes 


Life  Insurance  is  an  essential  element  of  any  financial  plan,  but  the  beneficiaries  of 
the  insurance  policy  often  find  the  benefits  substantially  reduced  by  taxes.  In  addition, 
the  investment  management  or  disbursement  of  the  proceeds  often  poses  a problem  to  the 
beneficiaries Creating  a life  insurance  trust  which  names  the  trust  as  the  benefici 


enables  you  to  plan  for  the  needs  of  your  beneficiaries  while  minimizing  the  accompanying 
potential  problems.  Probate  is  avoided  and  the  proceeds  can  be  used  by  the  trustee  to  pay 
the  funeral  bills  and  estate  taxes.  The  trustee  will  handle  all  investment  management  re- 
sponsibilities, and  will  distribute  the  principal  and  income  generated  by  the  trust  to  th( 

surviving  beneficiaries  in  accordance  with  your  instructions A life  insurance  trust 

can  be  revocable  or  irrevocable,  with  revocable  trusts  being  subject  to  estate  taxes.  To 
avoid  estate  taxes  and  make  sure  more  insurance  money  is  used  for  the  intended  beneficiar- 
ies, an  irrevocable  life  insurance  trust  may  be  established.  No  taxes  are  paid  by  your 
estate,  and  none  of  the  trust  fund  money  is  taxable  within  the  survivors’  estates.  As  witl 
other  trusts,  arrangements  are  made  for  periodic  income  payments  to  the  beneficiaries  so 
the  money  is  used  as  you  intended. 


***** 


The  information  contained  herein  has  been  obtained  from  sources  believed  reliable  but  is 
not  necessarily  complete  and  cannot  be  guaranteed.  Any  opinions  expressed  are  subject  to 
change  without  notice.  Neither  the  information  presented  nor  any  opinion  expressed  consti' 
tutes  a representation  by  us  or  a solicitation  of  the  purchase  or  sale  of  any  securities, 
South  Carolina  Medical  Association  and  E.F.  Hutton  and  Co.,  Inc.  1982. 

FURTHER  INFORMATION 


If  you  would  like  to  receive  further  information  on  any  of  the  topics  covered  in  this 
newsletter,  please  write  to  Martin  Lefkowitz,  CFP,  E.F.  Hutton  & Co.,  2700  Middleburg 
Drive,  Suite  200,  Columbia,  South  Carolina  29204;  or  call  800-922-1112  (toll  free). 


EVENTFUL  EVENTS  IN  THE  HISTORY 
OF  CARDIOVASCULAR  SURGERY* 


EDWARD  F.  PARKER,  M.D.** 

I would  like  to  begin  by  reflecting  upon  the 
fantastic  number  of  changes  in  medicine  and 
surgery  that  have  evolved  in  the  brief  time  since 
my  graduation  from  medical  school;  the  illustra- 
tion (Fig.  1)  can  epitomize  this  statement.  Among 
these  changes,  the  improvements  in  the  treatment 
of  syphilis  and  tuberculosis,  the  prevention  of 
poliomyelitis  and  the  virtual  elimination  of  small- 
pox are  truly  outstanding.  Also  outstanding  are 
the  advances  in  the  cardiovascular  field  and  I 
hope  that  it  will  be  of  interest  to  review  some  of 
these  and  also  the  antecedents  which  were  basic 
and  essential  to  the  subsequent  developments. 

Benjamin  Franklin  demonstrated  in  1752  that 
lightning  and  electricity  were  the  same  phe- 
nomena and  obviously  this  was  important  to  the 
understanding  of  electricity  and  ultimately  to  the 
study  of  bio-electrical  activity.  Likewise,  Gal- 
vani’s  concept  of  “animal  electricity’  in  1786  was 
the  basis  of  later  development  of  the  electrocar- 
diogram. The  discovery  of  ether  anesthesia  by 
Crawford  Long  and  by  Morton  in  1846  separately 
and  independently  was  indispensable  for  the  fur- 
ther development  of  cardiac  and  vascular  surgery, 
even  though  such  operations  were  not  performed 
until  some  100  years  later  when  even  ether  had 
been  largely  replaced  by  other  anesthetic  agents. 
Martin,  at  Johns  Hopkins,  reported  on  his  use  of 
the  isolated  blood-perfused  mammalian  heart  in 
1890  and  this  was  five  years  before  Langendorff 
did  the  same  thing.  Later  cardiac  surgeons  re- 
discovered this  same  technique  as  a way  of  main- 
taining myocardial  function  during  open  cardiac 
operations.  Martin  and  his  students,  Howell  and 
Donaldson,  had  also  made  observations  of  cardiac 
activity  which  later  Starling  in  1918  promulgated 
as  the  “Law  of  the  Heart.’  In  1897,  Stewart  at 
Western  Reserve  formulated  the  indicator-dilu- 
tion principle  for  measuring  cardiac  output. 


° Presented  at  the  Dinner  Meeting  of  the  South  Carolina 
Chapter  of  the  American  College  of  Surgeons,  Charleston, 
S.  C.,  January  22,  1982. 

Division  of  Cardiothoracic  Surgery,  Medical  University  of 
South  Carolina,  171  Ashley  Avenue,  Charleston,  S.  C. 
29425. 


FIGURE  1 — A recent  edition  (1981)  of  the  Physicians’  Desk 
Reference  (P.D.R.)  (on  the  left)  compared  to  the  formulary  of 
the  Vanderbilt  University  Hospital  when  I first  became  an 
intern  in  Surgery  there  in  1934. 

The  Bowditch  family  made  very  important 
contributions.  They  were  the  father,  a son,  and  a 
grandson.  The  work  of  the  father  provided  the 
basis  for  Burton’s  20th  century  work  on  the  criti- 
cal closing  pressure  of  vessels  and  the  relationship 
between  the  size  and  work  of  the  heart,  and  on 
pulmonary  surfactant.  The  grandson  in  1871  was 
really  the  first  to  describe  the  all-or-none  law  as  it 
applies  to  the  heart;  his  associate,  Porter,  demon- 
strated in  1898  that  ventricular  fibrillation  was 
not  irreversible,  and  so  provided  the  basis  for 
cardiac  defibrillation  which  was  to  come  50  years 
later. 

The  first  edition  of  Sir  William  Osier’s  Princi- 
ples and  Practice  of  Medicine  appeared  in  1892. 
The  treatment  of  diseases  of  the  heart  and  blood 
vessels  at  that  time  still  included  the  use  of  leeches, 
blisters,  precordial  ice  bags,  catharsis,  belladonna 
plasters  and  Southey  tubes  to  drain  the  edema 
fluid  from  the  limbs.  It  had  really  changed  little 
from  treatments  recommended  in  1831  by  James 
Hope  in  his  Diseases  of  the  Heart. 

Even  a clergyman  named  Gates  was  able  to 
observe  in  1897,  after  reading  Osier’s  textbook, 
that  medicine  as  a science  had  not  advanced  in  the 
preceding  century.  Gates  was  also  an  advisor  to 
John  D.  Rockefeller  and  he  persuaded  Rockefeller 
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to  build  the  Rockefeller  Institute  for  Medical  Re- 
search which  came  to  be  the  first  important  source 
of  basic  medical  knowledge  in  the  United  States. 

Abraham  Flexner’s  report,  “Medical  Education 
in  the  United  States  and  Canada”  was  largely 
responsible  for  the  later  formation  of  strong  basic 
science  departments  in  American  schools  of  medi- 
cine. It  was  not  until  after  World  War  II  that 
grants  from  volunteer  health  agencies  and  support 
for  both  intramural  and  extramural  research  by 
the  National  Institutes  of  Health  allowed  a signifi- 
cant increase  in  the  number  of  biomedical  scien- 
tists engaged  in  part-time  or  full-time  clinical  or 
basic  investigation,  which  resulted  in  a vast  in- 
crease in  the  number  of  scientific  reports.  But,  the 
most  spectacular  advances  have  been  those  made 
in  cardiac  and  vascular  surgery,  and  they  have 
resulted  from  tremendous  advances  in  the  knowl- 
edge of  the  function  of  structures,  rather  than  in 
anatomy.  The  vast  increase  in  the  knowledge  of 
the  physiological  and  pharmacological  principles 
involved  in  diagnosis  and  treatment  have  been 
made  generally  since  the  1930  s.  This  was  proba- 
bly due  to  the  belief  that  the  heart  was  untoucha- 
ble. Aristotle  had  said  “the  heart  alone  of  all 
viscera  cannot  withstand  entry.  ” Fallopius  in  1600 
commented  that  wounds  of  the  heart  were  always 
followed  by  sudden  death  and  Fabricius  in  1666 
stated  that  if  the  heart  were  wounded  the  affair  is 
desperate  and  therefore  it  is  unnecessary  to  at- 
tempt treatments.  In  1883,  Billroth,  the  foremost 
surgeon  in  Europe,  wrote  that  “a  surgeon  who 
tries  to  suture  a heart  wound  deserves  to  lose  the 
esteem  of  his  colleagues”  and  in  Paget’s  text, 
Surgery  of  the  Chest,”  published  in  1898,  can  be 
found  the  statement  that  “surgery  of  the  heart  has 
probably  reached  the  limits  set  by  nature  to  all 
surgery;  no  new  method  and  no  new  discovery 
can  overcome  the  natural  difficulties  that  attend  a 
wound  of  the  heart.  It  is  true  that  heart  surgery  has 
been  vaguely  proposed  as  a possible  procedure, 
and  that  it  has  been  done  on  animals  but  I cannot 
find  that  it  has  ever  been  attempted  in  practice.” 

Even  so,  in  1897  Rehn  of  Frankfurt  successfully 
sutured  a wound  of  the  human  heart.  The  first 
successful  closure  of  a cardiac  wound  in  the 
United  States  was  performed  by  Luther  Hill  of 
Alabama  in  1902  and  his  full  report  was  published 
within  ten  weeks.  It  is  interesting  that  Hill  made 
even  further  contributions  to  American  car- 
diovascular science.  He  had  studied  under  Lord 
Lister  in  England  and  it  was  natural  that  he  should 
name  his  son  Lister.  It  was  also  natural  that  when 
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Lister  Hill  became  a United  States  Senator  from 
Alabama  he  became  a vigorous  proponent  of  bio- 
medical research  and  he  was  in  large  part  respon- 
sible for  the  growth  of  the  National  Institutes  of 
Health  and  the  creation  of  the  National  Heart 
Institute. 

There  were  some  dramatic  operations  but  car- 
diac surgery  did  not  advance  until  1938,  even 
though  there  had  been  a suggestion  in  1898  that 
mitral  stenosis  might  be  relieved  by  “lightly 
notching”  the  mitral  orifice.  In  1902  Brunton  had 
suggested  a surgical  procedure  to  open  a stenotic 
mitral  valve  and  in  1907  Monroe  had  proposed 
ligation  of  a patent  ductus  arteriosus.  In  1913 
Jeger’s  Text  on  Experimental  Surgery  illustrated 
anastomosis  of  the  innominate  artery  with  the  left 
pulmonary  artery;  he  also  described  a side  to  side 
anastomosis  between  the  pulmonary  artery  and 
the  aorta,  thus  creating  an  artificial  ductus 
arteriosus. 

But  let  us  consider  all  of  the  developments  that 
occurred  before  the  first  successful  operations  by 
Crafoord  and  Gross  for  coarctation  of  the  aorta, 
by  Gross  for  patent  ductus  arteriosus,  and  by 
Blalock  for  cyanotic  heart  disease  due  to  Tetral- 
ogy of  Fallot. 

Let  us  also  consider  advances  in  the  basic  sci- 
ences which  made  these  clinical  advances  pos- 
sible. 

When  Roentgen  discovered  x-rays,  he  was 
studying  a basic  problem  in  physics  to  determine 
the  electrical  nature  of  matter. 

When  Landsteiner  discovered  blood  groups,  he 
was  investigating  basic  problems  in  immunology. 

When  Cournand  and  Richards  passed  a cathe- 
ter into  the  heart  of  a man,  they  were  studying  a 
basic  physiological  problem  of  how  blood  and  air 
are  distributed  to  the  air  sacs  of  the  lungs.  To  do 
that,  they  first  needed  to  measure  the  oxygen 
content  of  mixed  venous  blood  in  the  right  atrium. 

When  Sachell  developed  the  technique  of 
freeze-drying  in  1909,  it  was  not  to  preserve  pen- 
icillin or  plasma  or  its  fractions.  He  was  studying  a 
basic  problem  of  the  water  content  of  the  liver  and 
muscles  of  steers  and  needed  a better  method  to 
prevent  the  loss  of  water  during  the  measure- 
ments. 

When  Clarke,  a student  of  butterflies,  studied 
variations  in  the  color  of  the  wings  he  had  no  idea 
it  would  lead  to  the  discovery  of  the  Rh  factor  in 
human  blood. 

When  Davies  and  Brink  devised  an  electrode 
for  measuring  the  partial  pressure  of  oxygen  it  was 
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not  to  monitor  blood  oxygen  of  a patient  in  an 
intensive  care  unit.  It  was  to  measure  oxygen 
consumption  of  resting  and  active  sympathetic 
ganglia. 

Hustin  (1912)  had  a patient  who  died  of  carbon 
monoxide  poisoning.  He  reasoned  that  he  could 
have  saved  the  patient  s life  if  he  could  have  bled 
him,  removed  the  CO,  added  02  and  then  re- 
injected the  blood.  This  required  blood  that  would 
not  clot.  He  had  used  defibrinated  blood  for  per- 
fusion of  organs  in  animals  during  physiological 
studies  and  had  observed  some  toxic  effects.  So  he 
experimented  with  citrate  and  thus  developed  the 
first  indirect  blood  transfusion. 

Muybridge  had  no  thought  of  inventing  cine- 
radiography when  he  devised  motion  pictures;  all 
he  wanted  to  do  was  to  settle  an  argument  that  was 
then  raging  in  San  Francisco  about  trotting  horses 
— when  a horse  trotted  at  full  speed,  were  all  four 
of  its  hoofs  ever  off  the  ground  at  the  same  time? 
For  that  he  needed  to  invent  motion  pictures. 

Naval  researchers  had  no  thought  of  devising 
echocardiograms  when  they  were  using  sonar  to 
detect  submarines  under  water. 

Vascular  surgery  made  very  little  progress  until 
the  1940’s  despite  the  brilliant  experimental  work 
of  Alexis  Carrel.  Between  1902  and  1912  Carrel 
performed  every  feat  and  used  every  technique 
known  to  vascular  surgery  today  except  for  using 
a dissection  microscope  and  plastic  tubes  which 
were  then  unknown.  He  reunited  vessels  intima  to 
intima,  he  sutured  artery  to  artery,  vein  to  vein, 
artery  to  vein,  end  to  end,  side  to  side,  and  side  to 
end.  He  used  patch  grafts,  autografts,  homografts, 
heterografts,  rubber  tubes,  glass  tubes,  metal 
tubes  and  resorbable  magnesium  tubes.  He  de- 
vised his  own  non-traumatic  needles,  clamps  and 
sutures  and  in  1910  Carrel  even  performed  a 
coronary  artery  bypass  graft,  a procedure  that 
most  surgeons  believe  originated  in  1968. 

Carrel  wrote  “in  certain  cases  of  angina  pectoris 
when  the  mouth  of  the  coronary  arteries  is  cal- 
cified it  would  be  useful  to  establish  a complimen- 
tary circulation  for  the  lower  part  of  the  arteries 
...  In  one  case  I implanted  one  end  of  a long 
carotid  artery  preserved  in  cold  storage,  on  the 
descending  aorta.  The  other  end  was  passed 
through  the  pericardium  and  anastomosed  to  the 
peripheral  end  of  the  coronary  near  the  pulmon- 
ary artery.  Unfortunately,  the  operation  was  too 
slow.  Three  minutes  after  interruption  of  circula- 
tion, fibrillary  contractions  occurred  but  the  ana- 
stomosis took  five  minutes.  By  massage  of  the 


heart,  the  dog  was  kept  alive  but  he  died  less  than 
two  hours  afterwards.’’  This  one  paragraph  gives 
some  indication  of  the  breadth  of  Carrel’s  interest: 
artery  to  artery  anastomosis,  in  vitro  preservation 
of  the  arteries,  permissible  time  for  complete 
ischemia,  resuscitation  by  massage.  Carrel  also 
developed  techniques  for  detouring  arterial  blood 
around  a segment  of  the  aorta  so  that  although  the 
segment  was  bloodless  during  the  operation,  the 
remainder  of  the  body  was  not.  He  also  proposed  a 
method  for  dilating  stenotic  mitral  valves  without 
stopping  the  heart,  and  methods  for  stopping  and 
restarting  a heart  for  longer  intracardiac  opera- 
tions. He  preserved  vessels,  tissues  and  organs  by 
refrigerating  them  in  Locke’s  solution;  suggested 
using  a segment  of  a patient’s  vein  to  replace  a 
damaged  artery;  and  transplanted  the  thyroid, 
spleen,  ovaries,  limbs  and  kidneys  of  dogs,  thus 
proving  that  surgically  it  was  not  only  possible  but 
easy  to  transplant  organs. 

Carrel’s  long-term  interest  in  biological  science 
was  in  perfecting  the  technique  of  tissue  and 
organ  culture  so  that  he  could  determine  precise 
metabolic  needs  of  cells,  tissues  and  organs.  To 
achieve  this  first  step  was  isolation  of  an  organ  and 
control  of  its  blood  supply;  this  involved  trans- 
planting it  and  re-establishing  its  flow  by  union  of 
artery  to  artery.  He  recognized  clearly  the  serious 
problem  that  lay  ahead  for  transplantation  of 
organs,  except  for  autografts. 

It  is  interesting  that  Carrel’s  brilliant  work 
seems  to  have  been  forgotten  in  the  1920’s  and 
1930’s  and  by  some  even  in  the  1940’s.  He  is  not 
mentioned  in  the  classic  reports  of  the  great  vascu- 
lar surgeons  of  the  1950’s  — Robert  Gross,  Clar- 
ence Crafoord,  Alfred  Blalock,  Henry  Bahnson, 
Michael  DeBakey  and  Gordon  Murray.  Only 
Charles  Hufnagel  who  collected  Carrel’s  letters 
and  manuscripts  acknowledged  Carrel’s  contri- 
butions. 

Even  though  Carrel  worked  in  this  country  at 
the  University  of  Chicago  and  at  the  Rockefeller 
Institute  and  even  though  he  published  in  English 
in  such  journals  as  Surgery,  Gynecology  and 
Obstetrics,  the  Journal  of  the  American  Medical 
Association,  and  the  Annals  of  Surgery  and  even 
though  he  won  the  Nobel  Prize  in  Physiology  or 
Medicine  in  1912,  he  was  probably  forgotten  be- 
cause uniformly  successful  cardiac  and  vascular 
surgery,  unlike  any  other  branches,  had  to  await 
full  development  of  many  other  branches  of  med- 
icine and  medical  science. 

Around  1950  many  phases  of  scientific  knowl- 
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edge  had  been  fairly  well  developed  and  the  field 
of  cardiovascular  surgery  exploded  further.  Other 
basic  observers  whose  prior  work  was  monu- 
mental included  Maude  Abbott  of  McGill  Univer- 
sity who  made  a comprehensive  study  of  congeni- 
tal cardiac  disease  based  on  careful  observations 
on  412  hearts  at  autopsy.  The  study  was  published 
first  in  the  1908  edition  of  Osier’s  Modern  Medi- 
cine: Its  Theory  and  Practice.  Her  critical  analy- 
sis replaced  disorder  with  order  and  permitted  a 
clinical  study  to  begin.  From  the  clinical  stand- 
point Taussig  at  Hopkins  advanced  diagnosis 
making  use  of  physical  examination  and  fluoro- 
scopy. She  established  the  art  of  clinical  diagnosis, 
and  from  her  knowledge  of  pathophysiology  she 
conceived  of  a surgical  procedure  to  improve 
oxygenation  of  the  blood  of  blue  babies  and  per- 
suaded a surgeon  to  perform  the  operation.  The 
first  operation  for  cyanotic  congenital  heart  dis- 
ease was  done  by  Alfred  Blalock  at  Hopkins. 
Blalock  had  precisely  done  the  same  operation  in 
the  laboratory  at  Vanderbilt  while  trying  to  pro- 
duce pulmonary  hypertension  in  dogs.  Now  he 
was  using  exactly  the  same  operation  to  correct 
pulmonary  hypertension  and  to  increase  pulmon- 
ary blood  flow  in  the  human. 

Hufnagel  in  1952  decided  to  implant  a ball 
valve  in  the  descending  thoracic  aorta  to  lessen 
regurgitation  in  the  presence  of  aortic  insuffi- 
ciency. Of  course,  exactly  the  same  operation  was 
developed  later  to  implant  a similar  valve  proxi- 
mal to  the  brachiocephalic  branches,  instead  of 
distal  to  them.  In  1952  Gibbon  performed  the  first 
open  cardiac  operation  using  complete  cardiopul- 
monary bypass.  Whereas  the  preoperative  diag- 
nosis had  been  atrial  septal  defect,  the  actual 
lesion  was  a huge  patent  ductus  arteriosus. 

In  addition  to  improved  clinical  diagnosis, 
more  precise  physiological  and  anatomical  diag- 
nosis became  possible.  Physiologists  made  use  of 
cardiac  catheterization  for  the  basic  observations 
of  position  of  the  catheter,  pressure  in  the  vessels 
and  chambers  accessible  to  the  catheter  and  oxy- 
gen content  and  oxyhemoglobin  saturation  in  the 
blood  of  the  vessels  and  chambers  accessible  to  the 
catheter.  At  first  rapid  sequence  roentgenograms 
were  made  and  subsequently,  of  course,  the  movie 
film  technique  was  adapted  to  the  process.  Prior 
to  these  refinements,  my  chief  at  Vanderbilt, 
Barney  Brooks  (1922)  had  been  the  first  to  use 
peripheral  angiography  for  clinical  purposes  to 
determine  the  optimal  level  for  amputation  of  a 
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lower  extremity.  The  combination  of  clinicians 
and  physiologists  and  radiologists  made  preopera- 
tive diagnoses  so  accurate  that  the  surgeon  knew 
in  advance  what  the  procedure  would  be  in  the 
operating  room.  It  had  been  found  very  early  that 
there  should  be  no  such  thing  as  exploratory  cardi- 
otomy,  such  as  there  could  be  exploratory  thora- 
cotomy or  laparotomy. 

Cardiac  catheterization  had  been  performed  as 
early  as  1861  by  Chauveau  and  Marey.  Bleichro- 
der  used  the  technique  in  man  in  1912  and  Forss- 
mann  used  in  on  himself  in  1929.  In  the  1930’s 
radiologists  used  catheters  to  inject  radiopaque 
materials  in  the  right  ventricle  to  visualize  the 
pulmonary  vessels  in  man.  One  of  them  convinced 
Andre  Cournand  that  the  technique  was  safe.  In 
the  early  1940’s  Cournand,  Richards  and  the 
Belleview  group  used  catheters  to  measure  car- 
diac output  to  study  the  circulation  of  patients 
with  shock  or  congestive  heart  failure.  Cournand, 
Richards  and  Forssmann  received  the  1956  Nobel 
Prize  in  Physiology  or  Medicine.  Additional  con- 
tributors in  the  1940’s  included  J.  V.  Warren  at 
Emory,  Bing  at  Hopkins  and  Dexter  at  Brigham 
Hospital.  Of  course,  cardiac  catheterization  has 
even  been  extended  to  newborn  babies.  Other 
contributors  include  Muybridge,  generally  con- 
sidered to  be  the  father  of  motion  pictures; 
Coolidge,  who  greatly  improved  x-ray  equipment 
with  his  invention  of  the  Coolidge  tube;  Ruggles, 
who  developed  the  direct  Roentgen  cinematogra- 
phy technique;  Chamberlain,  Coltman,  Sturm 
and  Morgan,  who  developed  the  theory  and  prac- 
tice of  image  intensification;  and  Dotter  and 
Sones,  who  established  coronary  angiography  as  a 
practical,  useful  and  safe  procedure.  Equally 
important  for  the  development  and  success  of 
cardiovascular  surgery  were  still  other  develop- 
ments. We  use  the  phrase  “pump  oxygenator” 
rather  casually  now,  but,  it  is  an  absolute  require- 
ment to  keep  the  patient  alive  while  the  heart  is 
being  repaired,  unless  we  can  discover  the  secret 
of  hibernation  and  possibly  adapt  it  to  humans. 
For  cardiopulmonary  bypass  one  merely  runs  the 
patient’s  blood  into  the  device  which  allows  the 
blood  to  take  up  oxygen  and  give  off  carbon 
dioxide  and  then  pump  it  back  into  the  patient’s 
circulation,  but  it  took  almost  18  years  of  research 
by  Gibbon,  first  at  the  University  of  Pennsylvania 
and  then  at  Jefferson  Medical  College,  to  devise 
an  artificial  heart-lung  that  would  be  clinically 
useful.  During  most  of  this  time  he  received  more 
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skepticism  than  encouragement  or  support. 

Even  Gibbon  needed  the  work  of  others  who 
made  it  safe  to  use  blood  without  worry  about 
intravascular  coagulation  or  transfusion  reactions. 
In  the  1870  s physicians  were  still  transfusing 
sheep,  dog,  or  goat  blood  to  man  until  Landois  in 
France  discovered  the  phenomena  of  agglutina- 
tion and  hemolysis  that  occur  when  the  blood  of 
one  species  is  mixed  with  serum  from  another. 
There  was  no  way  to  make  blood  anticoagulable 
except  by  whipping  it  with  a broom  straw  to 
remove  fibrin.  In  the  early  1900’s  George  Crile  in 
Cleveland  devised  a procedure  based  on  Carrel’s 
technique  of  vascular  suture  of  artery  to  vein  that 
permitted  direct  transfusion  of  blood  from  donor 
to  recipient.  But  direct  transfusion  was  far  from 
satisfactory  by  this  method.  Landsteiner,  a Vien- 
nese physician,  discovered  in  1900  that  different 
blood  groups  existed  within  members  of  a single 
species  and  Moss  at  Hopkins  in  1910  completed 
the  classification  of  blood  groups  that  Landsteiner 
had  begun.  After  them,  Ottenberg  at  Columbia 
University  devised  a crossmatch  technique  to  de- 
termine the  compatibility  of  donor  and  recipient 
blood  before  transfusion  was  performed.  Land- 
steiner won  the  Nobel  Prize  30  years  later.  He  was 
also  the  co-discoverer  of  the  Rh  factor  in  human 
blood. 

Gibbon  needed  even  more  basic  progress  before 
cardiopulmonary  bypass  was  possible.  Citrated 
blood  was  satisfactory  for  one  or  two  transfusions 
but  not  in  the  large  amounts  needed  for  open 
cardiac  operations.  In  1916  a medical  student,  J. 
MacLean,  discovered  an  anticoagulant,  namely 
heparin,  that  was  non-toxic  and  controllable.  It 
was  not  by  coincidence  that  Gibbon  began  his 
work  on  pump  oxygenators  in  1934,  the  year  that 
pure  potent  heparin  became  available.  Other  ad- 
vances were  those  of  Rous  and  Turner  who  first 
studied  systematically  how  to  preserve  blood  so 
that  it  would  be  available  on  a moment’s  notice; 
this  discovery  made  blood  banks  possible.  Even 
more  than  compatible  anticoagulable  blood  was 
needed  for  successful  cardiopulmonary  bypass. 
Also  needed  was  a system  for  exposing  a thin  layer 
of  blood  to  gas  in  order  to  add  the  right  amount  of 
oxygen  and  to  remove  the  right  amount  of  carbon 
dioxide  from  the  blood  without  creating  foam  or 
adding  any  toxic  materials.  For  this,  many  mate- 
rials and  devices  were  tested  including  wire 
screen,  rotating  discs,  plastic  membranes  and  hol- 
low plastic  fibers.  One  could  go  on,  but  suffice  it  to 


say  that  many  scientists  in  many  unversities  and 
industrial  laboratories  had  to  discover  numerous 
bits  and  pieces  of  knowledge  for  uniformly  suc- 
cessful open  cardiac  operations.  Although  some 
were  surgeons  whose  goal  was  open  cardiac  opera- 
tion, many  others  were  basic  scientists  solving 
quite  different  problems  in  physics,  chemistry 
and  biology.  Some  worked  in  university  laborato- 
ries, some  in  private  institutes,  some  in  govern- 
ment laboratories  and  some  in  private  hospitals 
and  private  practice.  When  the  pump  oxygenator 
required  perfection  and  production,  when  a vari- 
ety of  materials  and  designs  were  needed  for 
artificial  valves  and  vascular  grafts,  when  labora- 
tory designed  pacemakers  had  to  be  miniaturized, 
given  longer  life,  made  failure-proof,  scientists 
and  engineers  in  medicine  and  industry  also  be- 
came important  and  indispensable.  Each  bit  and 
piece  usually  required  a man  with  a dogged  deter- 
mination or  genius,  or  both. 

So  much  for  the  past  — now  for  the  future.  One 
of  our  tasks  is  to  insure  that  freedom  to  do  research 
is  available  to  those  who  come  after  us.  Along  this 
line  I would  say  that  in  view  of  inflation,  responsi- 
ble for  the  tremendous  increase  in  the  cost  of 
everything,  and  in  view  of  our  Government’s  di- 
rect responsibility  for  deficit  financing  and  for 
resulting  inflation,  it  is  exceedingly  important 
that  we  use  the  resources  that  we  have  wisely,  and 
to  me  that  should  involve  getting  the  Federal 
Government  out  of  the  practice  phase  of  medical 
care.  We  speak  of  Government  participation,  but 
we  could  class  it  as  interference  with  an  enormous 
waste  in  bureaucratic  administration.  I would 
seek  support  of  research  as  its  dominant  function 
in  the  medical  field,  and  if  there  were  any  other,  I 
believe  it  should  mainly  be  the  provision  of  trans- 
portation of  the  patient  to  the  doctor  or  hospital,  if 
the  patient  is  financially  deserving.  If  that  princi- 
ple evolves,  I see  no  reason  why  the  miraculous 
advances  of  the  last  fifty  years  cannot  be  dupli- 
cated or  extended  in  the  next  fifty.  □ 
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the  night  shift 


Artist’s  interpretation: 

The  nocturnal  egg-laying  of  the 
female  pinworm  causes  acute 
perianal  itch.  < .making  children 
shift  sleeplessly  through  the  night, 
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LETTER  TO  THE  EDITOR 

To  the  Editor: 

In  the  past  few  years  it  has  become  more  and 
more  evident  that  weight  training  is  a necessary 
part  of  any  good  athletic  program.  This  is  true 
whether  in  high  school,  college  or  the  professional 
level.  Most  colleges,  particularly  those  with  foot- 
ball programs  and  professional  teams,  have  on- 
going weight  training  programs.  The  interest  at 
the  high  school  level  seems  to  be  in  its  infancy  but 
growing  fast.  Experts  in  the  field  predict  that 
athletes  both  male  and  female  involved  in  all 
sports  will  be  required  to  participate  in  some  form 
of  weight  training  tailored  to  their  particular 
sport. 

Weight  training  has  the  potential  not  only  to 
make  better  athletes  but  to  drastically  reduce 
injuries  by  producing  better  flexibility  and  a 
strong  musculoskeletal  system.  Weight  training  is 
new  to  many  coaches  and  many  did  not  realize  the 
need  for  the  use  of  proper  techniques  and  close 
supervision.  A weight  training  program  im- 
properly conducted  can  be  a very  dangerous  un- 
dertaking, one  which  could  cost  an  athlete  his 
career  or  result  in  permanent  disability. 

Physicians  become  involved  in  weight  training 
programs  whether  directly  as  team  physicians  or 
indirectly  after  the  injury.  The  benefits  of  weight 
training  have  long  been  appreciated  in  a re- 
habilitation program  following  an  injury.  Physi- 
cians in  South  Carolina  are  urged  to  give  their 
support  to  the  development  of  weight  training 
programs  as  a deterent  to  injury  on  the  field.  They 
are  encouraged  to  join  the  team  of  coaches,  train- 
ers and  physical  therapist  committee  to  the  devel- 
opment of  quality  weight  training  programs. 
Perhaps  only  then  can  we  shorten  the  long  line  of 
sad  faces  from  the  epidemic  of  injured  athletes. 

I would  be  particularly  interested  in  hearing 
the  details  of  any  injury  occurring  during  or  as  a 
result  of  weight  training. 

James  L.  Suggs,  M.D. 

1115  North  Main  Street 
Marion,  S.  C.  29571 


August  1982 


451 


CRYPTOCOCCOSIS  IN  SOUTH  CAROLINA 


"Pulmonary  Cryptococcosis:  Review  of  Eleven 
Cases”  by  Middleton  and  Prioleau  appears  in  this 
issue  of  The  Journal 4 The  authors  call  attention  to 
this  disease  entity  which  has  just  been  clearly 
recognized  in  recent  years.  As  they  point  out, 
there  were  only  101  cases  of  pulmonary  cryp- 
tococcosis reported  in  the  literature  through  1966. 
Taylor  reviewed  the  records  of  three  hospitals  in 
Columbia,  South  Carolina  and  found  15  cases 
were  diagnosed  during  the  years  1946  to  1967. 2 
He  stated  that  cryptococcosis  was  the  most  com- 
mon pulmonary  mycoses  in  South  Carolina. 

Middleton  and  Prioleau  conclude  that  the  vari- 
ety of  findings  in  pulmonary  cryptococcosis  is  the 
most  characteristic  feature  of  the  chest  x-ray. 
Contrary  to  previous  publications,  their  conclu- 
sion is  supported  by  a review  of  radiological  pre- 
sentations of  26  cases.3 

A five-year  study  of  fungal  infections  in  South 
Carolina  (Fiscal  Years  1975-1979)  reported  38 
cases  of  Cryptococcus  neoformans  infection  dur- 
ing that  period.4  Statistics  from  the  Department  of 
Health  and  Environmental  Control  (DHEC)  Bu- 
reau of  Vital  Records  report  nine  cases  of  cryp- 
tococcosis in  calendar  year  1979  with  one  death, 
while  there  were  20  cases  in  1980  with  three 
deaths.  Considering  that  the  reporting  of  fungal 
diseases  is  optional,  it  is  readily  recognized  that 
these  figures  probably  represent  the  tip  of  the 
iceberg. 

C.  neoformans  is  a ubiquitous  yeast  found  in 
diverse  environmental  sites  such  as  abandoned 
urban  and  rural  houses,  chicken  coops  and  other 
animal  habitats  in  southeastern  United  States.5 
Almost  every  old  building  which  harbors  pigeons 
is  a source  of  C.  neoformans  and  a potential  cause 
of  infection  for  the  unsuspecting  intruder.  The 
DHEC  Bureau  of  Laboratories  is  frequently  asked 
to  examine  samples  of  pigeon  droppings  from  old 
buildings  prior  to  the  cleaning  of  the  premises  for 
renovation,  the  preservation  of  historical  land- 
marks or  prior  to  demolition.  Thirty-three  (33)  of 
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49  such  sites  examined  (67%)  harbored  C.  neofor- 
mans. It  is  surprising  that  patients  with  cryptococ- 
cosis are  not  seen  more  frequently.  As  with  most 
diseases  with  a low  prevalence,  more  cases  are 
diagnosed  when  there  is  a high  index  of  suspicion. 

When  clinicians  are  considering  cryptococcosis 
in  the  differential  diagnosis,  it  behooves  them  to 
inform  the  laboratory  of  this  suspicion  when  sub- 
mitting specimens.  It  is  essential  for  the  micro- 
biologist to  culture  the  clinical  material  on  a 
medium  without  cycloheximide.  This  common 
additive  to  fungal  media  inhibits  the  growth  of  C. 
neoformans. 

A histopathological  diagnosis  based  on  the 
mucicarmine  stain  alone  may  be  misleading. 
Blastomyces  dermatitidis  may  react  with  this 
stain  and  Rhinosporidium  seeberi  will  usually  be 
mucicarmine  positive.  Typical  morphology  of  all 
three  of  these  organisms  are  usually  different  but 
to  the  microscopist  with  limited  experience  cer- 
tain varieties  may  resemble  each  other.  More 
strains  of  C.  neoformans  which  have  little  or  no 
capsule  are  now  isolated  from  clinical  material. 
Since  mucicarmine  stains  capsular  material,  tissue 
containing  non-encapsulated  strains  of  the  orga- 
nism will  not  give  a positive  reaction.  The  direct 
fluorescent  antibody  stain  of  histological  sections 
performed  at  the  DHEC  Bureau  of  Laboratories  is 
specific  for  C.  neoformans. 

Several  of  the  larger  hospitals  in  South  Carolina 
now  offer  a serological  test  for  cryptococcosis. 
This  test  measures  the  amount  of  antigen  (orga- 
nism) and  not  the  hosts  antibody  response.  Conse- 
quently, an  increasing  serological  titer  is  associ- 
ated with  progressing  disease  while  a decreasing 
titer  usually  indicates  a positive  response  to  ther- 
apy or  natural  host  response.  Cryptococcal  anti- 
gen can  be  detected  in  serum,  cerebrospinal  fluid, 
urine  or  pleural  fluid.  In  addition  to  the  serologi- 
cal test  for  cryptococcal  antigen,  the  Bureau  of 
Laboratories  also  offers  the  indirect  fluorescent 
antibody  test  which  measures  the  hosts  antibody 
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response  to  the  invading  organism. 

With  regard  to  pulmonary  fungal  infections,  it 
was  recently  stated  that  “the  keys  to  diagnosis  are 
awareness  that  a fungal  infection  may  be  present, 
the  presence  of  a good  ‘microbiologist,’  and  the 
presence  of  a surgeon  or  chest  physician  who  can 
supply  the  laboratory  with  the  suggestion  of  fun- 
gal infection  plus  adequate  material,  sputum  or 
tissue,  to  help  the  laboratory  make  the  diagnosis.  ”6 

— Arthur  F.  DiSalvo,  M.D. 

S.  C.  Department  of  Health 
and  Environmental  Control 
Columbia,  S.  C.  29201 
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!®W  THERE  IS  A BETTER 
ALTERNATIVE  TO  STOOL 
EXAMS.  ENTERO-TEST. 


ENTERO-TEST®  Adult,  and  Pediatric, 
a nylon  line  coiled  inside  of  a gelatin 
capsule.  The  Pediatric  stiing  is  90cm 
and  the  Adult  stiing  is  140cm.  Both 
capsules  are  designed  to  retrieve 
duodenal  contents  without  intubation. 
ENTERO-TEST®  has  the  following 
advantages: 

■ Rapid 

h Accurate 

■ Safe 

■ No  Radiation 

■ Outpatient  and  Inpatient  Use 
Studies  have  confirmed  the  following 
applications  for  the  Entero-Test: 

PARASITES: 

Those  parasites  that  live  primarily  in 
the  duodenum  or  bile  ducts  often  are 
more  readily  seen  in  the  duodenal 
contents  than  in  the  stool.  These 
include  Giardia  lamblia  (motile  tro- 
phozoites), Strongyloides  stercoralis 
(larvae  and/or  eggs  in  advanced 
stages  of  development),  Clonorchis 
sinensis  (eggs),  Fasciola  hepatica 
(eggs),  Trichostrongylus  orientalis 
(eggs),  and  Isospora  (cocddia). 
SALMONELLA  TYPHI: 

Multiple  stool  exams  cultured  over 
several  weeks  or  duodenal  intubation 
are  the  most  commonly  used  pro- 
cedures. The  Entero-Iest  is  as  efficient 
as  intubation  but  simpler  and  more 
comfortable.  New  studies  have  further 
confirmed  superior  applicability  over 
other  procedures. 

SMALL  INTESTINAL 
MICROFLORA  (Bacterial 
overgrowth): 

Chronic  Diarrhea  caused  by  anaerobic 
and  aerobic  bacteria  in  infants  and 
children  was  easilv  identified  using  the 
Entero-Test.The  stiing  test  was 
comparable  to  or  better  than  duodenal 
aspirate  in  all  cases. 
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VP  TO  96%  SUCCESS  RATE  IN  DUODENAL  SAMPLINGS 


ANNUAL  MEETING  PICTORIAL  HIGHLIGHTS 


Charles  S.  Bryan,  M.D.,  Journal  Editor  (right)  presents  Roe 
Foundation  Awards  for  Practicing  Physicians  to:  (from  left) 
Peter  M.  Williams,  M.D.,  Harrison  L.  Peeples,  M.D.,  and 
Stephen  A.  Imbeau,  M.D. 


Receiving  the  1982  President’s  Award  is  Joel  Wyman,  M.D., 
shown  here  at  left  with  Mrs.  Wyman.  1981-82  SCMA  Presi- 
dent, William  H.  Hunter,  M.D.  (right),  named  the  recipient 
of  this  Award. 


Dillon  Delegate,  Suzanne  Black,  M.D.,  receives  a Mother’s 
Day  Surprise  on  Sunday,  May  9,  on  the  floor  of  the  closing 
session  of  the  1982  House  of  Delegates. 


Euta  M.  Colvin,  M.D.,  being  sworn  in  as  the  118th  President 
of  SCMA  by  then  Chairman  of  Council,  Randolph  D. 
Smoak,  Jr.,  M.D.  From  left,  Mrs.  Colvin,  William  H.  Hunter, 
M.D.,  Doctors  Colvin  and  Smoak. 


From  left,  Charles  S.  Bryan,  M.D.,  and  Norman  H.  Bell, 
M.D.,  recipient  of  the  Roe  Foundation  Award  for  an  Institu- 
tion-Based Physician. 
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When  painful  spasm 
is  the  presenting 
symptom . . . 


. . . in  the  functional  bowel/irritable  bowel 
syndrome* 

be  sure  to  specify 


Bentyl 

(dicyclomine 
hydrochloride  USP) 

10  mg  capsules,  20  mg  tablets, 

10  mg/5  ml  syrup,  10  mg /ml  injection 

*■ . bJ-D'U/z&lte  CUr  UJtti&b 

because: 

@ The  Bentyl  molecule  is  a product  of  original  Merrell  research. 


At  Merrell  Dow,  Bentyl  must  go  through  140  checkpoints/tests  from  its  synthesis 
through  the  packaging  of  the  final  product. 

Bentyl  bioavailability  of  tablets,  capsules,  syrup  and  injectable  is  evidence  of  its 
prompt  absorption. 

Bentyl  helps  control  abnormal  gastrointestinal  motor  activity  with  minimal 

anticholinergic  side  effects.  (See  Warnings,  Contraindications,  Precautions,  and  Adverse  Reactions  on  next  page.) 

The  bioequivalence  of  the  oral  dosage  forms  permits  a choice  of  tablet,  capsules, 
or  syrup  that  satisfies  patient’s  dosage  preferences. 

Significant  pharmacologic  effect  in  the  distal  colon  compared  to  placebo,1  shows 
how  Bentyl  controls  abnormal  motor  activity  in  the  irritable  colon  patient.* 


’This  drug  has  been  classified  "probably"  effective  for  this  indication. 

Merrell  Dow 

Reference: 

1 . Chowdhury  AR  and  Lorber  SH:  Personal  communication,  1 980.  (See  Product  Information  on  the  next  page  before  prescribing  Bentyl.) 

Although  the  dose  of  Bentyl  used  to  show  pharmacologic  effect  was  50  mg,  which  is  a higher  single  dose  than  that  permitted  in  the  labeling,  the  dose  was  considered  justified, 
since  the  recommended  daily  dose  of  injectable  Bentyl  is  20  mg  (2  ml)  every  4 to  6 hours.  Thus,  in  8 hours,  a patient  could  receive  a total  of  60  mg  I.M.  and,  at  that  time,  as  a result 
of  the  sustained  plasma  levels  from  the  20  mg  injections  at  0 and  4 hours,  might  show  an  even  higher  plasma  level  than  occurs  after  a single  50  mg  dose.  Presumably,  the  same 
pharmacologic  effect  would  follow.  These  observations  do  not  constitute  evidence  of  efficacy. 


Bentyl® 

(dicyclomine  hydrochloride  USP) 

Capsules,  Tablets,  Syrup,  Injection 
AVAILABLE  ONLY  ON  PRESCRIPTION 
Brief  Summary 


INDICATIONS 

Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences-National  Research  Council  and/or  other  information,  FDA 
has  classified  the  following  indications  as  "probably”  effective: 

For  the  treatment  of  functional  bowel/irritable  bowel  syn- 
drome (irritable  colon,  spastic  colon,  mucous  colitis)  and 
acute  enterocolitis. 

THESE  FUNCTIONAL  DISORDERS  ARE  OFTEN  RELIEVED 
BY  VARYING  COMBINATIONS  OF  SEDATIVE,  REASSUR- 
ANCE, PHYSICIAN  INTEREST  AMELIORATION  OF  EN- 
VIRONMENTAL FACTORS. 

For  use  in  the  treatment  of  infant  colic  (syrup). 

Final  classification  of  the  less-than-effective  indications 
requires  further  investigation. 

CONTRAINDICATIONS:  Obstructive  uropathy  (for  example,  bladder 
neck  obstruction  due  to  prostatic  hypertrophy):  obstructive  disease 
of  the  gastrointestinal  tract  (as  in  achalasia,  pyloroduodenal 
stenosis):  paralytic  ileus,  intestinal -atony  of  the  elderly  or  debili- 
tated patient:  unstable  cardiovascular  status  in  acute  hemorrhage: 
severe  ulcerative  colitis:  toxic  megacolon  complicating  ulcerative 
colitis;  myasthenia  gravis. 

WARNINGS:  In  the  presence  of  a high  environmental  temperature, 
heat  prostration  can  occur  with  drug  use  (fever  and  heat  stroke  due 
to  decreased  sweating).  Diarrhea  may  be  an  early  symptom  of 
incomplete  intestinal  obstruction,  especially  in  patients  with  ileos- 
tomy or  colostomy.  In  this  instance  treatment  with  this  drug  would 
be  inappropriate  and  possibly  harmful.  Bentyl  may  produce  drow- 
siness or  blurred  vision.  In  this  event,  the  patient  should  be  warned 
not  to  engage  in  activities  requiring  mental  alertness  such  as 
operating  a motor  vehicle  or  other  machinery  or  perform  hazardous 
work  while  taking  this  drug.  There  are  rare  reports  of  infants,  6 
weeks  of  age  and  under,  administered  dicyclomine  hydrochloride 
syrup,  who  have  evidenced  respiratory  symptoms  (breathing  diffi- 
culty, shortness  of  breath,  breathlessness,  respiratory  collapse, 
apnea),  as  well  as  seizures,  syncope,  asphyxia,  pulse  rate  fluctua- 
tions, muscular  hypotonia,  and  coma.  The  above  symptoms  have 
occurred  within  minutes  of  ingestion  and  lasted  20  to  30  minutes. 
The  timing  and  nature  of  the  reactions  suggest  that  they  were  a 
consequence  of  local  irritation  and/or  aspiration  rather  than  a direct 
pharmacologic  effect.  No  known  deaths  or  permanent  adverse 
effects  have  been  reported.  Bentyl  syrup  should  be  used  with 
caution  in  this  age  group. 

PRECAUTIONS:  Although  studies  have  failed  to  demonstrate  ad- 
verse effects  of  dicyclomine  hydrochloride  in  glaucoma  or  in 
patients  with  prostatic  hypertrophy,  it  should  be  prescribed  with 
caution  in  patients  known  to  have  or  suspected  of  having  glaucoma 
or  prostatic  hypertrophy. 

Use  with  caution  in  patients  with: 

Autonomic  neuropathy.  Hepatic  or  renal  disease.  Ulcerative  coli- 
tis. Large  doses  may  suppress  intestinal  motility  to  the  point 
of  producing  a paralytic  ileus  and  the  use  of  this  drug  may 
precipitate  or  aggravate  the  serious  complication  of  toxic 
megacolon. 

Hyperthyroidism,  coronary  heart  disease,  congestive  heart  fail- 
ure, cardiac  arrhythmias,  and  hypertension. 

Hiatal  hernia  associated  with  reflux  esophagitis  since  anti- 
cholinergic drugs  may  aggravate  this  condition. 

Do  not  rely  on  the  use  of  the  drug  in  the  presence  of  complication  of 
biliary  tract  disease.  Investigate  any  tachycardia  before  giving 
anticholinergic  (atropine-like)  drugs  since  they  may  increase  the 
heart  rate.  With  overdosage,  a curare-like  action  may  occur. 
ADVERSE  REACTIONS:  Anticholinergics/  antispasmodics  produce 
certain  effects  which  may  be  physiologic  or  toxic  depending  upon 
the  individual  patient's  response.  The  physician  must  delineate 
these.  Adverse  reactions  may  include  xerostomia;  urinary  hesi- 
tancy and  retention,  blurred  vision  and  tachycardia;  palpitations; 
mydriasis;  cycloplegia;  increased  ocular  tension;  loss  of  taste; 
headache;  nervousness;  drowsiness;  weakness;  dizziness; 
insomnia;  nausea;  vomiting;  impotence;  suppression  of  lactation; 
constipation,  bloated  feeling;  severe  allergic  reaction  or  drug 
idiosyncrasies  including  anaphylaxis;  urticaria  and  other  dermal 
manifestations;  some  degree  of  mental  confusion  and/or  excite- 
ment, especially  in  elderly  persons,  and  decreased  sweating.  With 
the  injectable  form  there  may  be  a temporary  sensation  of  light- 
headedness and  occasionally  local  irritation. 

DOSAGE  AND  ADMINISTRATION:  Dosage  must  be  adjusted  to  indi- 
vidual patient's  needs 
Usual  Dosage 

Bentyl  10  mg.  capsule  and  syrup:  Adults.  1 or  2 capsutes  or  tea- 
spoonfuls syrup  three  or  four  times  daily.  Children.  1 capsule  or 
teaspoonful  syrup  three  or  four  times  daily.  Infants:  Vi  teaspoon- 
ful syrup  three  or  four  times  daily.  (Dilute  with  equal  volume 
of  water.) 

Bentyl  20  mg.:  Adults:  1 tablet  three  or  four  times  daily. 

Bentyl  Injection:  Adults:  2 ml.  (20  mg.)  every  four  to  six  hours 
intramuscularly  only. 

NOT  FOR  INTRAVENOUS  USE. 

MANAGEMENT  OF  OVERDOSE:  The  signs  and  symptoms  of  over- 
dose are  headache,  nausea,  vomiting,  blurred  vision,  dilated 
pupils,  hot,  dry  skin,  dizziness,  dryness  of  the  mouth,  difficulty  in 
swallowing,  CNS  stimulation  Treatment  should  consist  of  gastric 
lavage,  emetics,  and  activated  charcoal.  Barbiturates  may  be  used 
either  orally  or  intramuscularly  for  sedation  but  they  should  not  be 
used  if  Bentyl  with  Phenobarbital  has  been  ingested  If  indicated, 
parenteral  cholinergic  agents  such  as  Urecholine®  (bethanecol 
chloride  USP)  should  be  used. 

Product  Information  as  of  July,  1980 
Injectable  dosage  forms  manufactured  by 
CONNAUGHT  LABORATORIES,  INC. 

Swiftwater,  Pennsylvania  18370  or 
TAYLOR  PHARMACAL  COMPANY 
Decatur,  Illinois  62525  for 

Merrell 


ON  THE  COVER:  “DOCTOR, 
LAWYERS,  INDIAN  CHIEF” 

The  Doctor:  Robert  Lebby,  M.D.;  the  lawyers: 
the  many  civil  leaders  who  appointed  Dr.  Lebby 
to  numerous  government  positions  of  importance 
to  the  public  health  of  Charlestonians  and  South 
Carolinians;  the  Indian  Chief:  Osceola,  the  great 
chief  of  the  Seminole  nation  who  was  attended  by 
Dr.  Lebby  during  his  confinement  at  Fort  Moul- 
trie, Sullivan’s  Island,  South  Carolina. 

On  the  cover  is  a collage  of  artifacts  belonging 
to  Robert  Lebby,  Sr.,  M.D.  (1805-1887).  His  desk 
was  a gift  from  Governor  William  Aiken.  The 
desk  was  built  by  slaves  on  Jehossee  Plantation 
owned  by  Governor  Aiken.  On  the  desk  are  an  old 
photograph  of  Dr.  Lebby,  his  medicine  chest, 
Davis  and  Kidder  boxes,  and  his  medical  thesis 
written  upon  his  graduation  from  the  Medical 
College  of  Charleston  in  1826. 

His  first  appointed  position  was  Assistant  Sur- 
geon, U.  S.  Army,  at  Fort  Johnson,  S.  C.,  during 
the  yellow  fever  season  of  1827.  Later,  he  served 
as  Assistant  Surgeon,  U.  S.  Army,  in  the  Seminole 
War;  surgeon  in  the  Confederate  Army  for  four 
years;  Port  of  Charleston  physician  responsible  for 
all  quarantine  activities;  and  as  Surgeon  General 
of  South  Carolina.  Indicative  of  his  excellent  ad- 
ministrative abilities  was  his  supervision  of  the 
engineering  activities  during  the  laying  of  the 
foundations  for  Fort  Sumter  in  Charleston  harbor 
during  the  absence  of  the  assigned  commanding 
officer.  He  served  as  Charleston  Alderman  and 
City  Council  member,  being  elected  for  three 
terms. 

Four  of  Dr.  Lebby s sons  served  in  the  Con- 
federacy. Walker  Lebby  was  Engineer  Officer  on 
the  blockade  runner,  Nina,  lost  at  sea,  and  Sterling 
Lebby  was  Captain  of  the  blockade  runner,  Hat- 
tie. Both  were  physicians.  A third  son,  Dr.  B.  M. 
Lebby  served  as  Commanding  Officer  of  the  Gen- 
eral Hospital,  Gordonsville,  Virginia;  and  Robert 
Lebby,  Jr.,  M.D.,  was  Chief  Surgeon  to  the  Third 
and  Seventh  Military  Districts.  After  the  war, 
Robert,  Jr.,  followed  in  his  father’s  footsteps  in  the 
field  of  public  health,  becoming  Assistant  Health 
Officer  of  South  Carolina  and  later  Quarantine 
Officer. 

A commencement  speaker  before  the  Medical 
College  of  South  Carolina  graduating  class  of  1885 
spoke  of  Robert  Lebby,  M.D.,  as  “one  who  now 
for  59  years  has  been  going  about  doing  good,  in 
pursuance  of  the  mission  he  was  sent  upon  by  this 
college;  and  during  whose  long  life  he  has  brought 
naught  but  credit  upon  the  institution  which  gave 
him  leave  to  practice.” 

— TML 
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"By  the  work,  one  knows  the  workman.” 

— Jean  de  La  Fontaine,  1668 


DEPARTMENT  OF  SCIENTIFIC  AFFAIRS  AND  MEDICAL  EDUCATION 


Again  this  month,  The  Journal  features  one  of 
the  five  Departments  within  the  staff  of  the  South 
Carolina  Medical  Association.  In  this  issue,  the 
staff  members  and  activities  of  the  Department  of 
Scientific  Affairs  and  Medical  Education  are  de- 
scribed. The  Department  is  under  the  direction  of 
Mr.  Daryl  x\.  Walker  who  is  assisted  in  his  duties 
by  Mrs.  Phyllis  D.  Thomas. 

DARYL  A.  WALKER 

Daryl  joined  the  staff  of  the  SCMA  in  July  of 
1979  to  gain  experience  in  association  services  at 
the  local  level.  He  had  been  employed  by  the 
American  College  of  Radiology  from  1972  to  1979 
as  Staff  Assistant  to  the  College’s  Commission  on 
Cancer,  where  he  was  responsible  for  the  Cancer 
Commission’s  committees,  and  liaison  with  the 
National  Cancer  Institute  and  the  FDA’s  Bureau 
of  Radiologic  Health.  He  also  served  as  Project 
Director  for  several  research  and  education  pro- 
grams under  federal  contract. 

Daryl  holds  a Bachelor  of  Science  Degree  in 
Business  Management  and  is  continuing  his  edu- 
cation in  pursuit  of  a Master 'of  Science  Degree  in 
Management. 

The  Department  of  Scientific  Af fairs  and  Med- 
ical Education  encompasses  the  Commission  on 
Scientific  Affairs  and  Medical  Education  and  its 


related  committees,  including  the  Impaired  Phy- 
sicians’ Program  and  CME  activities.  Daryl  staffs 
these  and  other  committees  and  serves  as  liaison  to 
several  state  governmental  and  health-related  as- 
sociations. He  also  oversees  research  projects  un- 
der state  governmental  contracts.  A major  activity 
of  his  Department,  under  the  direction  of  the 
Committee  to  Plan  State  Meetings,  is  the  responsi- 
bility for  Scientific  Sessions  and  exhibit  activity  in 
connection  with  the  SCMA  Annual  Meetings. 

Daryl  is  married  and  has  one  three-year-old 
daughter.  His  hobbies  include  fishing,  gardening 
and  model  railroading. 

PHYLLIS  D.  THOMAS 

Working  with  Mr.  Walker  on  the  duties  of  his 
Department  is  Mrs.  Phyllis  D.  Thomas,  Admin- 
istrative Assistant. 

In  February,  1979,  Phyllis  joined  the  SCMA, 
bringing  with  her  an  extensive  background  as 
Executive  Secretary  for  a Columbia  real  estate 
firm,  and  as  a public  relations  representative  for 
Six  Flags  Over  Georgia.  She  holds  a B.  A.  Degree  in 
English  from  Florida  State  University,  and  cited 
as  her  reason  for  seeking  employment  with  the 
Association  the  "opportunity  to  work  with  highly 
educated  physicians  on  a day-to-day  basis." 
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Serving  as  Administrative  Assistant  to  the  De- 
partment, Phyllis  provides  administrative  support 
for  the  Director,  and  serves  as  staff  liaison  to  the 
Mediation  Committee  and  the  Public  Relations 
Committee.  She  serves  as  back-up  to  the  Director 
for  the  committees  which  he  staffs  and  coordi- 
nates booth  spaces  and  the  scientific  program  for 
the  Annual  Meetings.  Under  the  direction  of  the 


CME  Committee,  she  is  responsible  for  the  quar- 
terly publication  of  the  Continuing  Medical  Edu- 
cation calendar  which  appears  in  this  Journal. 

Phyllis  is  married  and  has  one  daughter  and  two 
step-daughters.  When  time  permits,  she  enjoys 
reading,  cross-stitch,  collecting  duck  figures  or 
pictures,  and  traveling. 

— JGD 


Featured  on  these  pages  in  September  will  be 
the  Department  of  Public  Affairs  and  Profes- 
sional Relations. 


Department  of  Scientific  Affairs  and  Medical  Education:  Mr.  Daryl  A.  Walker  and  Mrs.  Phyllis  D.  Thomas. 
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TWO  HOUSES  THAT  LOVE  IS  BUILDING 

The  Ronald  McDonald  House  is  referred  to  as  “The  House  That  Love  Built”  and  currently, 
two  are  being  built  in  South  Carolina.  These  guest  houses  for  families  of  sick  children  are  in  over 
50  U.  S.  cities,  Canada  and  Australia. 

The  history  of  the  Ronald  McDonald  House  program  is  a brief,  but  inspiring  one.  In  1973,  Fred 
Hill,  a football  player  with  the  Philadelphia  Eagles,  had  the  need  for  such  a facility  at  Children’s 
Hospital  in  Philadelphia,  where  his  child  was  being  treated  for  leukemia.  Although  much 
progress  had  been  made  in  treatment  of  childhood  illnesses,  very  few  hospitals  provided  a 
sufficient  live-in  accommodation  for  families. 

Fred  Hill’s  dilemma  was  the  catalyst  which  inspired  the  Eagles  and  the  Philadelphia 
McDonald’s  restaurant  franchises  to  launch  a fundraising  drive  to  establish  the  first  Ronald 
McDonald  House.  This  seven  bedroom,  renovated  family  home  near  the  hospital  opened  in  1974, 
and  was  named  Ronald  McDonald  House  after  the  famous  clown. 

Each  house  has  a full  time  resident  manager  who  is  retained  by  the  local  not-for-profit 
organization  which  owns  the  House.  Responsibilities  of  the  manager  and  volunteers  include 
registering  guests,  supervising  the  routine  cleaning  and  maintenance  of  the  House,  ordering 
supplies  and  services  needed  and  answering  questions  of  guests.  While  no  medical  care  or  formal 
counseling  is  conducted  at  the  House,  the  resident  managers  and  their  families  add  to  the 
comforting,  homelike  atmosphere  of  the  house. 

Guests  staying  in  a Ronald  McDonald  House  are  considered  “temporary  volunteers  while 
residing  there,  and  are  responsible  for  keeping  the  facility  in  a clean  and  orderly  condition. 
Laundry  equipment  and  supplies  and  kitchen  staples  are  always  available  in  the  House. 

Each  Ronald  McDonald  House  is  different,  created  by  a team  of  concerned  local  citizens  to 
meet  the  needs  of  their  own  community.  The  house  is  owned  and  operated  by  a separate,  local 
not-for-profit  organization  comprised  of  these  volunteers,  and  is  primarily  funded  by  local 
contributions. 

The  costs  of  acquisition  and  development  of  Houses  already  open  range  from  just  over 
$100,000  to  more  than  1.5  million.  Most  Houses  being  developed  are  renovations  of  older  homes; 
however,  some  are  new  constructions  where  a suitable  existing  structure  could  not  be  found  in 
proximity  to  the  hospital. 

Ronald  McDonald  Houses  also  can  apply  for  a $25,000  grant  from  the  Ray  A.  Kroc  — Ronald 
McDonald  Children’s  Fund.  This  not-for-profit  fund  was  initiated  on  the  75th  birthday  of  Mr. 
Kroc,  founder  of  McDonald’s  Corporation,  and  has  already  donated  more  than  one  million 
dollars  to  Ronald  McDonald  House  organizations. 

South  Carolina’s  two  houses  will  be  located  in  Charleston  (affiliated  with  Medical  University, 
St.  Francis  Xavier  and  Roper  hospitals);  and  Columbia  (affiliated  with  Richland  Memorial  and 
other  area  hospitals).  For  more  information  contact:  Pediatric  Family  Services  of  the  Midlands, 
Inc.,  P.O.  Box  55555,  Columbia,  S.  C.  29250,  or  Pediatric  Family  Center  of  Charleston,  Inc., 
P.O.  Box  30698,  Charleston,  S.  C.  29407. 

Medical  Auxiliaries  across  the  state  along  with  countless  others  are  donating  funds  and  services 
for  these  two  projects.  Won’t  you  help  too? 


August  1982 


467 


The  great  masquerader 


Wise  clinicians  recognize  this  disease  as  the  great 
masquerader,  suspecting  this  illness  when  these 
symptoms  appear  . . . 

♦ anxiety 

♦ chest  pains  of  vague  origin 

♦ gastric  disturbances 

♦ depression 

♦ family  or  job-related  problems 

♦ hypertension 

♦ sleep  disturbances 

Your  recognition  of  alcoholism’s  subtle  signs  may 
motivate  your  patient  to  seek  early  treatment. 


Specializing  in  the  treatment  of  alcoholism 
and  drug  dependency  conditions 
311  Jones  Mill  Road  ♦ Statesboro,  Georgia  30458  ♦ JCAH  Accredited  ♦ (912)  764-6236 


CLASSIFIED 

PSYCHIATRIST:  Gastonia,  N.  C.  — Comp. 
GMHC  in  beautiful  NC,  sunbelt  loc.  has  opng.  for 
Staff  Psych,  to  join  3 other  Psych,  svg.  a two- 
county  pop.  of  205,000.  Duties  incl.  inpatient, 
child  and  adult  outpatient  and  emer.  serv.  in 
conjunc.  w/team  of  mul-discip.  MH  Prof  ...  20 
min.  to  lgst.  cty.  in  Carolina.  Bd.  elig. , in  Psychia- 
try, and  so  lie.  prior  to  perm.  appt.  Salary: 
$46,033-$62,817  + addl.  comp,  for  on-call  duties 
+ fringe  package.  Inq.  to  James  F.  Melton,  Area 
Director,  Gaston-Lincoln  Area  M H /MR/SA 
Program,  401  N.  Highland,  Gastonia,  NC  28052 
(704)  867-2361,  or  Eugene  D.  Maloney,  M.D., 
Medical  Director  (704)867-4411  EEO/AAE/M/ 
F/H. 
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From  the  State  House: 

LEGISLATIVE  UPDATE 


September,  1982 

August,  like  July,  was  not  a busy  month  with  a significant  number  of  staff  people 
at  the  Legislature  on  extended  vacations.  The  only  activity  transpiring  at  the  present 
time  are  some  meetings  by  Health  Care  Planning  & Oversight,  which  is  overseeing  much  of 
the  activity  in  the  nursing  home  reimbursement  of  the  Medicaid  budget  and  activity  within 
the  Budget  and  Control  Board,  which  initiates  the  State  Appropriations  Bill  each  year. 

DSS  MATTERS 

On  Friday,  August  13,  1982  John  A.  Crosscope,  Jr.,  58,  was  appointed  as  interim 
Commissioner  of  DSS.  Crosscope  will  be  on  loan  to  DSS  from  the  State  Budget  and  Control 
Board,  where  he  is  a troubleshooter,  formerly  known  as  Chief  of  Special  Projects.  He 
will  hold  the  top  slot  at  the  welfare  agency  until  a permanent  commissioner  is  named  to 
replace  Virgil  L.  Conrad,  who  resigned  in  July. 

Crosscope  has  worked  with  DSS  on  several  occasions  before,  primarily  to  help  solve 
crises  in  Medicaid  in  Title  20.  One  of  the  major  projects  involving  Crosscope  was  the 
development  of  the  Medicaid  Management  Information  System,  a computer  program  which 
monitors  Medicaid  expenditures.  A permanent  Commission  is  expected  to  be  appointed 
around  the  1st  of  the  year. 

On  August  18,  1982  the  DSS  Board,  after  months  of  wrangling  over  how  much  profit 
proprietary  nursing  home  owners  and  operators  should  be  guaranteed  through  Medicaid, 
finally  decided  that  the  S.  C.  Medicaid  Program  will  no  longer  pay  increased  costs  that 
are  generated  by  leases  of  nursing  homes.  That  decision  is  expected  to  eventually  eli- 
minate the  allegation  that  "sweetheart  deals"  in  the  nursing  home  industry  have  drained 
Medicaid  dollars  at  the  expense  of  health  care. 

Also,  under  the  new  contract,  Medicaid  will  confine  automobile  reimbursements  to 
moderately  priced  vehicles  for  business  use  alone,  and  the  "inflation  factor"  will  be 
held  this  year  to  7.4  per  cent.  Additionally,  on  August  27,  1982,  the  Health  Care 
Planning  & Oversight  Committee  (HCP&O)  told  DSS  to  tie  salary  increases  at  the  nursing 
homes  to  the  raises  given  state  emplyees.  Altogether,  these  reforms  are  expected  to 
save  taxpayers  $28  million.  Nursing  home  owners  are  alleging  gross  unfairness  in  these 
actions  and  are  threatening  to  discharge  Medicaid  patients  rather  than  signing  the 
document  lowering  their  reimbursement  rates.  However.  Senator  Hugh  K.  Leatherman,  who 
headed  up  the  subcommittee  of  HCP&O  that  studied  the  Medicaid  system  and  nursing  home 
reimbursements,  said,  "There  has  been  a gravy  train  out  there,  and  we  (HCP&O)  are  simply 
trying  to  get  it  on  the  right  track." 

Senator  Leatherman,  who  has  been  so  instrumental  in  leading  the  fight  to  reform  the 
state’s  Medicaid  Program,  was  selected  "Legislator  of  the  Year"  by  the  Greenville  News 
in  early  July.  The  award  was  given  for  "legislative  excellence  based  on  ability,  integ- 
rity, responsibility,  leadership  and  effectiveness  during  the  Legislative  Session." 


S. 568— AMENDMENTS  TO  THE  ADMINISTRATIVE  PROCEDURES  ACT  (APA) 


Although  not  reported  earlier,  S.568  passed  on  the  very  last  day  of  the  legislative 
session  (June  3).  Regulations  promulgated  by  state  agencies  will  now  likely  receive 
more  scrutiny  under  this  new  law,  and  it  will  henceforth  be  more  difficult  for  these 
state  entities  to  sometimes  effectively  bypass  an  overly  busy  Legislature  in  having 
their  regulations  "approved." 

The  problem  in  the  Administrative  Procedures  Act  has  always  been  the  fact  that  the 
Legislature  has  only  ninety  (90)  days  from  the  time  regulations  are  written  and  filed 
to  "disapprove"  same.  If  the  Legislature  did  not  "affirmatively"  disapprove  within  the 
90-day  period,  the  regulations  became  law.  In  1981  the  Chiropractic  Board  utilized  the 
cumbersomeness  of  the  APA  to  promulgate  regulations  which  angered  several  legislative 
committee  members,  but  who  were  helpless  to  act  within  the  90-day  period  to  disapprove 
the  regulations. 

Briefly,  the  new  law  increases  the  90-day  period  to  120-days;  provides  that  a joint 
resolution  disapproving  a regulation  by  any  standing  committee  adds  a certain  number  of 
days  to  the  120-day  period  and  changes  various  other  mechanisms  involving  agency  regula- 
tions . 

HOSPITAL  COST  CONTAINMENT  - H.2858 

This  legislation,  which  would  have  created  a hospital  commission  to  review  and 
approve  hospital  rates  and  charges  received  only  minor  attention  in  a sub-committee  of 
the  House  Judiciary  this  year  and  was  never  reported  out  to  the  full  committee.  Hospital 
room  rates  and  charges,  along  with  other  aspects  of  health  care,  have,  of  course,  con- 
tinued to  rise.  Therefore,  SCMA  fully  expects  this  bill  and  possibly  similar  ones  to  be 
re-introduced  in  the  next  session. 

BILL  TO  INCREASE  THE  BOARD  OF  PATIENT'S  COMPENSATION  FUND  (PCF)  - H.3797 


Late  in  the  1982  Legislative  Session,  a bill  was  introduced  which  would  allow  the 
Governor  to  appoint  an  additional  member  of  the  Board  which  oversees  the  "umbrella" 
coverage  for  physicians’  malpractice  insurance.  Specifically,  the  legislation  would 
add  another  member  to  be  nominated  by  the  S.  C.  Defense  Lawyers’  Association.  (Currently, 
one  member  is  appointed  from  the  S.  C.  Bar  and  another  from  the  S.  C.  Trial  Lawyers’ 
Association,  along  with  thirteen  other  members  representing  hospitals,  physicians, 
insurance  carriers,  laymen,  etc.)  SCMA  went  on  record  in  opposition,  pointing  out  the 
fact  that  a large  number  already  sits  on  this  Board,  including  two  attorneys.  The  bill 
never  received  serious  consideration  prior  to  adjournment. 

HOUSE  OF  REPRESENTATIVES  - CAMPAIGN  RACES  1982 


Seats  in  the  House  of  Representatives  come  up  every  two  years  (Senate  elections  are 
held  every  four  years) , and  we  are  almost  at  the  midway  point  between  the  primaries  and 
the  General  Election.  Only  7 members  of  the  House  have  decided  to  retire  or  run  for 
other  office.  They  are:  Rep.  Sttm  Manntng  [V-Spa/it.  ) , Rep.  Ben  Hornsby  [V-RaiAfitetd) , 
Rep.  Jean  8.  Meyers  [V-Howiy] , Rep.  Wetotn  E.  NunneAy  [V-ChesteA] , Rep.  Mtke  Vantet 
[V- Chen.ok.ee). , Rep.  Vavtd  M clnnts  [V-Sumten) , Rep.  Robin  Tatton  (V-FtoAence) . The  latter 
four  of  these  members  voluntarily  left  their  seats  to  run  for  higher  office. 


Eleven  members  lost  their  races  during  the  primary  elections  and  run-offs  held  in 
June.  They  are:  Rep.  Bitty  Baddy  (V-FtoAence) , Rep.  Hudson  BaAksdate  [V-SpaAt. ) , Rep. 

John  FetdeA  [V-Cathoun] , Rep.  Vanny  Bundntck  (V-OAangebuAg) , Rep.  AAchibatd  Buchan 
(V-Ma/iton) , Rep.  John  MelnnXi  (P -Ditto n) , Rep.  Catdwott  Hiuson  (P- Lancaster) , Rep.  C.P. 
Chambtee  [V-AndeASon] , Rep.  Juttan  Reynolds  [V-GeoAgetoum) , Rep.  James  Ai>he  (P- Unton) , 
and  Rep.  James  Gonzates  [R-Cha 6.).  The  latter  three  names  lost  their  races  due  to  the 
fact  that  they  were  pitted  against  other  incumbents  due  to  reapportionment. 
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FRAGILE  X SYNDROME  IN  SOUTH  CAROLINA* 


ROBERT  A.  SAUL,  M.D. 

ROGER  E.  STEVENSON,  M.D. 
RICHARD  J.  SIMENSEN,  Ph.D. 

GWEN  WILKES,  M.S. 

WILLIAM  ALEXANDER,  M.Ed. 
HAROLD  TAYLOR,  Ph.D. 

Reports  of  sex-linked  mental  retardation  with 
macro-orchidism,  the  Fragile  X syndrome,  are 
becoming  increasingly  frequent,  even  in  the  lay 
press.1'4  Though  first  described  by  Lubs  in  1969, 
the  Fragile  X syndrome  was  not  confirmed  and 
delineated  until  1977. 5-7  It  is  now  estimated  that 
this  entity  is  the  second  most  common  identifiable 
genetic  cause  of  mental  retardation  in  males,  sec- 
ond to  Down  syndrome. 

Within  the  last  six  months,  we  have  seen  eight 
families  with  sex-linked  mental  retardation. 
Large  testes  are  usually  present  in  affected  males 
who  are  postpubertal.  Some  female  carriers  of  the 
Fragile  X chromosome  have  had  learning  prob- 
lems or  mild  mental  retardation.  It  is  anticipated 
that  many  individuals  with  this  syndrome  remain 
undetected,  and  the  purpose  of  this  report  is  to 
alert  physicians  in  South  Carolina  to  this  relatively 
new  and  potentially  preventable  and  treatable 
condition. 

CASE  REPORT 

A family  with  multiple  males  affected  with 
mental  retardation  is  shown  in  Figure  1.  A repre- 
sentative individual  (arrow)  will  be  briefly  de- 
scribed. 


° From  the  Greenwood  Genetic  Center,  1020  Spring  Street, 
Greenwood,  S.  C.  29646. 


J.  M.  L.  is  52  years  of  age.  His  early  develop- 
ment appeared  to  be  normal  until  he  entered 
school.  He  attended  school  until  the  sixth  grade. 
He  has  always  lived  at  home  and  has  not  had  any 
significant  health  problems  except  for  a right 
inguinal  hernia  repaired  in  March,  1982.  Perti- 
nent physical  features  include  height  — 175  cm, 
weight  — 99  kg,  head  circumference  — 56.5  cm, 
prominent  jaw,  truncal  papillomas  (an  indepen- 
dent familial  trait),  and  macro-orchidism  (left 
testis  — 3. 4x6.5  cm,  volume  39. 1 ml;  right  testis  — 
3. 7x6. 2 cm,  volume  44. 1 ml).  IQ  testing  (Stanford- 
Binet  Intelligence  Test)  demonstrated  a mental 
age  of  5 years  4 months  which  generated  a ratio 
IQ  of  35.  Neuropsychological  screening  did  not 
show  any  specific  asymmetry  of  function.  Chro- 
mosome analysis  demonstrated  the  Fragile  X 
chromosome  in  45  percent  of  cells.  Testicular 
biopsy  revealed  mild  hypospermatogenesis  and 
increased  interstitial  and  intertubular  spaces. 

DISCUSSION 

The  Fragile  X chromosome  is  a laboratory  phe- 
nomenon. Under  special  culture  conditions,  using 
folate  or  thymidine  deficient  media,  a reproduc- 
ible break  or  fragile  site  can  be  demonstrated  on 
the  long  arm  (band  q27)  of  the  X chromosome  in 


September  1982 


475 


FRAGILE  X SYNDROME 


Obligate  carrier 


FIGURE  1 — Partial  pedigree  for  a family  with  the  Fragile  X syndrome  showing  seven  males  with  mental  retardation  and  sex- 
linked  inheritance.  Individual  J.M.L.  (arrow)  is  discussed  in  the  text. 


males  with  sex-linked  mental  retardation  and 
macro-orchidism  (Figure  2).  Fragile  site  ex- 
pression can  be  seen  in  up  to  50  percent  of  cells. 
The  special  conditions  used  to  enhance  fragile  site 
expression  are  not  used  during  routine  chromo- 
some analysis.  Fragile  sites  have  been  found  on 
other  chromosomes  but  these  do  not  appear  to 
have  clinical  significance  at  this  time.6 

The  connection  between  the  fragile  site  on  the 
X chromosome  and  the  mental  retardation  is  un- 
clear. Perhaps  genes  closely  linked  to  the  fragile 
site  are  altered  (with  the  fragile  site  acting  as  a 
marker),  leading  to  the  mental  retardation. 

Because  of  the  Lyon  hypothesis  (random  inac- 
tivation of  one  of  the  two  X chromosomes  in  all 
cells  in  females),  one  might  expect  female  carriers 
to  have  an  intermediate  value  for  the  percentage 
of  Fragile  X chromosomes.  This  is  usually  the 
case,  though  it  is  more  difficult  to  demonstrate  the 
fragile  site  in  women  over  35.  Several  female 
carriers  in  our  families  had  significant  school 
problems  or  mild  mental  retardation.  Turner  has 
estimated  that  up  to  one-third  of  female  carriers 
are  affected.8 

The  males  in  our  families  have  moderate  to 
severe  mental  retardation.  Institutionalization  is 
the  exception,  but  none  of  the  affected  individuals 
can  lead  an  independent  life.  They  live  in  a shel- 
tered environment  within  the  community  or  at 

476 


home.  Speech  problems  and  seizures  are  also  fre- 
quently present. 

Most  individuals  with  the  Fragile  X syndrome 
have  macro-orchidism,  defined  as  testicular  vol- 
ume greater  than  25  ml  (tt/6  x length  x (width)2).2 
J.  M.  L.’s  brother  has  unilateral  macro-orchidism, 
a previously  noted  finding.9  Testicular  histology 
has  revealed  increased  interstitial  and  tubular 
fluid.9  Spermatogenesis  has  been  normal  in  these 
cases. 

X 


FIGURE  2 — X chromosome  with  fragile  sites  (arrow)  in  the 
distal  portion  of  the  long  arm. 
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Fragile  sites  have  been  demonstrated  with  rela- 
tive ease  in  lymphocytes  in  affected  individuals. 
Work  is  progressing  toward  demonstrating  these 
sites  in  skin  fibroblasts.10  When  the  latter  testing  is 
available,  prenatal  diagnosis  for  carrier  females 
will  be  possible. 

Early  success  with  folate  therapy  for  some  af- 
fected individuals  with  behavior  problems  offers 
some  hope  for  possible  early  postnatal  treatment 
of  affected  individuals.11  The  extension  of  this 
therapy  into  the  prenatal  period  is  an  intriguing 
possibility  worthy  of  further  investigation. 

SUMMARY 

The  Fragile  X syndrome  is  becoming  increas- 
ingly recognized  as  a significant  cause  of  mental 
retardation.  We  recommend  Fragile  X chromo- 
some studies  (the  physician  should  specifically 
request  fragile  X)  in  the  following  situations: 

1)  Family  with  sex-linked  mental  retardation. 

2)  Retarded  males  with  macro-orchidism. 

3)  Women  with  two  or  more  retarded  sons.  □ 
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Wise  clinicians  recognize  this  disease  as  the  great 
masquerader,  suspecting  this  illness  when  these 
symptoms  appear  . . . 

♦ anxiety 

♦ chest  pains  of  vague  origin 

♦ gastric  disturbances 

♦ depression 

♦ family  or  job-related  problems 

♦ hypertension 

♦ sleep  disturbances 

Your  recognition  of  alcoholism’s  subtle  signs  may 
motivate  your  patient  to  seek  early  treatment. 


NOW  THERE  IS  A BETTER 

ALTERNATIVE  TO  STOOL 
EXAMS.  ENTERO-TEST. 


ENTERO-TEST"  Adult,  and  Pediatric, 
a nylon  line  coiled  inside  of  a gelatin 
capsule.  The  Pediatric  string  is  90cm 
and  the  Adult  string  is  140cm.  Both 
capsules  are  designed  to  retrieve 
duodenal  contents  without  intubation. 


ENTERO-TEST®  has  the  following 
advantages: 

■ Rapid 

■ Accurate 

■ Safe 

■ No  Radiation 

■ Outpatient  and  Inpatient  Use 
Studies  have  confirmed  the  following 
applications  for  the  Entero-Test: 

PARASITES: 

Those  parasites  that  live  primarily  in 
the  duodenum  or  bile  ducts  often  are 
more  readily  seen  in  the  duodenal 
contents  than  in  the  stool.  These 


include  Giardia  lamblia  (motile  tro- 
phozoites), Strongyloides  stercoralis 
(larvae  and/or  eggs  in  advanced 
stages  of  development),  Clonorchis 
sinensis  (eggs),  Fasciola  hepatica 
(eggs),  Trichostrongylus  orientalis 
(eggs),  and  Isospora  (coccidia). 
SALMONELLA  TYPHI: 

Multiple  stool  exams  cultured  over 
several  weeks  or  duodenal  intubation 
are  the  most  commonly  used  pro- 
cedures. The  Entero-Test  is  as  efficient 
as  intubation  but  simpler  and  more 
comfortable.  New  studies  have  further 
confirmed  superior  applicability  over 
other  procedures. 

SMALL  INTESTINAL 
MICROFLORA  (Bacterial 
overgrowth): 

Chronic  Diarrhea  caused  by  anaerobic 
and  aerobic  bacteria  in  infants  and 
children  was  easily  identified  using  the 
Entero-Test.The  string  test  was 
comparable  to  or  better  than  duodenal 
aspirate  in  all  cases. 
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UP  TO  96%  SUCCESS  RATE  IN  DUODENAL  SAMPLINGS 


DETACHABLE  BALLOON  TREATMENT  OF 
CAROTID-CAVERNOUS  AND 
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In  a large  teaching  institution,  it  is  likely  that 
several  patients  with  fistulas  of  the  head  and  neck 
region  will  be  seen  each  year.  Carotid-cavernous 
(C-C)  fistulas  are  painful,  unsightly,  and  poten- 
tially dangerous.  They  cause  severe  proptosis  and 
edema  of  the  orbit,  blindness  or  visual  impair- 
ment in  45%, 1 and  may  lead  to  cerebral  ischemia. 
Fistulas  between  a vertebral  artery  and  a ver- 
tebral vein  (V-V  fistulas)  are  seen  less  often,  but 
may  result  in  high-output  cardiac  failure  and 
neurologic  deficit.  Surgical  treatment  of  these 
lesions  is  difficult,  and,  particularly  in  the  case  of 
carotid-cavernous  fistula,  operative  mortality  and 
morbidity  have  been  high.2-  3 

Treatment  of  a fistula  has  two  goals:  (1)  occlu- 
sion of  the  fistula  directly  and  (2)  preservation  of 
blood  flow  in  any  associated  normal  artery.  Sev- 
eral surgical  methods  for  the  treatment  of  carotid- 
cavernous  fistula  have  been  employed  in  recent 
years,  including  carotid  ligation,  ‘trapping’’  of 
the  fistula  by  ligation  of  the  carotid  artery  above 
and  below  it,  intra-operative  embolization,  and 
use  of  a Fogarty  catheter,  but  none  of  these  tech- 
niques fulfills  both  goals.  Mullan4  has  recently 
described  surgical  techniques  by  which  the  ca- 
vernous sinus  can  be  thrombosed,  thus  occluding 
the  fistula  while  preserving  the  internal  carotid 
artery,  but  a craniotomy  is  required. 

The  concept  of  an  intravascular,  detachable 
balloon  was  first  developed  by  Serbinenko5,  who 
was  also  the  first  to  use  it  in  the  treatment  of  head 
and  neck  fistulas.  Debrun6  and  others  have  now 
devised  different  catheters,  materials  and  tech- 
niques (Figure  1). 

MATERIALS 

Two  principal  detachable  balloon  systems  are 


° From  the  Departments  of  Radiology  and  Neurosurgery, 
Medical  University  of  South  Carolina,  Charleston,  S.  C. 
Address  correspondence  to  Dr.  Hungerford  at  the  Depart- 
ment of  Radiology,  Medical  University  of  South  Carolina, 
171  Ashley  Avenue,  Charleston,  S.  C.  29425. 


in  current  use.  The  Debrun  system1  employs  latex 
rubber  balloons  with  a coaxial  catheter  system.  On 
the  day  prior  to  the  treatment,  the  balloon  is  tied 
to  a fine  teflon  catheter  using  a latex  ligature.  A 
second  fine  coaxial  catheter  slides  over  the  teflon 
catheter  and  it  is  this  coaxial  catheter  which  is 
used  to  detach  the  balloon. 

The  second  system  uses  a silicone  rubber  bal- 
loon attached  to  a single  polyurethane  catheter. tf 
The  balloon  is  detached  by  sharp  traction  on  the 
catheter  which  is  thus  withdrawn  from  the  base  of 
the  balloon. 

Latex  balloons  will  distend  to  ten  times  their 
original  size,  whereas  silicone  rubber  balloons  will 
only  distend  four  times,  and  the  latex  balloons 
have  better  collapsibility  properties.  For  any 
given  vessel  occlusion,  the  size  of  the  uninflated 
latex  balloon  which  is  necessary  to  accomplish  the 
task  is  smaller  than  its  silicone  rubber  counterpart, 
thus  making  entry  into  a fistula  easier.  At  present, 
only  one  size  and  shape  of  silicone  rubber  balloon 
is  commercially  available,  and  it  inflates  to  max- 
imum dimensions  of  5.3  x 16mm,  whereas  there  is 
a range  of  latex  rubber  balloons  with  the  largest 
having  inflated  dimensions  of  12  x 20mm.  How- 
ever, it  is  anticipated  that  a silicone  rubber  balloon 
which  is  approximately  twice  the  size  of  currently 
available  balloons  will  be  available  by  mid  1982. H 
Additionally,  another  manufacturer* ft  has  devel- 
oped a series  of  silastic  balloons  which  vary  in 
inflated  diameter  from  2mm  to  1.4cm7  but  these 
are  not  yet  commercially  available. 

Silicone  rubber  balloons  act  as  semi-permeable 
membranes,  and  if  filled  with  a hypertonic  con- 
trast agent,  they  gradually  expand  and  eventually 
rupture.  The  silicone  balloon  system  has  several 
advantages,  however:  (1)  it  is  supplied  as  a fully 


f Ingenor  Medical,  70  rue  Orfila,  Paris,  France 
f f Becton-Dickinson,  Rutherford,  NJ  07070 
t f f Heyer-Schulte  Corporation,  Goleta,  California 
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assembled  unit,  as  opposed  to  the  Debrun  unit  in 
which  the  balloon  must  be  tied  to  the  catheter,  (2) 
it  is  easier  to  sterilize,  (3)  the  single  polyurethane 
catheter  is  more  flexible  than  the  coaxial  Debrun 
system,  allowing  easier  passage  into  small,  tor- 
tuous vessels. 

We  currently  use  the  Debrun  system.  The  bal- 
loons are  supplied  in  six  different  sizes  and  shapes 
with  inflated  diameters  ranging  from  4.5  to 
12mm.  They  may  be  introduced  into  either  the 
femoral  artery  or  a cervical  artery.  The  balloons 
are  prepared  and  attached  to  the  catheter  on  the 
previous  day,  using  a technique  devised  by  De- 
brun, and  sterilization  is  accomplished  by  formal- 
dehyde vapor.  Both  the  Debrun  and  the  silicone 
balloon  systems  are  expensive,  each  costing  ap- 
proximately $375  per  set. 

Japanese  investigators  have  recently  devised  an 
intriguing  new  catheter  in  which  the  balloon  is 
detached  by  passing  a high  frequency  electrical 
current  through  a joint  at  the  base  of  the  balloon. 
The  joint  dissolves,  releasing  the  balloon.8 


FIGURE  I — A Debrun  detachable  balloon  catheter.  The 
balloon  is  tied  to  an  inner  teflon  catheter  (I)  by  a latex 
ligature  (2).  A fine  outer  coaxial  catheter  (3)  displaces  the 
balloon  from  the  end  of  the  balloon  catheter  at  the  moment 
of  detachment. 

TECHNIQUE 

When  a carotid-cavernous  or  vertebro-ver- 
tebral  fistula  is  clinically  suspected,  careful  an- 
giography is  necessary  to  establish  the  presence  of 
the  fistula  and  to  delineate  the  feeding  artery  or 
arteries,  the  fistula  site,  and  the  draining  veins.  In 
practice,  the  most  difficult  problem  is  the  demon- 
stration of  the  fistula  site,  which  is  frequently 
obscured  by  the  cavernous  sinus  or  surrounding 
veins  (Figure  2).  A number  of  maneuvers  can 
assist  in  showing  the  fistula9:  (1)  occlusion  of  the 


artery  proximal  to  the  fistula,  either  manually  or 
with  a balloon  catheter,  while  injecting  contrast 
just  distal  to  the  point  of  occlusion  (Figure  2);  (2) 
injection  into  the  ipsilateral  vertebral  artery  while 
occluding  the  carotid  artery  supplying  a C-C 
fistula,  thus  filling  the  fistula  retrogradely 
through  the  posterior  communicating  artery  (Fig- 
ure 3). 

Not  infrequently,  there  will  be  several  arteries 
feeding  the  fistula.  These  must  be  clearly  shown, 
as  they  will  also  need  to  be  occluded  separately  to 
prevent  recurrence  of  the  fistula.  As  the  prelimi- 
nary angiographic  study  is  a long  one,  requiring 
subtraction  processing  of  some  films,  it  is  done  on 
one  day,  and  treatment  is  carried  out  during  one 
or  more  sessions  on  subsequent  days. 

A balloon  of  appropriate  size  and  shape  is  se- 
lected. Depending  on  the  site,  size,  and  flow  rate 
of  the  fistula,  this  may  be  a Debrun  #9  for  a C-C 
fistula  and  a Debrun  #12  for  a V-V  fistula  (Figure 
4).  After  the  patient  is  fully  heparinized,  a large 
arterial  catheter  is  placed  into  the  origin  of  the 
principal  feeding  artery,  usually  via  percutaneous 
puncture  of  the  femoral  artery.  Through  this 
catheter,  the  small  balloon  catheter  is  introduced 
into  the  artery,  and  under  fluoroscopic  control  it  is 
advanced  to  the  fistula,  into  which  it  then  passes  as 
it  is  carried  by  the  flow.  The  balloon  is  then 
inflated  to  a size  sufficient  to  occlude  the  fistula 
without  occluding  the  artery  from  which  it  arises. 
When  certain  that  the  balloon  is  correctly  posi- 
tioned, it  is  detached,  and  control  angiography  is 
performed. 

Two  types  of  solutions  can  be  used  to  inflate  the 
balloon.  Water-soluble  contrast  agents  such  as 
metrizamide  or  meglumine  iothalamate  (Con- 
rayR)  are  often  used,  especially  when  the  inflation 
volume  does  not  exceed  the  dead  space  of  the 
catheter.  When  a water-soluble  agent  is  used  the 
balloon  will  gradually  deflate  over  weeks  or 
months.  If  permanent  inflation  of  the  balloon  is 
necessary,  it  can  be  filled  with  a silicone  solution 
which  forms  a semi-solid  gel.  Contrast-filled  bal- 
lons are  preferred  for  V-V  fistulas  and  for  small  C- 
C fistulas,  while  larger  C-C  fistulas  are  often 
occluded  with  a combination  of  silicone  and  con- 
trast-filled balloons.  More  than  one  treatment  ses- 
sion may  be  required  if  several  vessels  must  be 
occluded,  or  if  several  balloons  are  necessary  to 
occlude  a fistula. 

C-C  fistulas  which  involve  the  posterior  portion 
of  the  cavernous  sinus  may  be  best  treated  by 
introducing  the  balloon  through  the  inferior  pe- 
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FIGURE  2A  — Carotid-cavernous  tistula  shown  by  injec- 
tion into  the  internal  carotid  artery.  The  cavernous  sinus  (S) 
is  filled  but  the  exact  site  of  the  fistula  cannot  be  deter- 
mined. Drainage  into  ophthafmic  veins  (V)  is  present. 


FIGURE  3 — Alternative  method  of  demonstrating  the 
fistula  (F)  by  injecting  the  vertebral  artery  while  the  carotid 
artery  is  temporarily  occluded. 


VA 


<IB 


FIGURE  2B  — The  site  of  the  fistula  (F)  is  demonstrated  by 
injecting  the  internal  carotid  artery  while  it  is  temporarily 
occluded  by  a balloon  catheter  (B). 


FIGURE  4A  — A vertebro-vertebral  fistula  (F)  prior  to 
balloon  occlusion.  The  vertebral  artery  (VA)  has  been  in- 
jected and  there  is  torrential  flow  through  a vein  (V)  in  the 
spinal  canal. 


\ 


September  1982 


481 


DETACHABLE  BALLOON  TREATMENT 


FIGURE  4B  — After  successful  occlusion  of  the  fistula  by  a 
detached  balloon  (B). 


trosal  sinus  into  the  posterior  portion  of  the  ca- 
vernous sinus.  When  inflated  and  detached  it  will 
occlude  the  fistula  and  the  posterior  portion  of  the 
cavernous  sinus,  leaving  the  anterior  portion 
intact. 

RESULTS  AND  COMPLICATIONS 

Virtually  all  carotid-cavernous  and  vertebro- 
vertebral  fistulas  can  be  treated  using  detachable 
balloons.  It  should  be  possible  to  preserve  the 
vertebral  artery  flow  in  nearly  all  vertebro-ver- 
tebral  fistulas,  but  occlusion  of  the  internal  carotid 
artery  is  necessary  in  one-third  of  carotid-cavern- 
ous fistulas.10  The  relief  of  symptoms  is  often 
dramatic:  a patient  with  a carotid-cavernous 
fistula  may  have  a marked  reduction  in  pain  and 
swelling  within  minutes. 

In  a minority  of  cases,  perhaps  10-20%,  it  is  not 
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possible  to  enter  the  fistula  with  a balloon  because 
the  fistula  is  either  too  small,  or  the  flow  through  it 
is  insufficient  to  draw  the  flow-directed  balloon 
through  the  fistula.  In  such  circumstances,  a C-C 
fistula  can  still  be  treated  by  occluding  the  inter- 
nal carotid  artery  at  the  site  of  the  fistula  with  a 
balloon.  This  achieves  essentially  the  same  result 
as  the  traditional  surgical  methods,  but  avoids  the 
necessity  for  a craniotomy,  while  having  the 
added  advantage  that  the  ability  of  the  patient  to 
tolerate  the  carotid  occlusion  can  be  tested  with 
periods  of  short-term  reversible  occlusion  by  the 
balloon  prior  to  its  final  detachment.  Balloons 
filled  with  silicone  remain  inflated  permanently. 
Contrast-filled  balloons  deflate  over  weeks  or 
months,  but  by  then  the  process  of  thrombosis  and 
fibrosis  leads  to  permanent  occlusion  of  the  fistula. 

The  overall  incidence  of  complications  is  not 
yet  available  from  the  literature.  Serbinenko5 
briefly  reported  the  treatment  of  68  patients  with 
C-C  fistulas  in  Russia  and  stated  that  there  were 
no  complications.  The  technique  has  been  em- 
ployed in  the  Western  world  since  1974, 6 and  as 
yet  there  are  insufficient  numbers  to  permit  anal- 
ysis of  a large  series  of  treated  patients.  We  would 
estimate  that  the  total  number  of  patients  treated 
in  the  West  is  300-500. 

The  main  complications  of  detachable  balloon 
embolization  are  (1)  inappropriate  embolism,  (2) 
inappropriate  vessel  occlusion,  (3)  cranial  nerve 
dysfunction,  and  (4)  aneurysm  formation  at  the 
site  of  the  balloon.5’  10-  n>  12>  13>  14  Inappropriate 
embolism  may  be  caused  by  thrombus  forming  on 
the  catheter  or  balloon  during  the  procedure,  and 
subsequently  embolising  a cerebral  vessel.  The 
patient  is  fully  heparinised  during  the  procedure 
in  order  to  prevent  this,  the  heparin  being  later 
reversed  with  protamine.  We  have  had  one  pa- 
tient who  developed  a transient  neurologic  deficit 
due  to  embolization  of  the  thalamus.  A second 
source  of  embolism  may  be  the  balloon  itself.  If  it 
should  become  detached  prematurely,  or  if  it 
migrates  from  the  site  of  its  release,  it  may  also 
embolise  a cerebral  artery  or  a pulmonary  vein. 
We  have  had  two  cases  of  inappropriate  balloon 
embolization:  in  one  an  uninflated  balloon  lodged 
in  a middle  cerebral  artery  branch.  In  the  other,  a 
balloon  passed  through  a V-V  fistula  and  lodged  in 
a pulmonary  vein.  There  were  no  immediate  or 
long-term  ill-effects  in  either  case. 

Balloons  inflated  in  the  cavernous  sinus  may 
cause  pain  in  the  distribution  of  the  trigeminal 
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nerve.  This  usually  subsides  over  a period  of  weeks 
or  months,  especially  if  contrast-filled  balloons 
which  slowly  deflate  are  used.  Debrun  has  also 
reported  transient  oculomotor  palsies  in  five  out 
of  34  patients.10 

Occlusion  of  the  internal  carotid  or  vertebral 
artery  may  occur  if  the  balloon  is  over-inflated 
while  occluding  the  fistula.  This  hazard  can  be 
avoided  by  using  meticulous  technique,  both 
while  tying  the  balloon  to  the  catheter,  and  during 
balloon  inflation  prior  to  its  release. 

When  C-C  fistulas  are  treated  by  a contrast- 
filled  balloon  detached  in  the  cavernous  sinus,  a 
venous  “pouch”  or  aneurysm  in  the  cavernous 
sinus  often  forms.  Debrun  reported  this  in  19  out 
of  34  patients.10  It  is  usually  asymptomatic,  but  in 
two  of  Debrun’s  cases  caused  pain  which  required 
a second  balloon  procedure  for  its  relief. 

Other  possible  complications  include  infection, 
and  rupture  of  an  artery.  Like  any  other  retained 
foreign  body,  the  balloon  may  act  as  a nidus  for 
infection.  Fortunately,  this  is  rare.  Over-inflation 
of  a balloon  can  cause  rupture  of  a vessel.  This 
complication  is  also  very  uncommon. 

SUMMARY 

Detachable  balloon  occlusion  is  now  the  pre- 
ferred method  for  treating  carotid-cavernous  and 
vertebro-vertebral  fistulas.  In  the  majority  of 
cases  it  is  possible  to  occlude  a C-C  fistula  while 
still  preserving  flow  in  the  internal  carotid  artery. 
In  nearly  all  V-V  fistulas  it  is  possible  to  preserve 
vertebral  blood  flow  while  occluding  the  fistula. 
The  procedure  has  almost  no  mortality,  an  accept- 
ably low  morbidity,  and  produces  rapid  resolution 
of  the  symptoms  associated  with  these  fistulas.  □ 
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NEWSLETTER 


September i,  1982 


REFERRAL  OF  1982  HOUSE  OF  DELEGATES  DECISIONS 

At  the  1982  House  of  Delegates  meeting  in  May,  14  actions  were  taken  on  various 
subjects  which  were  directed  to  the  SCMA  Council  for  consideration  and  referral 
to  appropriate  SCMA  committees  for  implementation.  Council  felt  that  the  membership 
should  be  aware  of  those  subjects  and  what  action  had  been  taken  regarding  referral: 


J.  Monk  to  keep  the  cost  0 h medicine  within  the,  reach  oh  our  citizens  cl t>  outlined 
tvi  the  proposed  cost  ehh^ctlveness  proposal,  and  Implement  relations  with 
Industry,  labor  and  other  health  providers  to  make  a major  z^osit  tn  this  area 
during  the  coming  yeah.:  REFERRED  TO  VOLUNTARY  COST  CONTAINMENT  COMMITTEE. 

2.  Continue  to  build  and  add  emphasis  to  our  legislative  activities  through  the 
SCAPELL  pnognam,  but  thl 6 program  Is  not  to  duplicate  on  conflict  with  the 
activities  oh  SOCPAC:  REFERRED  TO  SCMA  PRESIDENT  AND  SCAPELL  PROGRAM. 


3.  Continue  public  notations  ehhonts  to  en  enhance  the  medical  prohesslon' s 

neputatlon  as  a whole:  REFERRED  TO  PUBLIC  RELATIONS  COMMITTEE. 

4.  Position  oh  Tneasunen  continue  to  be  h^t^  by  & physician:  REFERRED  TO 

TREASURER. 

5.  Hake  eveny  ehhont  to  establish  penmanent  nesenves  equal  to  nine  month’ s opera- 
tlng  expenses  and  an  openatlng  nesenve  equal  to  thnee  month’s  expenses: 

REFERRED  TO  TREASURER. 

6.  In  considering  a h^ture  dehlclt  budget  and  the  consequences  theneoh , the  hallow- 
ing steps  one  to  be  taken , In  the  onden  listed,  lh  a serious  dehlclt  exists: 

la)  that  the  Finance  Committee  make  eveny  ehhont  to  make  budget  cuts  In 

areas  which  would  not  neduce  essential  services ; (b)  lh  this  action  does 
not  neduce  the  dehlclt  suhhlclently,  that  up  to  two -thirds  oh  the 
operating  reserve  be  used;  and  theneahten  (c.)  a dues  Increase  be 
Implemented  to  the  extent  that  the  operating  reserve  would  be  reple- 
nished and^the  excess  budget  requirements  met.  REFERRED  TO  TREASURER. 

7.  Resolution  h^om  the  Edlsto  Medical  Society  regarding  removing  drug  and  alcohol 

debilitated  drivers  'hrom  the  Highways  oh  South  Carolina:  REFERRED  TO  ALCOHOL, 

DRUG  ABUSE  AND  IMPAIRED  PHYSICIANS  COMMITTEE. 

8.  Resolution  hrom  Anderson  County  Medical  Society  Supporting  a Post  Hospital 

discharge  Testing  Program:  REFERRED  TO  VOLUNTARY  COST  CONTAINMENT  COMMITTEE. 


9.  Council  to  continue  to  monitor  and  study  the.  Medicaid  Fee  Schedule 
situation:  REFERRED  TO  THE  MEDICAL  SERVICES  COMMITTEE. 

10.  Further  develop  programs  on  the.  county  level,  that  Mould  assume  responsi- 
bility o{)  the.  Indig ent  population  and  follow  the.  example  set  f orth  by  the. 
Charleston  County  Medical  Society  In  regards  to  credit  on  state  Income 
taxes  for  physicians  participating  In  Medicaid : REFERRED  TO  AD  HOC 

COMMITTEE  ON  MEDICAID  AND  INDIGENT  CARE. 


11.  Continue  monitoring  the  situation  o\ J SCMA  definition  of  nursing  and  re- 
commendations regarding  nu/ulng  school  curricula : REFERRED  TO  COMMITTEE 

ON  NURSING  AND  OTHER  NON-M.  D.  HEALTH  PROFESSIONALS: 

12.  Pursue  the  establishment  of  Cost  Containment  Committee*  In  county  medical 

socletle * and  report  back  to  the  1983  House  of  Delegates:  REFERRED  TO 

VOLUNTARY  COST  CONTAINMENT  COMMITTEE. 

13.  Council  and  the  SCMA  President  to  aggressively  pursue  the  VSS  Medicaid 

budget  problem:  REFERRED  TO  MEDICAL  SERVICES  COMMITTEE, 

14.  SubAtltute  Resolution  from  the  Reference  Committee  on  Medical  Education 
and  HoApltalA  that  the  "SCMA  Immediately  Atudy  medical  education  In  South 
Carolina , utilizing  any  and  all  previous  reports ..  .and  that  an  Ad  Hoc 
Committee  be  appointed  by  the  President  of  this  AAAoclatlon  to  gatheA 
Information  and  prepare  Apeclflc  propoAals  as  to  methods,  numbers  and 
Institution*  to  be  Involved  In  medical  education.  This  Atudy  Ahould  be 
completed  and  presented  to  the  SCMA  Council  and  at  the  next  meeting  of 
the  SCMA  House  of  Delegates"  i REFERRED  TO  THE  AD  HOC  COMMITTEE  ON  MEDICAL 
MANPOWER. 

PROPOSED  HEALTH  AND  HUMAN  SERVICES  FINANCE  COMMISSION 

The  July  issue  of  this  Newsletter  reported  that  Governor  Riley  had  no  plans  to 
re-introduce  legislation  calling  for  the  creation  of  a Health  and  Human  Services 
Finance  Commission.  The  SCMA  office  has  since  been  advised  that  there  is  a 
possibility  of  a modified  version  of  the  legislation  being  re-introduced  in 
the  1983  Legislative  Session.  Details  will  be  included  in  future  editions  of 
this  Newsletter  or  the  Legislative  Update. 

COST  CONTAINMENT  EFFORTS 

The  SCMA  Committee  on  Cost  Containment,  Chaired  by  Jack  Ratliff,  M.P.,  with  the 
assistance  of  the  SCMA  President  and  staff,  are  involved  in  discussions  with 
the  Manufacturing  Division  of  the  S.  C.  Chamber  of  Commerce  regarding  mutual 
efforts  towards  cost  containment  in  health  care  as  applied  to  S.  C.  businesses 
and  industries.  The  Chamber  has  plans  for  a Seminar  on  the  subject  later  this  fall 
and  the  SCMA  has  offered  its  input  and  participation  in  the  project. 

MEMBERSHIP  TOTALS 

As  reflected  in  the  latest  membership  count,  the  SCMA  has  reached  another  all- 
time  high  in  members.  As  of  August  6,  there  were  2,^5 h members,  including 
active,  new  members  and  honorary  members.  In  addition,  the  report  showed  1 Sk 
House  Staff  members  and  13  student  members. 


RECENT  APPOINTMENTS 


C.  J.  Edens,  M.  V.,  has  been  appointed  as  SCMA  representative  to  the  Department  of 
Mental  Health  State  Plan  Advisory  Council.  SCMA  members  on  the  newly-formed 
Interprofessional  Committee  with  the  S.  C.  Bar  are:  J.  CapcAS  Hlott,  M.  V .,  WalteA 

J.  RobcAts,  Ja.  , M.  V. , and  William  F.  PalAey,  M.  V.  Dwight  L . RobcAtson,  M.  D., 

is  a new  Family  Practice  member  of  the  SCMA  Insurance  Peer  Review  Committee. 

Serving  on  the  Pee  Dee  HSA  Nurse  Manpower  Study  Committee  representing  the  SCMA 
is  Susanne  G . Black,  M.  D. 

Appointees  to  the  new  Committee  on  Aging  have  been  announced  by  SCMA  President,  Euta 
M,  Colvin,  M.  D.  The  Committee  will  be  Chaired  by  D.  Wayne  Whets  ell,  M.D.,  and 
members  are:  Susanne  G.  Black,  M.  D. , Vavld  K.  Stoker,  M.  D.,  GeoAge  P.  RosenbeAg , 

M.  Dt,  HaAvey  E.  McConnell,  M,  P. , Milton  P.  SaAlln,  M.  P.,  and  Lucia 6 l/aAn,  M,  P. 
Serving  as  Auxiliary  representative  is  MA6 . Helen  PAopst;  and  Milton  S.  RoSS , M.P., 
will  act  as  Consultant. 


LEGISLATIVE  AND  POLITICAL  ACTION  EFFECTIVENESS 

FAe.d  C«  Rainey,  M,  P,,  ChalAman  oh  the  AMA  Council  on  Legislation  and  SecAetaAy  oh 
the  AMPAC  [American  Medical  Political  Action  Committee)  Boa/id  oh  DlAectons , will  be 
a featured  panelist  during  the  SCMA  Council  Retreat  in  Greenville,  S.  C,,  on  October 
23-24,  Also  participating  will  be  Attorney  Bu/tke  MuAphy,  Legal  Counsel  and 
Lobbyist  h0/L  the  Mississippi  State  Medical  Association . 

These  speakers,  along  with  others  knowledgeable  in  the  legislative  and  political 
arenas  will  highlight  and  set  the  theme  for  the  two^day  meeting,  which  is  "Legis- 
lative  and  Political  Action  Effectiveness",  Reactor  panels  comprised  of  the  leader- 
ship of  the  SCMA  will  respond  to  the  presentations  of  the  expert  panelists  to 
chart  a course  for  effective  legislative  and  political  action  results,  In  addi- 
tion to  members  of  Council,  representatives  of  the  Legislative  Activities  Committee 
and  the  SOCPAC  Board  of  Directors  have  been  invited  to  attend. 


SCMA/ JUA  PHYSICIANS ' RISK  MANAGEMENT  PROGRAM 

The  SCMA  has  completed  its  initial  program  introduction  and  has  developed  the  De- 
fendant Physician  Support  panels  for  the  SCMA/JUA  Physicians'  Risk  Management 
Program.  Claims  against  physicians  are  now  being  referred  to  these  panels  for  addi- 
tional physician  support  and  review.  The  Professional  Liability  Committee  which 
manages  the  program  is  currently  scheduling  regional  workshops  for  panel  partici- 
pants with  the  JUA's  Defense  Counsel.  The  purpose  of  these  workshops  will  be  to 
introduce  panel  members  to  the  JUA's  Defense  Counsel  and  to  provide  them  with 
further  insight  into  effective  risk  management. 

ADDITIONAL  PHYSICIAN  PARTICIPATION  IS  NEEDED.  If  you  are  interested  in  serving  on 
a panel  in  your  area,  contact  one  of  the  Regional  Chairmen  listed  below: 


Region  J - Lou)  CountAy: 
Region  2 - Pee  Dee: 
Region  3 - Midlands: 
Region  4 - Piedmont: 


Ba/itolo  M.  BaJtone,  M.V.,  oa  J.  FAank  BlggeAS,  M.  V. 

Roy  SklnneA,  Ja,,  M,  V,,  oa  William  EalAey,  M.  V. 
WalteA  J,  Roberts,  Ja.,  M.  V.,  oa  Boyce  M.  Lawton,  M.D. 
Donald  J.  KllgoAe,  Ja. , M.  V.,  oa  John  Hunt,  M.V. 


CAPSULES. . . . 


TeAemtah  B.  Penny,  M.  V.,  WaJtten  P.  IfJttey,  M.  V.,  and  WtULtam  L.  Penny,  M.  V . , 
were  honored  recently  at  a "Doctors  Appreciation  Day"  for  their  many  years  of 
dedicated  and  unselfish  service  to  the  citizens  of  Chesterfield  County  and  to 
the  practice  of  medicine.  SCMA  President,  Euta  M.  Cotvtn,  M.  V , , participated 
in  the  public  ceremony  and  presented  awards  on  behalf  of  the  SCMA.,.. A bio- 
graphical sketch  of  AZZen  H.  Johnson,  M.  V . , will  be  featured  in  the  1 982-83 
edition  of  "Who's  Who  in  Amer  i ca" . . . . John  A.  Cohwett,  M.  V.  , has  been  elected 
to  the  Board  of  the  American  Diabetes  Assoc i at i on . . . . Layton  M cCundy , M.  V., 
former  Professor  and  Chairman  of  the  Department  of  Psychiatry  and  Behavioral 
Sciences  at  MUSC,  has  recently  assumed  new  duties  in  the  top  administrative  post 
in  psychiatry  at  Pennsylvania  Hospital  in  Philadelphia.... 

LUNG  ASSOCIATION  ANNOUNCES  NAME  CHANGE 

Beginning  last  month,  the  South  Carolina  Lung  Association  assumed  the  new  name 
of  The  Amentcan  Lung  A ssoctcutton  South  Canoltna.  President  Ralph  Bailey 

explained  that  the  "new  name  will  better  communicate  and  tie  in  our  identity 
with  our  parent  organization,  the  American  Lung  Association".  The.  Amentcan  Lung 
A i>soctatton  o South  CanoZtna  has  been  senvtng  the,  state  stnce  1917  and.  cut  one. 
time  was  known  as  the.  Tubencutosts  Soctety . 

ACCOUNTABILITY  MECHANISMS  IN  THE  HOSPITAL 

The  SCMA  has  endorsed  and  supports  an  upcoming  Risk  Management  Seminar  to  be 
televised  October  19  and  20,  1982  over  the  Health  Communications  Network  of 
the  Division  of  Continuing  Education,  Medical  University  of  South  Carolina. 
Entitled  "A ccountabtttty  Wechanisms  tn  the,  HoSpttat",  the  program  will  be 
broadcast  live  via  closed  circuit  television  to  31  HCN  member  hospitals  and 
institutions  from  9:00  a,m.  to  1:00  p.m.  both  dates,  with  a break  from  10:30 
to  11:00  a.m.  For  further  information  including  registration,  fees,  accredit 
tat  ion  and  viewing  sites,  contact  Mantett  Wtcks , Heatth  Communt  c,atton6  Network, 

V tots  ton  Of J Conttnutng  Educatton,  MUSC,  Ml  As htcy  Avenue , ChaAleston  29425 , on 
caLi  (803 ) 792-4435. 

CHILD  ABUSE  AND  NEGLECT  TRAINING  CONFERENCE 

A two-day  training  conference  on  child  abuse  and  neglect  will  be  held  October 
28-29,  1982  in  the  G.  S.  T.  Peeples  Auditorium,  DHEC,  2600  Bull  Street,  Columbia 
Noted  national  attorney  David  W.  Bahlmann  and  22  South  Carolinians  will  com- 
prise the  faculty.  For  additional  information,  contact  The  Counctt  on  Chttd 
Abnse,  1800  Matn  StAeet , Sutte  2-C,  Columbtu  29201  (803)  254-9277. 

ASIM  PUBLISHES  MEDICARE  BROCHURE 

The  American  Society  of  Internal  Medicine  announces  the  availability  of  a 
brochure  entitled  edtcoAe:  What  tt  Wttt  and  WtEJL  Not  Pay  Eon",  a clear, 

concise  and  easy-to-read  brochure  that  explains  the  Medicare  program  to  patients 
answering  questions  such  as  who  is  eligible  and  how  to  claim  benefits.  For 
information  on  how  to  order,  contact  ASIM,  LtteAatuAe  OndeA  VepoAtmentf  MJ, 

1101  Vermont  Avenue , M.  W.,  Sutte  500 , Washtngton,  V.  C.  20005. 


ABDOMINAL  AORTIC  ANEURYSM: 
MANAGEMENT  PROBLEMS* 


T.  J.  BUNT,  M.D.** 

JAMES  L.  HAYNES,  M.D. 

CARL  H.  ALMOND,  M.D. 

Review  of  the  Vascular  Surgery  Service  registry 
at  the  University  of  South  Carolina  for  its  first  20 
months  revealed  30  cases  of  abdominal  aortic 
aneurysmorrhaphy  with  an  elective  mortality  of 
zero.  One-third  of  these  demonstrated  unusual 
pathology  that  called  for  individualized  peri- 
operative management  that  forms  the  basis  of  this 
report. 

MATERIALS  AND  METHODS 

In  the  20  months  since  its  inception,  the  Vascu- 
lar Surgery  Service  at  the  University  of  South 
Carolina  has  managed  30  abdominal  aortic 
aneurysms.  Twenty-eight  of  these  were  arterio- 
sclerotic, one  mycotic,  and  one  inflammatory. 
One  presented  two  years  post  attempted  aneu- 
rysmorrhaphy without  resection,  and  six  pre- 
sented with  acute  rupture.  All  were  males  and 
most  had  evidence  of  coronary  artery  disease. 
Three  were  greater  than  80  years  old. 

Elective  patients  were  entered  into  a manage- 
ment protocol.  Evaluation  included  pulmonary 
functions,  electrocardiography,  and  if  necessary, 
stress  testing;  noninvasive  vascular  laboratory  test- 
ing of  cerebral  and  peripheral  systems,  aortic 
ultrasound,  and  routine  aortogram  with  run-off. 

Preoperative  preparation  included  mechanical 
bowel  preparation,  perioperative  systemic  cepha- 
losporins, and  admission  to  the  intensive  care  unit 
the  evening  prior  to  surgery  for  Swan-Ganz 
catheterization  and  determination  of  Starling  car- 
diac output/ volume  loading  curves.  Patients  older 
than  70  or  with  impaired  cardiac  outputs  were 
prophylactically  digitalized;  intraoperative  dopa- 
mine was  utilized  routinely  for  cardiac  support. 
Aspirin  was  not  utilized  routinely  until  the  latter 
six  months  of  the  study.  Intra-operative  manage- 
ment included  non-resective  endoaneurysmor- 
rhaphy  as  per  Matas,  routine  prophylaxis  against 


From  the  Department  of  Surgery,  University  of  South 
Carolina  School  of  Medicine,  Columbia,  S.  C. 

3321  Medical  Park  Road,  Suite  300,  Columbia,  S.  C.  29203. 


embolization  as  described  by  Imparato,12  and 
avoidance  of  declamping  hypotension  as  deline- 
ated by  Thompson.21  Dacron  knitted  velour  or 
woven  bifurcation  grafts  were  utilized  in  27,  tube 
grafts  in  two,  and  one  patient  died  intra-opera- 
tively  prior  to  graft  insertion.  Techniques  to  avoid 
graft  enteric  fistulae  included  duodenal  reflection 
as  advocated  by  Miller,14  omental  interposition  as 
described  by  Goldsmith,8  and  double  peritoneal 
closure  as  described  by  Javid.11  Profundoplasty 
was  routinely  performed  with  aorto-bifemoral  re- 
constructions. Concomitant  cholecystectomy  was 
performed  in  three  patients;  resection  of  an  inter- 
nal iliac  aneurysm  in  one,  and  an  inferior  mesen- 
teric aneurysm  in  a second.  Preservation  of  the 
svmpathetics  as  outlined  by  Weinstein24  was  rou- 
tinely practiced.  All  reconstructions  were  evalu- 
ated by  pedal  Doppler  examination  intra-opera- 
tively. 

RESULTS 

The  elective  mortality  rate  was  zero,  the  rup- 
tured rate  84%  (five  of  six).  Two  major  complica- 
tions occurred  in  elective  patients:  postoperative 
pancreatitis  in  one,  and  delayed  (six  weeks)  colon 
infarction  in  a second  despite  reimplantation  of 
the  inferior  mesenteric  artery.  Of  three  patients 
older  than  80,  all  survived;  one  later  developed  a 
methicillin  resistant  staphylococcal  graft  infec- 
tion. Of  three  patients  undergoing  concomitant 
choleycstectomy,  none  suffered  morbidity  or 
mortality.  Four  patients  had  suprarenal  aneu- 
rysms; all  were  resected  with  reinforcement  of  the 
proximal  aneurysmal  cuff;  two  have  been  fol- 
lowed more  than  one  year  without  problem.  One 
patient  with  a preoperatively  diagnosed  mycotic 
aneurysm  underwent  resection  and  axillo-femoral 
bypass  grafting. 

Four  aneurysms  were  less  than  5 cm  size;  all 
were  resected  without  incident.  Seventy-eight 
percent  of  the  preoperative  angiograms  demon- 
strated pathology  that  altered  the  operative  game 
plan:  three  suprarenal  extensions,  five  associated 
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femoral  aneurysms,  three  distal  occlusions,  and  11 
associated  iliac  aneurysms.  One  renal  artery  ste- 
nosis, one  enlarged  marginal  artery  of  Drum- 
mond, and  one  internal  iliac  aneurysm  were  also 
noted. 

DISCUSSION  — GENERAL 

Abdominal  aortic  aneurysmorrhaphy  has  be- 
come a routine  of  the  vascular  or  general  surgeon’s 
armamentarium,  with  decreasing  operative  mor- 
tality despite  apparent  increasing  frequency  of 
surgical  intervention.  Ninety-eight  percent  are 
arteriosclerotic  in  origin,  although  the  aneurysmal 
rather  than  occlusive  nature  of  the  process  ap- 
pears to  derive  from  additional  factors  including 
an  increased  collagenase  activity  and  increased 
elastase  activity.  One  to  two  percent  are  mycotic, 
and  one  percent  inflammatory. 

The  natural  history  of  the  aneurysm  is  that  of 
gradual  enlargement  anteriorly  and  laterally  until 
rupture  occurs.  The  rupture  is  usually  ante- 
rolateral and  appears  to  occur  at  an  area  of  infarc- 
tion secondary  to  thrombosis  of  nutrient  vaso 
vasorum.  Estes7  first  noted  in  1950  the  lethal 
potential,  giving  the  classic  textbook  figures  of 
20%  2-year,  50%  5-year  rupture  rates.  Szilagyi19 
noted  that  80%  of  rupture  occurred  within  three 
years  of  diagnosis  and  advocated  elective  aneu- 
rysmectomy to  prevent  rupture  and  thus  prolong 
life;  211  patients  undergoing  aneurysmectomy 
had  a 39.3%  late  mortality  versus  77.9%  of  223 
patients  not  undergoing  operation.  Somerville17 
noted  a rupture  rate  less  than  4.5  cm  of  only  .9% 
(1/117)  increasing  to  41.7%  (15/36)  at  4.5  to  6.5 
cm,  and  79%  (15/19)  greater  than  6.5  cm.  Dar- 
ling,4 however,  noted  an  18%  (33/182)  rupture 
rate  less  than  5 cm  versus  60%  (16/27)  greater 
than  7 cm.  Brewster13  has  recently  advocated 
routine  elective  aortic  aneurysmorrhaphy  in  the 
patient  with  a “small”  (<5  cm)  aneurysm,  citing 
no  deaths  in  67  cases.  Four  patients  in  our  series 
were  managed  according  to  this  principle. 

The  value  of  routine  preoperative  angiography 
is  disputed.  We  subscribe  to  the  information  sup- 
plied by  Brewster2  in  1975:  of  190  angiograms,  5% 
demonstrated  an  associated  peripheral  aneurysm, 
3%  suprarenal  extension,  50%  iliac  extension,  and 
48%  distal  occlusive  disease.  Our  review  demon- 
strates a 75%  incidence  of  unexpected  findings 
that  materially  change  the  operative  game  plan; 
these  findings  are  most  relevant  to  those  who 
advocate  routine  “Duke  of  Windsor”  tube  graft 
reconstructions.  Although  the  experienced  sur- 
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geon  can  probably  adapt  to  any  intra-operative 
finding,  it  has  never  seemed  foolish  to  us  to  have 
all  of  the  information  preoperatively,  while  the 
converse  cannot  always  be  said. 

Preoperative  management  is  critical  to  prevent 
cardiopulmonary  decompensation  perioperative- 
ly.  Mannick22  has  noted  that  preoperative  aspirin 
will  prevent  cardiac  depression  mediated  by 
thromboxane  and  prostacyclin  and  advocate  ad- 
ministration of  650  mg  preoperatively.  Mannick’s 
group9  has  also  noted  a 14%  incidence  of  cardiac 
dysfunction  as  manifested  by  downslopes  in  Star- 
ling function  curves,  and  advocate  routine  Swan- 
Ganz  catheterization  and  preoperative  volume 
loading  to  the  ascending  portion  of  the  curve  for 
each  patient.  We  have  routinely  utilized  this  pre- 
operatively; to  this  we  have  added  small  dose 
dopamine  (4-8  mcg/kg/min)  for  cardiotonic  sup- 
port and  increased  renal  perfusion. 


Table  I 

CHARACTERISTICS  ABDOMINAL 
AORTIC  ANEURYSMS 


Infrarenal  8 

Suprarenal  4 

Iliac  Aneurysm 10 

Peripheral  Aneurysm  . . . 5 

Distal  Occlusive  Disease 3 

30 

Arteriosclerotic 21 

Mycotic 1 

Inflammatory 1 

Ruptured 6 

“Re-do” 1 

30 

<5  cm  4 

5-7  cm 14 

>7  cm  9 

(Unknown) (3) 

30 


SUPRARENAL 

The  routine  use  of  preoperative  angiography  is 
invaluable  in  detection  of  renal  or  suprarenal 
extension.  Involvement  of  the  superior  mesenteric 
and  coeliac  axes,  or  extension  to  a true  thoracoab- 
dominal aneurysm  is  fortunately  uncommon; 
Crawford3  has  the  best  published  research  in  the 
management  of  these  tour  de  force  operations, 
showing  a remarkable  6%  mortality.  Referral  to 
an  institution  with  such  extensive  experience  cer- 
tainly seems  appropriate. 

Extension  to  the  renals,  with  an  aneurysmal 
infrarenal  cuff  of  manageable  (3-4  cm)  size  may 
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be  handled  by  reinforcement  of  the  cuff  with 
Dacron  or  highly  porous  Dacron  mesh  and/or 
interrupted  mattress  sutures  over  pledgelets.  Tan- 
abe20  et  al  have  noted  33  such  procedures  without 
problem;  in  our  series  three  were  so  managed. 
Perdue16  has,  however,  noted  an  increased  inci- 
dence of  graft  enteric  fistulae  with  the  use  of  more 
than  22  mm  grafts,  so  that  routine  omental  inter- 
position as  based  on  the  laboratory  work  of  Gold- 
smith8 would  seem  to  be  mandatory  prophylaxis, 
interposing  an  omental  pedicle  between  graft  and 
duodenum. 

FEMORAL  OR  ILIAC  ANEURYSM 

Many  authors  advocate  suturing  to  the  aneurys- 
mal distal  aorta  to  avoid  a bifurcation  graft;  no 
information  in  the  literature  exists  as  to  the  long 
term  efficacy.  We  prefer  to  suture  distally  to  the 
common  cuff  of  external/internal  iliac  proximal 
to  the  ureter  if  possible.  If  a femoral  aneurysm 
coexists,  it  has  been  our  practice  to  perform 
femoral  aneurysmectomy  and  interposition  graft- 
ing at  a later  date  to  minimize  the  total  ischemic 
time,  and  therefore,  decrease  the  incidence  of 
reperfusion  syndrome.  Of  the  five  femoral  aneu- 
rysms, four  were  so  done  without  problem. 

MESENTERIC  INSUFFICIENCY 

The  interior  mesenteric  artery  must  of  neces- 
sity be  sacrificed  during  aneurysmectomy:  Ernst5 
has  noted  a 4%  incidence  of  colon  ischemia  fol- 
lowing routine  ligation  and  advocates  measuring 
IMA  back  pressure  as  an  indicator  of  collateral 
perfusion.  We  have  had  two  episodes  of  colon 
ischemia,  one  following  emergent  aneurysmec- 
tomy which  required  subsequent  colectomy  with 
resolution;  the  other  after  IMA  back  perfusion 
pressure  was  noted  to  be  adequate,  but  colon 
perfusion  did  not  appear  adequate  and  therefore, 
the  IMA  was  reimplanted  into  the  graft.  The 
superior  hemorrhoidal  artery  remained  patent, 
but  the  left  colic  artery  thrombosed  with  postop- 
erative delayed  colon  ischemia  presenting  at  six 
weeks.  If  there  is  any  question  of  colon  viability  or 
back  pressure,  the  IMA  should  be  reimplanted 
into  the  graft. 

CONCOMITANT  SURGERY 

Three  cholecystectomies  were  performed  for 
cholelithiasis.  DeBakey15  noted  a 69%  incidence 
of  concomitant  surgery  in  some  700  AAA’s  and 
stated  that  there  was  no  morbidity;  similarly, 


Hardy22  in  23  and  Stoll  in  six  cases  have  reported 
cholecystectomy,  pyloroplasty,  or  gastrectomy, 
etc.,  without  difficulty.  However,  in  reviews  of 
graft  infections,1  there  are  three  documented 
cases  of  graft  infections  following  concomitant 
cholecystectomy,  appendectomy,  and  small  bow- 
el resection.  Although  probably  safe,  the  risk 
should  still  be  appreciated;  certainly  concomitant 
surgery  should  only  be  performed  after  comple- 
tion of  the  aortic  surgery,  with  complete  re- 
peritonealization  and  packing  off  of  the  retroperi- 
toneum,  and  then  only  in  the  otherwise  stable 
patient. 

MYCOTIC  ANEURYSM 

Ernst6  has  noted  an  11%  incidence  of  positive 
aortic  aneurysm  wall  cultures,  none  of  which  led 
to  graft  infection.  Cultures  should  be  routinely 
obtained  and  demonstration  of  a positive  culture 
would  indicate  extension  of  the  usual  prophylactic 
antibiotic  regimen  to  at  least  7-10  days  of  thera- 
peutic coverage.  Preoperative  fever,  undue  pain, 
rapid  enlargement,  or  other  signs  of  sepsis  should 
alert  the  physician  to  a possible  mycotic  aneu- 
rysm. One  of  our  patients  was  noted  pre- 
operatively  to  demonstrate  those  symptoms  and 
was  appropriately  managed  by  axillo-femoral  by- 
pass and  resection  of  the  aneurysm.  Total  resec- 
tion of  the  pseudoaneurysm/aneurysm,  irrigation 
of  the  infected  bed  with  antibiotics  or  poviodone- 
iodine  solution,  closure  of  the  aortic  stump  and 
buttressing  with  omentum  are  considered  appro- 
priate therapy.  In  situ  grafting  for  infected  grafts 
or  mycotic  aneurysm  has  been  reported,  but  car- 
ries an  overall  60%  mortality  as  compared  to  35% 
for  resection  and  extra-anatomic  bypass.1 

RE-DO 

One  patient  was  referred  with  a history  of 
having  been  explored  for  AAA  and  not  resected, 
although  the  proximal  aorta  was  thoroughly  mo- 
bilized. Our  intent  had  been  to  thrombose  his 
aneurysm  and  perform  axillofemoral  bypass  to 
obviate  the  technical  difficulties  associated  with 
repeat  mobilization  of  the  aorta:  however  his 
aneurysm  acutely  ruptured  following  carotid  en- 
darterectomy and  he  died  on  the  table  during 
aortic  mobilization.  The  lesson  here  is  simple:  one 
must  make  the  decision  whether  one  can  handle 
an  AAA  without  disturbing  the  proximal  aortic 
tissue  plane:  delineation  of  suprarenal  extension 
should  be  made  nonoperatively  by  angiography; 


September  1982 


493 


ABDOMINAL  AORTIC  ANEURYSM 


or  if  recognized  intraoperatively,  by  not  exten- 
sively mobilizing  the  aorta  posteriorly  and  to  the 
right  (vena  cava  side). 

SUMMARY 

Review  of  30  abdominal  aortic  aneurysmorrha- 
phies  at  an  academic  institution  revealed  a high 
incidence  of  unusual  pathology  necessitating 
careful  preoperative  and  operative  management; 
review  is  made  of  our  current  protocol  of  aneu- 
rysm management  to  prevent  mortality  and  mor- 
bidity. □ 
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1st  and  3rd  MONDAYS  3:00  P.M. 

G.  I.  RADIOLOGY  CONFERENCE 

COLUMBIA  Radiology  Dept.  Conference  Room,  Dorn  VA 
Hospital  Center 

Sponsor:  USC  School  of  Medicine,  Radiology  and  Internal 
Medicine  Depts. 

Audience:  Radiologists,  Gastroenterologists  and  other  in- 
terested physicians 

Contact:  David  F.  Adcock,  Chairman,  Dept,  of  Radiology 
(803)  783-4490 
Fee:  None 

Faculty:  USC  School  of  Medicine,  Dept,  of  Radiology, 

G.  I.  Division  of  Internal  Medicine 
CME  Credit:  None 

1st  and  3rd  MONDAYS  4:00  P.M. 

COMBINED  SURGERY  AND  Gl  CONFERENCE 

COLUMBIA  Dorn  VA  Hospital,  Room  3-A,  110 
Sponsor:  USC  School  of  Medicine,  Dept,  of  Surgery,  Div.  of 
Gastroenterology 

Audience:  Faculty,  residents,  students  and  interested 
physicians 

Contact:  Dept,  of  Surgery,  USC  School  of  Medicine 
(803)  765-6452 
Fee:  None 

Faculty:  Jeffrey  Brown,  M.D.  and  Paul  Rubenstein,  M.D. 
CME  Credit:  Non-Credit 

MONDAYS,  TUESDAYS  AND 

THURSDAYS  12:00-1:00  P.M. 

COLUMBIA  RMH  Large  Dining  Room  of  the  Cafeteria  (Mon- 
days), RMN,  FP  Conference  Room  (Tuesdays  and 
Thursdays) 

Sponsor:  Dept,  of  Family  Practice,  USC  School  of  Medicine 
Audience:  Family  Practice  and  Internal  Medicine  Physicians 
and  Medical  Students 

Contact:  Rosalyn  D.  Taylor,  M.D.,  Dept,  of  Family  Medicine, 
Richland  Memorial  Hospital  (803)  765-6118 
Faculty:  Dept,  of  Family  Medicine  and  Internal  Medicine 
Physicians,  USC  School  of  Medicine 
CME  Credit:  1 Hour  AM  A Category  I 

3rd  MONDAY  (Oct.  18,  Nov.  15,  Dec.  20) 

MULTIDISCIPLINARY  ONCOLOGY  CONFERENCE 

COLUMBIA  USC  School  of  Medicine  Library  Complex,  VA, 
Room  327 

Sponsor:  USC  School  of  Medicine,  Dept,  of  Medicine  and 
Surgery 

Description:  Ongoing  programs  dealing  with  cancer 
management 

Audience:  Physicians  interested  in  oncology  related 

medicine,  nurses,  students,  housestaff,  and  other  health 
care  professionals 


Contact:  Frederick  Greene,  M.D.  or  George  P.  Sartiano, 
M.D.  (803)  776-4000,  Ext.  582  or  (803)  776-6575 
Fee:  None 

Faculty:  USC  School  of  Medicine  and  visiting  faculty 
CME  Credit:  1.5  Hours  AMA  Category  I 


1st  and  3rd  TUESDAYS  12:30  P.M. 

OB-GYN  GRAND  ROUNDS 

COLUMBIA  Richland  Memorial  Hospital  Auditorium 

Sponsor:  USC  Dept,  of  OB/GYN,  RMH,  MUSC,  Spartanburg 
and  Greenville 

Description:  One  of  a series  of  live  interactive  broadcasts 
over  the  HCN,  a statewide  closed  circuit  TV  network 

Audience:  Private  practitioners,  Housestaff,  Medical 
Students  and  other  interested  health  professionals 

Contact:  Susan  E.  Hite,  RMH  (803)  765-6347 

Fee:  None 

Faculty:  USC  School  of  Medicine,  Dept,  of  OB/GYN  and 
visiting  faculty 

CME  Credit:  1 Hour  AMA  Category  I 


THURSDAY  OCT.  7 4:00  P.M. 

THURSDAY  NOV.  4 4:00  P.M. 

THURSDAY  DEC.  2 4:00  P.M. 

RADIOLOGY  DEPT.  CONTINUING  EDUCATION 
CONFERENCE 

COLUMBIA  Radiology  Dept.  Conference  Room,  VA  Hospital 
Sponsor:  USC  School  of  Medicine,  Dept,  of  Radiology 
Description:  This  monthly  conference  will  have  a 30  minute 
presentation  on  a subject  of  general  interest  by  a compe- 
tent authority.  Following  the  presentation,  there  will  be  a 
30  minute  discussion  of  the  radiologic  workshop  of  an 
appropriate  case. 

Audience:  Radiologists  and  other  interested  physicians 
Contact:  David  F.  Adcock,  M.D.  (803)  783-4490 
Fee:  None 

Faculty:  USC  School  of  Medicine,  Dept,  of  Radiology 
CME  Credit:  1 Hour  AMA  Category  I 


FRIDAYS  8:00  A.M. 

PEDIATRICS  GRAND  ROUNDS 

COLUMBIA  Richland  Memorial  Hospital 
Sponsor:  USC  School  of  Medicine,  Dept,  of  Pediatrics 
Audience:  Pediatricians,  Family  Practitioners  and  other  in- 
terested health  care  professionals 
Contact:  C.  Warren  Derrick,  Jr.,  M.D.  (803)  765-7211 
Fee:  None 

Faculty:  USC  School  of  Medicine 

CME  Credit:  1 Hour  AMA  Category  I (per  session) 


FRIDAYS  1:00  P.M. 

INTERNAL  MEDICINE  GRAND  ROUNDS 

COLUMBIA  Richland  Memorial  Hospital  Auditorium 
Sponsor:  Dept,  of  Medicine  and  Family  Practice  Physicians 
Audience:  Internal  Medicine  and  Family  Practice  Physicians 
Contact:  J.  O’Neal  Humphries,  M.D.  (803)  765-6563 
Fee:  None 

Faculty:  USC  School  of  Medicine  and  Visiting  Faculty 
CME  Credit:  1 Hour  AMA  Category  I (per  session) 

FRIDAY  OCTOBER  1 

FUNDAMENTALS  OF  CONTINUOUS  AMBULATORY 
PERITONEAL  DIALYSIS 

CHARLESTON 

Sponsor:  Div.  of  Medicine,.  Div.  of  Nephrology;  Co- 
sponsored by  DCE,  MUSC 

Description:  This  program  is  designed  to  provide  both  a 
clinical  and  operational  overview  of  Continuous  Am- 
bulatory Peritoneal  Dialysis,  Continuing  Medical  Educa- 
tion for  Physicians  and  Professional  Staff,  involved  in  the 
Care  of  Patients  with  end  stage  renal  disease. 

Audience:  Physicians  and  other  health  care  professionals 
Contact:  Charles  R.  Strickland,  Coordinator  (803)  792-4435 
Fee:  $40.00  physicians,  $20.00  non-physicians 
Faculty:  Distinguished  faculty 
CME  Credit:  6 Hours  AMA  Category  I 

FRIDAY  - TUESDAY  OCT.  1-5 

HILTON  HEAD  GENERAL  SURGERY  CONFERENCE 

HILTON  HEAD  ISLAND  Sea  Pines  Plantation 
Sponsor:  Beth  Israel  Hospital  and  Geriatric  Center 
Audience:  Physicians 

Contact:  Bernard  A.  Karshmer,  M.  B.  A.  (303)  629-5333 
Fee:  TBA 

CME  Credit:  22  AAFP  Prescribed  Hours 

SATURDAY  - TUESDAY  OCT.  2-5 

BOCA  RATON,  FLORIDA  Boca  Raton  Hotel  and  Club 
Sponsor:  Southern  Psychiatric  Association,  Co-sponsored  by 
DCE,  MUSC 

Description:  To  review  and  discuss  the  clinical  research  and 
practical  experience  with  the  use  of  the  newer  anti- 
depressant medications. 

Audience:  Psychiatrists 

Contact:  R.  Ramsey  Mellette,  Jr.,  M.D.  (803)  792-4435 
Fee:  $50.00  Members,  $70.00  Non-member  physicians 
Faculty:  Distinguished  physicians 
CME  Credit:  9.5  Hours,  AMA  Category  I 

THURSDAY  - SATURDAY  OCT.  7-9 

FOURTH  ANNUAL  HILTON  HEAD  SYMPOSIUM  ON  THE 
CLINICAL  MANAGEMENT  OF  DIABETES  AND  EN- 
DOCRINE DISORDERS 

HILTON  HEAD  Sea  Pines  Plantation 
Sponsor:  MUSC  Continuing  Education  Division  and  School 
of  Medicine  College  of  Georgia 
Description:  Four  to  five  lectures  are  given  daily  by  national- 
ly recognized  experts  in  diabetes  and  endocrine 
disorders.  These  lectures  followed  by  panel  discussions 
and  workshops  will  be  held. 

Audience:  Internists,  endocrinologists,  diabetologists 
Contact:  John  A.  Colwell  or  Connie  Campbell  (803) 

792-2528  or  577-5011  Ext.  346 
Fee:  $275.00 

Faculty:  Dickson  B.  Dunlap,  M.D.,  Professor  of  Medicine, 
MCG;  Thomas  A.  Huff,  M.D.,  Professor  of  Medicine, 
MCG;  Jon  H.  Levine,  M.D.,  Assoc.  Professor  of 
Medicine,  MUSC;  Ronald  K.  Mayfield,  M.D.,  Assistant 


Professor  of  Medicine,  MUSC,  Julius  Sagel,  M.D., 
Associate  Professor  of  Medicine,  MUSC;  Maximillian  E. 
Stachura,  M.D.,  Professor  of  Medicine,  MCG. 

CME  Credit:  17.0  Hours  AMA  Category  I 

17.0  Hours  ACCME 

FRIDAY  OCT.  8 9:00  A.M.-4:00  P.M. 

CURRENT  PROSPECTIVES  ON  THE  PSYCHOLOGY  OF 
WOMEN 

COLUMBIA  The  Forum  of  William  S.  Hall  Psychiatric 
Institute 

Sponsor:  Neuropsychiatry  and  Behavioral  Sciences,  USC 
School  of  Medicine 

Description:  Four  papers  of  approximately  45  minutes  dura- 
tion — three  from  a psychoanalytic  perspective  and  one 
from  social/cultural  perspective 
Audience:  Psychiatrists,  psychoanalysts,  psychologists, 
social  workers,  and  other  mental  health  professionals 
Contact:  Lebert  Harris,  M.D.  (803)  758-8645 
Fee:  $35.00 

Faculty:  Lt.  Governor  Nancy  Stevenson;  Evelyn  Keller, 

Ph.D.,  Massachusetts  Institute  of  Technology;  Eleanor 
Gallensen,  M.D.,  Mt.  Sinai  School  of  Medicine,  NY;  and 
Jerffrey  Andresen,  M.D.,  University  of  NC  at  Chapel  Hill 
CME  Credit:  6 Hours  AMA  Category  I 
0.6  CEU’s 

MONDAY  - WEDNESDAY  OCT.  11-13 

SPORTS  MEDICINE,  1982;  AN  OMNI-SPECIALTY 
UPDATE 

CHARLESTON 

Sponsor:  The  American  Medical  Tennis  Association,  Co- 
sponsored by  DCE,  MUSC 

Description:  To  highlight  the  basic  types  of  sports  related  in- 
juries in  medicine  and  their  impact  on  the  everyday  office 
practice  of  the  general  physician 
Audience:  Physicians 

Contact:  Bill  Drake,  Executive  Director  AMTA  (618) 

462-6841 
Fee:  $385.00 

Faculty:  Distinguished  faculty 
CME  Credit:  12  Hours  AMA  Category  I 
12  Hours  ACCME 

TUESDAY  OCT.  12  7:30  P.M. 

ANDERSON  COUNTY  MEDICAL  SOCIETY 

ANDERSON  Young  Memorial  Auditorium,  Memorial  Hospital 
Description:  Selected  Topic 

Contact:  Frederic  G.  Jones,  M.D.,  F.A.C.C.  (803)  261-1000 
CME  Credit:  1.5  Hours  AMA  Category  I 

WEDNESDAY  - FRIDAY  OCT.  13-15 

CLINICAL  CARDIOLOGY  — UPDATE  IN  DIAGNOSTIC 
AND  THERAPEUTIC  TECHNIQUES 

CHARLESTON  Mills  House 
Sponsor:  American  College  of  Cardiology 
Description:  The  program  is  to  bring  the  new  modalities  of 
diagnosis  and  treatment  to  the  physician.  The  program 
will  emphasize  advances  in  echocardiography,  manage- 
ment of  adult  congenital  heart  disease  and  other  topics 
related  to  cardiac  diagnosis. 

Audience:  Cardiologists,  internists,  family  physicians, 
thoracic  surgeons  and  others  who  deal  in  their  practice 
with  cardiovascular  problems 
Contact:  Peter  C.  Gazes,  M.D.,  F.A.C.C.  (803)  792-3355 
Fee:  $260.00 

Faculty:  Guest  faculty  and  MUSC  faculty 
CME  Credit:  18.0  Hours  AMA  Category  I 

18.0  Hours  AAFP  Prescribed 


THU.  OCT.  14  8:00  A.M.-5:00  P.M. 

FIFTH  ANNUAL  CLINICAL  ENDOCRINE  SYMPOSIUM 

COLUMBIA  Richland  Memorial  Hospital 
Sponsor:  USC  School  of  Medicine;  V.  A.  Hospital,  and 
Richland  Memorial  Hospital 

Description:  Diabetes  is  an  old  disorder  that  continues  to 
evolve.  This  disease  is  common,  affecting  10%  of  the 
population  — Males/Females  of  all  ages.  For  a more 
comprehensive  approach  to  this  important  medical  prob- 
lem we  will  utilize  this  all  day  program. 

Audience:  Interested  physicians 

Contact:  Howard  R.  Nankin,  M.D.,  USC  School  of  Medicine 
(803)  776-6575 

Fee:  $35.00  (Includes  refreshments  and  lunch) 

Faculty:  Guest  faculty  and  USC  School  of  Medicine  Faculty 
CME  Credit:  6 Hours  AMA  Category  I 

THURSDAY  - SATURDAY  OCT.  14-16 

CLINICAL  CARDIOLOGY  — UPDATE  IN  DIAGNOSTIC 
AND  THERAPEUTIC  TECHNIQUES 

CHARLESTON  Mills  House  Hotel 
Sponsor:  Cardiovascular  Division  The  Department  of 
Medicine,  MUSC  in  cooperation  with  D.C.E.  at  MUSC 
Description:  Will  emphasize  advances  in  echocardiography, 
use  of  radionuclides  in  cardiac  diagnosis,  diagnosis  and 
management  of  pericardial  disease,  clinical  significance 
of  mechanisms  of  arrhythmias  and  antiarrhythmic  drugs, 
use  of  calcium  antagonists,  benefits  of  coronary 
revascularization,  percutaneous  transluminal  coronary 
angioplasty,  intracoronary  thrombolysis  and  diagnosis 
and  management  of  adult  congential  heart  disease. 
Contact:  Peter  Gazes,  M.D.  or  Charles  R.  Strickland  (803) 
792-4435 

Fee:  $260.00  Members  of  ACC,  $315.00  Non-Members  of 
ACC,  $170.00  Reduced  registration  fee  is  available  for 
residents  and  Fellows  in  training  if  an  application  is  ac- 
companied by  a statement  from  the  applicant’s  Depart- 
ment Head  regarding  his/her  status. 

Faculty:  Guest  Faculty  and  Faculty  Members  from  MUSC 
CME  Credit:  18  Hours  AMA  Category  I 


TUESDAY  and  WEDNESDAY  OCT.  19  & 20 

ACCOUNTABILITY  MECHANISMS  IN  THE  HOSPITAL, 
PARTS  I AND  II 

CHARLESTON  Live  from  HCN  studio  at  Medical  University 
Sponsor:  Health  Communications  Network,  Div.  of  CME, 
MUSC 

Description:  An  intensive  and  practical  course  on  the 

development  of  accountability  mechanisms  in  the  hospital 
Audience:  Primary  Care  Physicians 
Contact:  R.  Ramsey  Mellette,  Jr.,  M.D.  (803)  792-4435 
CME  Credit:  8 AAFP  Prescribed  Hours 


THURSDAY  OCT.  21  5:00-8:00  P.M. 

CEREBROVASCULAR  DISEASE  UPDATE  1982 

ANDERSON  Young  Memorial  Auditorium,  Memorial  Hospital 
Contact:  Frederic  G.  Jones,  M.D.,  F.A.C.C.,  EVP  Anderson 
Memorial  Hospital  (803)  261-1000 
Faculty:  William  McKinney,  M.D.,  Bowman  Gray  School  of 
Medicine 

CME  Credit:  2.5  Hours,  AMA  Category  I 

FRIDAY  OCT.  22  12:55-4:30  P.M. 

CORONARY  HEART  DISEASE  RISK  FACTORS  AND  AN- 
TIHYPERTENSIVE DRUG  SELECTION 

COLUMBIA  Richland  Memorial  Hospital 
Sponsor:  USC  School  of  Medicine 


Description:  This  program  will  present  advances  in  the 
understanding  and  management  of  hypertension,  focus- 
ing on  a hemodynamic  appraisal  of  hypertension  and  the 
cardiorenal  consideration.  At  the  completion  of  this  pro- 
gram, the  material  presented  will  assist  the  practicing 
physician  in  more  effectively  diagnosing  and  treating 
hypertension. 

Audience:  Physicians  who  specialize  in  General  Practice, 
Family  Practice,  Internal  Medicine  and  Cardiology 
Contact:  J.  O’Neal  Humphries,  M.D.  (803)  765-6563 
Faculty:  J.  O’Neal  Humphries,  M.D.;  James  L.  Pool,  M.D.; 
Christie  B.  Hopkins,  M.D.;  Michael  J.  Pickering,  M.D.  and 
Donald  B.  Saunders,  M.D. 

CME  Credit:  4 Hours  AMA  Category  I 
4 Hours  AAFP  prescribed 
4 Hours  Category  2D,  American  Oste- 
phathic  Association 


SAT.  & SUN.  OCT.  23-24 

FIFTH  SCIENTIFIC  SESSION  OF  S.  C RHEUMATISM 
SOCIETY 

ASHEVILLE,  N.C.  Great  Smokies  Hilton 
Sponsor:  S.  C.  Rheumatism  Society,  Rheumatology  Division 
of  Medical  University  of  SC 

Description:  Will  discuss  recent  medical  and  orthopedic  ad- 
vances in  the  treatment  of  arthritis 
Audience:  Rheumatologists,  Internists,  Orthopedic  Surgeons 
and  F.P.’s 

Contact:  Dr.  Jeffrey  G.  Lawson  (803)  235-8396 
Fee:  TBA 

Faculty:  J.  Leonard  Goldner,  M.D.,  Duke  University  and 
Robert  Pinals,  University  of  Tennessee 
CME  Credit:  7 Hours  AMA  Category  I 
7 Hours  AAFP  Prescribed 


FRIDAY  and  SATURDAY  OCT.  29-30 

AMBULATORY  ELECTROCARDIOGRAPHY:  CLINICAL  AP- 
PLICATIONS, METHODOLOGY  AND  INTERPRETATION 

CHARLESTON  Sheraton  Charleston  Hotel 
Sponsor:  International  Medical  Education  Cooperation 
Description:  This  seminar  focuses  on  the  utilization  of  am- 
bulatory monitoring  in  the  diagnosis  and  management  of 
the  symptomatic  patient  with  various  cardiovascular 
disorders. 

Audience:  Primary  Care  Physicians 
Contact:  Stephen  E.  Mattingly  (800)  525-8651 
CME  Credit:  13.5  AAFP  Prescribed  Hours 


NOVEMBER 


THURSDAY  - SATURDAY  NOV.  4-6 

34TH  ANNUAL  SCIENTIFIC  ASSEMBLY,  S.  C.  CHAPTER, 
AAFP 

CHARLESTON  Sheraton  Charleston  Hotel 
Sponsor:  S.  C.  Academy  of  Family  Physicians 
Description:  To  update  the  Family  Physician  in  subjects  of 
interest 

Audience:  Primary  Care  Physicians 

Contact:  William  M.  Simpson,  Jr.,  M.D.  (803)  792-2411 

Fee:  TBA 

Faculty:  Various  physicians  from  throughout  the  Southeast 
CME  Credit:  18  AAFP  Prescribed  Hours 


PART  I 
PART  II 


DECEMBER 


THU.  NOV.  4 2:00  P.M. 

THU.  DEC.  2 2:00  P.M. 

CANCER  CARE  FOR  CHILDREN 

COLUMBIA  HSC  Video  Teleconference 
Sponsor:  USC  School  of  Medicine,  Dept,  of  Preventive 
Medicine  and  Community  Health 
Description:  A two  part  video  teleconference  on  pediatric  on- 
cology for  professionals  who  deal  with  cancer  patients  in 
the  hospital,  school  and  home 
Audience:  RN’s  and  LPN’s,  teachers,  social  workers,  dieti- 
tians, pharmacists,  psychologists 
Contact:  Sandra  Burleson  (803)  783-4773 
Pee:  None 

f acuity : Joan  M Altekruse,  M.D.;  Tai  Sugimoto,  Ph.D.;  and 
Charlton  Davis,  M.D. 

CME  Credit:  .02  CEU’s 

FRIDAY  - SUNDAY  NOV.  5-7 

6TH  AMERICAN  IMAGERY  CONFERENCE 


i 

THURSDAY  DEC.  2 8:30-4:00  P.M. 

GERIATRIC  MEDICINE  — TODAY’S  GROWING  PRACTICE 

COLUMBIA  Crafts-Farrow  State  Hospital,  7901  Farrow  Road 

Sponsor:  Crafts-Farrow  State  Hospital  (S.  C.  Dept,  of  Mental 
Health) 

Description:  This  program  will  enhance  the  physician’s 
knowledge,  skills,  and  attitudes  of  the  total  aging  pro- 
cess; organic  brain  syndrome;  pharacologic  manage- 
ment/treatment; and  psychiatric  manifestations  of 
physical  illness  in  the  elderly. 

Audience:  Physicians 

Contact:  Dr.  Betty  R.  Guerry,  (803)  758-4823 

Fee:  $2.00 

Faculty:  TBA 

CME  Credit:  6 Hours  AMA  Category  I 


SAN  FRANCISCO,  CA  Jack  Tar  Hotel 

Sponsor:  Internal  Imagery  Association;  Journal  of  Mental  Im- 
agery, Co-sponsored  by  DCE,  MUSC 

Description:  Comprised  of  keynote  speakers,  workshops  and 
symposia,  the  Conference  aims  at  timely  and  interesting 
presentations  of  theoretical  and  practical  significance  for 
attendees. 

Audience:  Mental  health  professionals  and  paraprofes- 
sionals,  and  those  who  want  to  use  mental  imagery  skills 
in  their  lives  for  professional  or  personal  reasons 

Contact:  Charles  S.  Jordan,  Ph.D.,  at  MUSC  (803)  792-3051 

Fee:  $95.00  Registrant,  $85.00  Preregistration,  $55.00 
Presenter 

Faculty:  George  E.  Twette  II,  M.D.,  Karl  Pribram,  M.D.; 
Akhter  Ahsen,  Ph.D.;  David  Marks,  Ph.D.,  Peter 
McKellar,  Ph.D.;  Stanley  Krippner,  Ph.D.;  and  Albert  Ban- 
dura, Ph.D. 

CME  Credit:  20  Hours  AMA  Category  I 
20  Hours  ACCME 

TUESDAY  NOV.  9 7:30  P.M. 

ANDERSON  COUNTY  MEDICAL  SOCIETY 

ANDERSON  Young  Memorial  Auditorium,  Memorial  Hospital 

Description:  Selected  topic 

Contact:  Frederic  G.  Jones,  M.D.,  F.A.C.C.  (803)  261-1000 

CME  Credit:  1.5  Hours  AMA  Category  I 


FRIDAY  - SUNDAY  DEC.  3-5 

CARE  OF  THE  CRITICALLY  ILL  OR  INJURED  PATIENT 

CHARLESTON  Sheraton  Charleston  Hotel 
Sponsor:  MUSC 

Audience:  Primary  Care  Physicians 

Contact:  Joseph  S.  Redding,  M.D.  (803)  792-2346 

CME  Credit:  18  AAFP  Prescribed  Hours 
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N.  B.  Baroody,  M.D. 

Benton  Montgomery,  M.D. 
James  G.  Halford,  M.D. 
Edward  Booker,  M.D. 
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THE  ROLE  OF  THE  PHYSICIAN  IN  HEALTH 
PROMOTION:  FINDINGS  FROM  A COMMUNITY 
TELEPHONE  SURVEY* 


ANDREW  F.  CLEARIE,  B.A. 

STEVEN  N.  BLAIR,  P.E.D. 

WILLIAM  B.  WARD,  DR.  P.H. 

The  majority  of  premature  mortality  in  the 
U.  S.  is  attributable  to  lifestyle.1  The  major  modi- 
fiable risk  factors  for  the  number  one  killer,  ische- 
mic heart  disease  (IHD),  are  known  to  be  “rich 
diet,”  diet-dependent  hypercholesteremia  and 
hypertension,  and  cigarette  smoking.2  Ongoing 
research  identifies  lack  of  vigorous  physical  ac- 
tivity as  another  possible  risk  factor.  3-  4>  5 

The  most  recent  data  from  the  S.  C.  Bureau  of 
Vital  and  Morbidity  Statistics  show  that  in  1979, 
of  the  2,080  deaths  occurring  in  Richland  County, 
509  (24.5%)  were  directly  caused  by  IHD.6  In 
Richland  County,  as  well  as  the  U.  S.,  IHD  causes 
the  largest  number  of  deaths.  Community  health 
programs  should  serve  to  reduce  the  incidence  of 
IHD,  especially  since  unhealthful  circumstances 
such  as  rich  diet,  obesity  and  physical  inactivity 
can  be  changed  on  a community  basis.5’  7 • 8 

One  approach  to  accumulating  the  information 
necessary  to  plan  community  health  programs  is 
through  the  small  area  social  survey.9  Possible 
survey  methods  are  face-to-face  interviews,  re- 
turn mail  questionnaires,  self-administered  ques- 
tionnaires and  telephone  administered  question- 
naires. The  benefits  and  disadvantages  of  these 
methods  have  been  investigated  and  the  tele- 
phone administered  questionnaire  has  been  found 
to  be  a valid,  inexpensive  method  for  collection  of 
health  data.10’  11 

The  Columbia  Health  Promotion  Survey 
(CHPS)  was  conducted  through  the  Department 
of  Health  Education,  School  of  Public  Health, 
University  of  South  Carolina  during  the  five 
weeks  from  March  2,  1981  to  April  3,  1981.  ° ° The 


° From  the  Department  of  Health  Education,  University  of 
South  Carolina  School  of  Public  Health,  College  of  Health, 
Blatt  Center,  Columbia,  S.  C.  29208. 

Funded  in  part  by  a grant  from  the  Office  of  Health 
Information  and  Promotion,  Department  of  Health  and 
Human  Services  by  S.  C.  DHEC  Special  Projects. 


purpose  of  this  telephone  administered  question- 
naire was  to  determine  health  behavior  and 
knowledge  of  the  citizens  of  Richland  County, 
S.  C.  The  information  gained  would  be  used  to 
assist  in  planning  health  education  programs. 

METHODS 

The  survey  questionnaire  was  an  instrument  of 
88  items,  74  of  which  required  simple  yes,  no  or 
don't  know  responses.  The  remaining  14  items 
required  short-answer  responses.  The  instrument 
was  adapted  from  two  sources;  the  Target  Au- 
dience Survey  and  the  Confidential  Health  Ques- 
tionnaire.12 It  has  been  suggested  by  Green,  et  al 
(1980)  that  a complete  health  diagnosis  identifies 
three  classes  of  factors  that  affect  health  behavior: 
(1)  predisposing  factors  including  perceptions, 
values,  beliefs  and  attitudes  that  affect  personal 
motivation  for  behavioral  change;  (2)  enabling 
factors,  the  availability  of  and  barriers  to  health 
resources  created  by  societal  forces  or  systems; 
and  (3)  reinforcing  factors,  referring  to  feedback 
and  support  given  to  individuals  by  peers,  parents, 
health  personnel  and  others  in  regard  to  health 
behavior  change.13  The  74  yes,  no  or  don’t  know 
items  of  the  CHPS  were  designed  to  identify  these 
factors  associated  with  seven  health  habit  areas: 
general  health;  smoking;  exercise;  stress;  safety; 
alcohol  and  drugs;  and  nutrition. 

A random  sample  of  400  residents  of  Richland 
County  between  the  ages  of  18  and  65  years  was 
targeted  for  the  survey  through  the  use  of  a tele- 
phone/address cross-listing  and  a table  of  random 
numbers.14'  15 

Graduate  and  undergraduate  students  at  the 
School  of  Public  Health,  University  of  South  Caro- 
lina served  as  interviewers  and  received  six  hours 
of  training  including  discussion  of  the  survey  in- 
strument, discussion  of  interviewing  techiques, 
mock  interviewing  and  critiquing  of  interview 
procedures. 
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To  reduce  the  rate  of  interview  refusal,  post- 
cards explaining  the  purpose  of  the  survey  were 
mailed  to  the  prospective  respondents  at  least 
three  days  and  not  more  than  five  days  prior  to  the 
target  interview  date. 

RESULTS 

The  interviewers  conducted  286  interviews,  a 
response  rate  of  71%.  Eleven  of  the  returned 
questionnaires  were  incomplete,  leaving  275 
questionnaires  suitable  for  analysis  This  repre- 
sents 0.17%  of  the  population  of  Richland  County 
for  the  age-range  (18-65)  surveyed.! 

Eighty-six  percent  of  the  respondents  stated 
they  felt  they  were  doing  a good  job  in  taking  care 
of  their  health.  In  response  to  an  item  regarding 
medical  checkup  history,  81%  of  the  respondents 
reported  having  had  a medical  checkup  within 
the  last  year. 

The  greatest  risks  to  health  in  order  of  re- 
spondents’ perceptions  were  smoking  (21.6%), 
poor  nutrition  (20.9%)  and  accidents  (14%). 

Although  94%  of  the  respondents  stated  that  it 
was  important  for  them  to  follow  their  doctor’s 
advice,  only  five  percent  of  this  subgroup  desig- 
nated their  doctor  as  having  the  greatest  influence 
over  their  health  habits.  Table  1 presents  percent- 
ages of  respondents’  replies  to  the  survey  item, 
“Who  has  the  greatest  influence  over  your  health 
habits?” 


Table  1 

PERCENTAGES  OF  RESPONDENTS’  REPLIES  TO 
THE  SURVEY  ITEM,  “WHO  HAS  THE  MOST 
INFLUENCE  OVER  YOUR  HEALTH  HABITS? 


Response 


Percent  of  Respondents 


Myself  56 

My  spouse  21 

My  family  8 

My  friends  5 

My  doctor  5 

Other  4 


t Percentages  may  not  total  100  due  to  rounding. 


Sixty-one  respondents  reported  themselves  as 
being  greater  than  15  pounds  overweight.  One 
hundred  fifty-seven  respondents  reported  that 
they  did  not  engage  in  vigorous  physical  activity 


f Full  characteristics  of  the  respondent  population  may  be 
obtained  from  the  authors  upon  request. 


at  least  three  times  a week.  Table  2 shows  the 
percentages  of  these  respondents  who  reported 
physician  advice  to  modify  these  lifestyle  circum- 
stances. 


Table  2 

OVERWEIGHT  AND  NON-EXERCISING 
RESPONDENTS  RECEIVING  LIFESTYLE 
MODIFICATION  RECOMMENDATIONS  FROM 
THEIR  PHYSICIAN. 

Physician  advice  to 
alter  diet 

Yes  No  Total 

Respondents  > 15  lbs. 

overweight  30  (50%)  31  (50%)  61 

Physician  advice  to 
increase  activity 
Yes  No  Total 

Respondents  participating 
in  vigorous  activity  less  than 

three  times  per  week  20  (13%)  137  (87%)  157 


DISCUSSION 

Four  areas  of  concern  are  evident  from  the 
CHPS:  smoking  and  poor  nutrition  are  identified 
outright;  overweight  and  lack  of  vigorous  physical 
activity  are  strongly  implied.  What  is  apparent  is 
the  perception  of  the  relative  lack  of  physician 
advice  on  increasing  exercise  and  altering  eating 
behavior  (the  survey  did  not  include  items  regard- 
ing physician  advice  on  smoking  cessation).  This 
lack  of  physician  advice  has  added  import  when  it 
is  realized  that  a key  to  successful  adaptive  behav- 
ior change  is  patient  education  and  that  consum- 
ers have  shown  a desire  for  timely,  pertinent 
health  information.16’  17 

Hyatt  (1980)  reported  that  90%  of  surveyed 
physicians  and  patients  agreed  it  should  be  the 
physician  who  encourages  change  in  unhealthful 
behaviors  such  as  lack  of  exercise  and  obesity.18 
Unfortunately,  in  addition  to  our  results,  others 
have  shown  that  both  physician  and  patient  agree 
that  the  physician  often  plays  a minor  role  in 
educating  the  patient.19-  20  This  is  especially  dis- 
concerting in  regard  to  the  large  percentage  of 
respondents  (greater  than  90%)  that  we  and  others 
have  found  who  feel  it  important  to  follow  their 
doctor’s  advice.17 

The  dilemma  arises  as  to  where  in  the  time 
crunch  of  practice  there  are  the  precious  minutes 
to  educate,  to  promote  healthful  habits.  Rabin 
(1981)  suggests  that  physicians  refer  patients  in 
need  of  lifestyle  changes  to  health  paraprofes- 
sionals  who  are  skilled  in  assisting  patients  sustain 
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changes  in  areas  such  as  dietary  patterns,  stress 
reduction  and  exercise  behavior.21  It  is  also  sug- 
gested that  early  clinical  training  should  give  the 
physician  the  opportunity  to  learn  to  prescribe 
behavioral  as  well  as  pharmacologic  services.  21 
Morgan  (1980)  calls  for  clinical  primary  preven- 
tion and  feels  it  justifiable  for  25%  of  clinical  time 
to  be  devoted  to  determining  and  educating  on 
lifestyle  risks,  but  realistically  reasons  that  the 
major  impediment  to  this  ideal  is  the  allocation  of 
time,  compounded  by  the  lack  of  third-party  re- 
imbursement for  preventive  measures  and  the 
evident  requirement  of  adopting  new  skills.22 
Almy  (1980)  proposes  a patient-educator  office- 
worker  to  handle  the  routine  tasks  of  repetitious 
data  collection,  personal  history  taking,  behav- 
ioral diagnosis,  and  psychosocial  counseling.23  To 
be  effective  and  to  circumvent  patient  alienation, 
it  must  be  made  obvious  to  the  patient  that  the 
physician  personally  verifies  and  utilizes  this  in- 
formation as  he  would  any  diagnostic  information 
from  other  professional  support  personnel.23  Aug- 
menting the  information  gained  by  the  patient- 
educator  is  the  use  of  written  and  audiovisual 
health  education  materials  and  self-administered 
questionnaires.23 

CONCLUSION 

It  is  true  that  the  depths  of  illness  treated  rather 
than  the  heights  of  health  promoted  have  tradi- 
tionally measured  the  physician’s  prestige.22  And 
this  prestige  has  allowed  the  physician  to  replace 
the  universal  marketplace  watchword  caveat 
emptor  (let  the  buyer  beware)  with  the  unique 
philosophy  of  credat  emptor  (let  the  buyer 
trust).24  Consumers,  however,  are  questioning  this 
trust  in  greater  numbers  and  are  demanding  more 
health  knowledge.17 

We  have  found  that  patients  perceive  a relative 
lack  of  advice  regarding  health  behavior  from 
their  physicians.  It  is  apparent,  based  on  the  re- 
sults of  the  CHPS  and  the  extant  literature,  that 
there  is  considerable  room  for  physicians  to  in- 
crease their  patients’  awareness  of  healthy  life- 
styles with  emphasis  on  risk  factor  reduction.  This 
education  should  be  given  within  the  context  of 
clinical  practice  as  well  as  institutionalized  set- 
tings. □ 
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Free  of  Charge 


Announcing  a New,  Interactive  CME 
Program  for  Today’s  #1  Health  Problem 


Multimedia  Seminar: 

Up  to  2 Credit  Hours,  Category  1 PRA/AMA 

A distinguished  panel  of  authorities  confronts  the 
major  clinical  risk  factors  in  cardiovascular  disease 
management.  Filmed  case  studies  help  the  primary 
care  physician  identify  and  evaluate  the  patients 
“risk  profile”  and  assess  cardiovascular  treatment. 


The  program  includes:  two  film  segments  on 
16mm  or  videocassette  (on  loan),  step-by-step 
Moderator’s  Guide,  Participant  Workbooks, 
Self-study  Program  and  publicity  kit-everything 
needed  to  present  a one-  or  two-hour  seminar  with 
minimal  preparation. 


Self-study  Program: 

4 Credit  Hours,  Category  1 PRA/AMA 

Follow-up  clinical  monograph 
discusses  in  depth  1)  clinical 
issues  and  2)  practical  strat- 
egies. Completion  of  the 
monograph  and  accompany- 
ing quiz  reinforces  the 
material. 


For  further  information 

il  the  coupon  or  call  toll-free 
800-526-4299. 

‘ ew  Jersey,  call 
} 636-6600. 


Cardiovascular  Disease’ 

Risk- Reduction 

Strategies 


M.E.D.  Communications 

655  Florida  Grove  Road,  Hopelawn,  NJ  08861 

Please  send  me  full  details  on  faculty,  agenda, 
accreditation  and  booking  for  the  CME  seminar, 
Cardiovascular  Disease:  Risk-Reduction  Strategies. 


Name 
Title  _ 


(PLEASE  PRINT) 


Institution 


Street 


Cardiovascular  Disease:  Risk-Reduction  Strategies 
was  produced  in  collaboration  with  New  York  Medical  College  by 
M.E.D.  Communications  under  a grant  from  Bristol  Laboratories, 
Division  of  Bristol-Myers  Company.  ME0703  8/82 


City 


State Zip 


Telephone 

(AREA  CODE) 


AMA 


Dalmane5  @ 

(flurazepam  HCI  Roche) 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early  morning  awak- 
ening; in  patients  with  recurring  insomnia  or  poor 
sleeping  habits;  in  acute  or  chronic  medical  situa- 
tions requiring  restful  sleep.  Objective  sleep  labora- 
tory data  have  shown  effectiveness  for  at  least  28 
consecutive  nights  of  administration.  Since  insom- 
nia is  often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary  or  recom- 
mended. Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  flur- 
azepam HCI;  pregnancy.  Benzodiazepines  may 
cause  fetal  damage  when  administered  during  preg- 
nancy. Several  studies  suggest  an  increased  risk  of 
congenital  malformations  associated  with  benzodi- 
azepine use  during  the  first  trimester.  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possi- 
bility of  becoming  pregnant  exist  while  receiving 
flurazepam.  Instruct  patient  to  discontinue  drug 
prior  to  becoming  pregnant.  Consider  the  possibil- 
ity of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depres- 
sants. An  additive  effect  may  occur  if  alcohol  is 
consumed  the  day  following  use  for  nighttime  seda- 
tion. This  potential  may  exist  for  several  days  fol- 
lowing discontinuation.  Caution  against  hazardous 
occupations  requiring  complete  mental  alertness 
(e.g.,  operating  machinery,  driving).  Potential 
impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recom- 
mended for  use  in  persons  under  15  years  of  age. 
Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with 
gradual  tapering  of  dosage  for  those  patients  on 
medication  for  a prolonged  period  of  time.  Use 
caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated  patients,  it 
is  recommended  that  the  dosage  be  limited  to  15  mg 
to  reduce  risk  of  oversedation,  dizziness,  confu- 
sion and/or  ataxia.  Consider  potential  additive 
effects  with  other  hypnotics  or  CNS  depressants. 
Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suici- 
dal tendencies,  or  in  those  with  impaired  renal  or 
hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated 
patients.  Severe  sedation,  lethargy,  disorientation 
and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported.  Also  reported: 
headache,  heartburn,  upset  stomach,  nausea,  vom- 
iting, diarrhea,  constipation,  GI  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weakness, 
palpitations,  chest  pains,  body  and  joint  pains  and 
GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burn- 
ing eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria,  depres- 
sion, slurred  speech,  confusion,  restlessness,  hallu- 
cinations, and  elevated  SGOT,  SGPT,  total  and  direct 
bilirubins,  and  alkaline  phosphatase;  and  paradoxi- 
cal reactions,  e.g.,  excitement,  stimulation  and 
hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg  may  suf- 
fice in  some  patients.  Elderly  or  debilitated 
patients:  15  mg  recommended  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


EMERGENCY  MEDICINE 

POSITIONS  AVAILABLE  IN  SEV- 
ERAL S.  C.  EMERGENCY 
DEPARTMENTS. 

FULL  TIME  OR  PART  TIME  FOR 
QUALIFIED  INDIVIDUALS.  VERY 
FLEXIBLE  SCHEDULING,  EX- 
CELLENT REMUNERATION:  NO 
OVERHEAD,  NO  HEADACHES. 

CALL  OR  WRITE; 

Emergency  Physicians  Group 
(803)  738-9088 
P.  O.  Box  6516 
Columbia,  S.  C.  29260 


Now  we  can  detect  a breast 
cancer  smaller  than  this  dot. 


At  such  an  early  stage,  your  chances  of  living  a 
long,  healthy  life  are  excellent.  But  we  need 
your  help.  The  only  proven  way  to  detect  a 
cancer  this  small  is  with  a mammogram.  A 
mammogram  is  a low-radiation  x-ray  of  the 
breast  capable  of  detecting  a cancer  long 
before  a lump  can  be  felt.  If  you're  over  50,  a 
mammogram  is  recommended  every  year.  If 
you're  between  40  and  50,  or  have  a family 
history  of  breast  cancer,  consult  your  doctor. 
In  addition,  of  course,  continue  your  regular 
self-examinations. 
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1982  ANNUAL  MEETING  OF 
THE  AMA  HOUSE  OF  DELEGATES 

C.  TUCKER  WESTON,  M.  D.* 


The  1982  Annual  Meeting  of  the  AMA  House  of 
Delegates  was  held  in  Chicago,  June  13-17,  1982. 
There  were  305  delegates  seated,  comprised  of 
236  representing  state  medical  associations,  61 
from  National  Specialty  Societies,  and  eight  Sec- 
tion and  Service  Delegates.  Attending  on  behalf  of 
the  SCMA  was  a full  contingent:  AMA  Delegates 
C.  Tucker  Weston,  M.  D.,  and  Waitus  O.  Tanner, 
M.  D.,  AMA  Alternate  Delegates  John  C.  Hawk, 
Jr.,  M.  D.,  and  Donald  G.  Kilgore,  Jr.,  M.  D.; 
President  Euta  M.  Colvin,  M.  D.;  President-Elect 
Randolph  D.  Smoak,  Jr.,  M.  D.;  Secretary  Ken- 
neth N.  Owens,  M.  D.;  Chairman  of  Council 
Leonard  W.  Douglas,  M.  D.;  and  SCMA  Execu- 
tive Vice  President,  Mr.  Charles  Johnson.  Dorothy 
Colvin,  Nancy  Hawk,  Saundra  Smoak  and  Mary 
Anne  Douglas  accompanied  their  husbands,  and 
they  and  other  Auxiliary  members  in  Chicago 
were  of  tremendous  help  in  hosting  the  SCMA 
hospitality  suite  during  the  campaign  for  John 
Hawk’s  re-election  to  the  AMA  Council  on  Con- 
stitution and  Bylaws.  As  you  may  already  know, 
John  won  an  overwhelming  victory,  garnering 
267  votes  out  of  305. 

Major  items  of  interest  to  the  practicing  physi- 
cian, medical  faculty  members,  resident  physi- 
cians and  medical  students  will  be  included  in  this 
summarized  report. 

MEMBERSHIP 

The  Board  of  Trustees  recommended  a Section 
of  Medical  Staffs  in  the  House,  believing  that 
organized  medical  staffs  need  to  be  strengthened. 
This  seemed  to  be  a very  controversial  issue,  but 
the  House  authorized  a Study  Committee  to  con- 
sider alternative  mechanisms  which  will  be  sub- 
mitted at  the  Interim  Meeting.  The  House  heard  a 
progress  report  on  young  physicians  participating 
in  organized  medicine  and  developed  recommen- 
dations to  modify  some  membership  procedures 
to  encourage  the  participation  of  the  younger 
physician. 
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AMA  DUES:  1983 

Noting  the  economic  condition  of  the  country, 
but  recognizing  the  need  for  a firm  financial 
position,  and  considering  that  there  was  no  de- 
crease in  membership  over  the  past  year  when  the 
dues  were  raised,  the  House  approved  a proposal 
to  increase  regular  dues  by  $30  in  1983.  Dues  for 
resident  physicians  will  be  increased  by  $10,  and 
other  dues  categories  will  be  increased  propor- 
tionately except  for  medical  students. 

NATIONAL  HEALTH  POLICY 

For  the  purpose  of  establishing  private  sector’s 
national  agenda  for  dealing  with  health  issues,  the 
House  approved  AMA  development  of  a National 
Health  Policy  for  the  next  two-year  period.  A set 
of  basic  principles  and  a Health  Policy  Plan  will 
be  reviewed  by  AMA  Councils,  the  Board  of 
Trustees  and  the  AMA  House. 

FEDERAL  TRADE  COMMISSION 

The  House  adopted  two  reports  and  three  reso- 
lutions calling  for  continued  strong  support  for 
federal  legislation  pertaining  to  FTC  jurisdiction 
over  the  learned  professions.  Bills  under  consider- 
ation include  S.  2499  which  would  reauthorize  the 
FTC,  amend  the  FTC  act  to  specify  that  there  is 
no  FTC  jurisdiction  over  the  professions,  prohibit 
FTC  pre-emption  of  state  law  and  make  pro- 
cedural reforms  in  FTC  proceedings.  Other  legis- 
lation (S.  1984  and  H.  R.  3722)  would  provide  that 
the  FTC  would  not  have  jurisdiction  over  the 
professions  and  cannot  pre-empt  state  laws  relat- 
ing to  these  professions,  and  would  also  place  a 
moratorium  on  FTC  activities  regarding  state- 
regulated  professions  and  professional  associa- 
tions. 

FUTURE  DIRECTIONS  FOR  MEDICAL  ED- 
UCATION (REPORT  B:CME) 

Of  major  interest,  particularly  in  South  Caro- 
lina recently,  were  the  recommendations  regard- 
ing “Future  Directions  for  Medical  Education,” 
which  were  the  result  of  a two-year  effort  involv- 
ing six  task  forces.  One  major  proposal  approved 
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by  the  House  called  for  a revival  of  the  general 
internship  as  the  transitional  year  between  medi- 
cal school  and  residency.  Other  topics  covered  in 
this  report  were  generalism  and  specialism,  prep- 
aration for  and  admission  to  medical  school,  con- 
tinuing medical  education,  and  licensure  for  the 
practice  of  medicine.  A copy  of  the  entire  report  is 
available  at  SCMA  Headquarters  for  those  physi- 
cians, particularly  in  the  area  of  medical  educa- 
tion, who  desire  to  review  it. 

PROPOSED  PENSION  REFORMS 

As  reported  in  the  SCMA  Newsletter  recently, 
the  House  opposed  the  Rangel  Bill  for  Pension 
Reform  (H.  R.  6410)  and  voted  to  continue  to 
support  equity  in  pension  plans,  including  appro- 
priate increases  in  the  maximum  contribution  to 
self-employed  retirement  plans  (Keogh).  Opposi- 
tion to  the  Rangle  Bill  stemmed  from  the  AMA’s 
belief  that  it  contained  major  discriminatory 
provisions. 

AREAS  OF  MEDICAL  NEED 

The  House  voted  for  the  AMA  to  ask  that  the 
federal  government  consolidate  the  designation 
process  for  identifying  areas  of  medical  need,  and 
to  coordinate  designation  processes  with  state 
agencies  to  eliminate  duplicate  activities.  The 
House  felt  that  state  and  local  medical  societies 
should  have  the  opportunity  to  approve  desig- 
nated underserved  areas,  and  also  felt  that  the 
rules  requiring  automatic  cessation  of  federal  sub- 
sidies when  manpower  guidelines  are  met  should 
be  continued. 

MISCELLANEOUS 

I have  touched  on  several  major  items  thus  far 
in  this  report,  but  other  matters  will  be  of  interest 
to  the  membership  also.  The  House  voted  the 
continuation  of  federal  financial  aid  programs  for 
medical  students  and  agreed  to  urge  the  President 
and  Congress  to  maintain  the  eligibility  of  medi- 
cal students  to  participate  in  the  Guaranteed  Stu- 
dent Loan  Program. 

The  House  approved  policies  regarding  corpo- 
ration or  employer-sponsored  medical  examina- 
tions, which  include  encouraging  employers  who 
provide  this  service  to  be  responsible  for  assuring 
that  the  examinations  are  done  by  physicians 
competent  to  perform  the  examination  required. 
The  House  felt,  however,  that  whenever  practical, 
the  employee  should  be  referred  to  his  or  her 
personal  physician  for  such  professional  services, 
and  if  the  employee  does  not  have  a personal 


physician,  efforts  should  be  made  to  assist  the 
employee  in  obtaining  one. 

The  Civilian-Military  Contingency  Hospital 
System  was  supported  by  the  House.  It  was  felt 
this  system  would  enable  the  United  States  to 
prepare  for  the  treatment  of  casualties  from  any 
future  conventional  military  conflict.  With  re- 
gard to  the  medical  consequences  of  nuclear  war, 
a report  detailing  several  AMA  activities  in  this 
area  was  approved,  and  the  House  called  for  a 
study  of  the  medical  effectiveness  of  relocation 
and  shelter  plans  proposed  by  the  Federal  Emer- 
gency Management  Agency. 

Several  matters  pertaining  to  insurance  were 
acted  on  by  the  House,  including  a resolution  that 
the  AMA  should  investigate  the  frequency  of  and 
seek  a solution  to  the  problem  of  erroneous  pay- 
ments to  insurance  beneficiaries  instead  of  physi- 
cians to  whom  they  have  assigned  such  payments. 
The  House  supported  the  current  system  of  state 
regulation  of  professional  liability  insurance  and 
opposed  any  effort  by  the  federal  government  to 
pre-empt  this  right  of  the  states. 

In  several  other  health-related  matters,  the 
House  reaffirmed  its  support  for  the  concept  of  a 
federal  office  on  Smoking  and  Health.  Also,  the 
concept  of  self-extinguishing  cigarettes  was  en- 
dorsed, and  the  House  voted  continued  support 
for  "The  Cigarette  Safety  Act,”  reiterating  its 
opposition  to  all  smoking. 

A resolution  supporting  state  legislation  man- 
dating the  use  of  seat  belts  and  possible  restraint  of 
infants  and  children  in  motor  vehicles  was  also 
endorsed. 

CONCLUSION 

AMA  House  meetings  provide  a unique  educa- 
tional opportunity,  and  as  one  of  your  Delegates,  I 
would  encourage  you  to  attend  and  participate. 
Any  member  of  the  Association  may  present  testi- 
mony at  the  Reference  Committee  hearings  and, 
of  course,  informal  discussions  on  the  issues  pro- 
vide ample  opportunities  to  get  your  views  across. 
If  you  cannot  attend,  however,  you  will  still  be 
represented  through  your  SCMA  Delegation,  and 
we  hope  you  will  let  us  know  your  opinions.  Many 
AMA  policies  began  with  an  individual  physician 
who  had  a good  idea  and  coaxed  it  through  the 
democratic  process. 

Thank  you  for  allowing  me  and  the  other  mem- 
bers of  our  Delegation  to  the  AMA  the  continued 
opportunity  to  represent  you  and  present  this 
report.  □ 
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“HCAtook  a lot  of  the 
problems  out  of 
starting  my  own  practice.” 


Dr.  Kenneth  Nelson,  M.D.,  Hobbs,  New  Mexico 


‘There  are  a lot  of  problems  in  set- 
ting up  a practice  they  just  don’t 
teach  you  in  medical  school!  HCA 
helped  me  avoid  many  of  them  in 
starting  my  psychiatric  practice  here 
in  Hobbs.  They  helped  in  getting  the 
tools  I needed,  such  as  locating  an 
office,  and  they  went  out  of  their  way 
to  prepare  the  rest  of  the  medical 
community  for  my  arrival. 

“But  more  than  that,  I'm  in  a situ- 
ation where  there  is  a real  need  for 
my  skills,  and  the  town  supports  me. 

I helped  design  and  build  our  psychi- 
atric unit,  and  I’ve  become  medical 
director  of  this  unit.  Quite  simply, 


HCA  offered  me  maximum  profes- 
sional challenge  and  satisfaction, 
while  giving  me  a ‘road  map’  to 
avoid  many  start-up  pitfalls.’’ 

For  information  on  how  HCA  can 
help  you,  send  your  curriculum  vitae 
and  geographical  and  professional 
preferences,  in  confidence,  to 
Charles  M.  Wooden,  Professional 
Relations,  HCA,  P.O.  Box  550, 
Nashville,  TN  37202.  Or  call  toll- 
free  1-800-251-2561. 

U#*  Mk  Hospital  Corporation 
of  America 


Winchester  Surgical  Supply  Company 


200  S.  TORRENCE  ST.,  CHARLOTTE,  N.  C.  28204  Phone  No.  704-372-2240 


MEDICAL  SUPPLY  DIVISION  FOR  YOUR  PATIENTS  AT  HOME 
1500  E.  THIRD  STREET  Phone  No.  704/332-1217 

Winchester-Ritch  Surgical  Company 

421  W.  SMITH  ST.,  GREENSBORO,  N.  C.  27401  Phone  No.  919-273-5581 

We  equip  many  new  Doctors  each  year  and  invite  your  inquiries. 

Emory  L.  Floyd  M.  M.  “Buddy”  Young  J.  Ray  Jackson 

Box  3228  Tel.  803/662-4417  Box  1241  Tel.  803/781-8798  Box  2143  Tel.  803/246-1274 

Florence,  S.  C.  29502  Irmo,  S.  C.  29063  Greenville,  S.  C.  29602 

We  have  salesmen  living  in  South  Carolina  to  serve  you 

We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921, 
and  advertised  CONTINUOUSLY  in  the  S.  C.  Journal  since  January  1920  issue. 
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GOBBLE! 


ALERT 


GOBBLE! 


GOBBLE ! 


It  is  almost  turkey  season  time,  again I'm  not  talking  about  the  turkeys  you 

eat;  but,  the  questionable  Tax  Shelters  you  are  offered Don't  run  into  a Tax 

Sheltered  investment  strictly  on  the  basis  of  a tax  write-off.  There  are  two  rea- 
sons: (1)  the  new  tax  law  heavily  penalizes  participants  in  a program  whose  main 

intent  is  to  provide  tax  write-offs,  rather  than  investment  potential;  and,  (2) 
there  are  plenty  of  Tax  Shelters  that  provide  not  only  the  benefits  of  a tax 

write-off  but  the  potential  for  a return  on  your  investment remember,  check 

with  your  tax  advisor  about  any  tax  benefits  touted  as  part  of  any  investment 
package.  If  you  have  any  questions  about  any  Tax  Sheltered  investment,  please 
contact  me. 


kkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkkk 


RETIREMENT 

ONE  FROM  COLUMN  A,  ONE  FROM  COLUMN  B 

A defined  contribution  plan  can  be  used  to  set  up  either  a Pension  or  Profit  Sharing 
component  to  a qualified  retirement  plan to  reiterate,  a defined  (or  fixed)  con- 
tribution plan  has  the  employer  paying  into  the  plan  a % of  salary There  are  sev- 

eral types  of  defined  contribution  plans.  Some  are:  (1)  Profit  Sharing  Plan-Usually  al- 
located on  the  amount  of  profit  in  excess  of  "X"  amount.  Paid  as  a percentage  of  earn- 
ings as  related  to  total  payroll.  (2)  Thrift/Savings  Plan-Employer  promises  an  employee 
he  will  pay  into  the  retirement  plan  some  percentage  of  what  each  employee  agrees  to  con- 
tribute (maximum  employee's  matchable  contribution  may  not  exceed  6%  of  salary).  (3) 

Thrift  Plan-Benefits  available  to  an  individual  depend  on  amount  of  money  put  into  plan 
for  him  which  is  based  on  years  of  coverage  and  amount  employee  has  agreed  to  put  in. 
Employee  tends  to  take  benefits  in  the  form  of  lump  sum  cash.  (4)  Money  Purchase  Pension 
Plan-Employer  contributes  to  the  plan,  regardless  of  profits,  e.g.,  a %_  of  employee  earn- 
ings, and  requirement  applies  in  good  and  bad  times.  (Money  Purchase  Plan  and  a Thrift 
Plan  operate  identically,  except  for  the  difference  of  qualification  under  IRS.)  (5) 

Target  Plan-Set  up  so  that  an  employee  will  get  a % of  earnings  as  retirement  pay.  Employ- 
er contributes  a fixed  % of  employee  earnings  with  an  expected  market  value  increment 
equal  to  the  assumed  interest,  rate.  If  investments  are  good,  then  retiree  will  get  add- 
ed benefit,  but  if  not  up  to  "target"  employer  makes  up  the  difference.  There  are  several 

other  plans,  but  they  are  applicable  to  specific  situations next  month,  I will  go 

into  Plan  Adminstration . 

INVESTMENTS 

THE  MARKETS  ARE  OFF  AND  RUNNING:  THEY  ARE  IN  THE  FIRST  TURN..... 

The  market  has  moved!  No  Doubt  about  that!  But  the  real  questions  persist:  Is  this  a 
classic  "Bear  Trap?"  Have  I missed  the  move?  Are  the  "Big  Boys"  toying  with  the  small 


(Continued  Financial  Checkup) 

investor?  But,  most  inportant.  How  can  I take  part  in  this  and  future  rallies?  You  have 
basically  three  ways  to  invest  your  money:  (1)  make  your  own  decisions;  (2)  rely  on  a 
broker ' s recommendation  and  then  make  your  decision,  and,  (3)  hire  a professional  port- 
folio manager .....  Before  you  decide,  you  have  to  ask  yourself  the  following  questions: 

Do  I have  time  to  analyze  the  data  needed  to  make  a good  investment  decision? ; Do  I have 
access  to  timely  research?;  and,  Do  I make  investment  decisions  emotionally  or  objectively? 
If  you  can't  answer  these  questions  to  your  satisfaction,  you  should  consider  having  a pro- 
fessional manager  (either  with  your  individual  account  or  through  a mutual  fund)  who  can  pro- 
vide the  expertise  and  the  entry  into  the  market  that  you,  as  an  individual,  cannot  achieve 


ESTATE  PLANNING 

IT  IS  BETTER  TO  GIVE  (AND  PROFIT),  THAN  IT  IS  TO  RECEIVE 


If  you  would  like  to  set  aside  a certain  portion  of  your  assets  for  a specific  charity,  but 
need  the  income  currently  generated  by  them,  consider  a charitable  remainder  trust.  In  this 

agreement,  you  create  an  irrevocable  trust  that  provides  you  with  a predetermined  annual 
income.  The  income  payments  may  be  directed  to  you  or  other  named  beneficiaries,  but  may 
not  be  made  for  more  than  20  years.  The  annual  income  payment  may  either  be  based  upon  a 
fixed  percentage  of  the  net  market  value  of  the  assets  (charitable  remainder  unit  trust) 
or  may  be  a fixed  dollar  amount  (charitable  remainder  annuity  trust) . Upon  death  of  the 
beneficiaries,  all  remaining  assets  pass  to  the  designated  charity. 

In  return  for  this  charitable  donation,  you  are  provided  with  certain  tax  benefits.  At  the 
time  the  trust  is  established,  actuarial  tables  are  used  to  compute  the  estimated  value  of 
the  trust  based  upon  your  life  expectancy.  This  amount  may  then  be  deducted  from  your  gross 
income  as  a charitable  deduction.  Furthermore,  because  the  trust  is  a tax-exempt  entity, 
any  capital  gains  realized  on  the  assests  placed  in  the  trust  are  free  from  capital  gains 
taxes . Depending  on  the  value  of  the  income  payments,  the  individual  who  owned  the  assets 
enjoys  some  of  the  benefits  of  the  appreciated  value  with  minimized  or  no  capital  gains 
tax  liability.  For  example,  assets  purchased  for  $10,000  and  now  worth  $40,000  can  be  put 
in  a charitable  remainder  trust  and  sold  with  you  incurring  no  capital  gains  for  the 
$30,000  profit  at  the  time  you  transfer  the  funds  to  the  trust.  Whether  you  eventually 
will  have  to  pay  any  taxes  on  this  gain  depends  on  the  amount  of  income  paid  to  you  by  the 
trust . 

Charitable  remainder  trust  benefits  both  you  and  the  charity  and  serves  as  an  incentive  for 

people  to  sustain  charitable  institutions. 

* * * * * 

Note:  See  next  month's  newsletter  for  a synopsis  of  the  recent  changes  in  the  tax  laws  that 

might  affect  you. 


* k k  *  * -k 


The  information  contained  herein  has  been  obtained  from  sources  believed  reliable  but  is 
not  necessarily  complete  and  cannot  be  guaranteed.  Any  opinions  expressed  are  subject  to 
change  without  notice.  Neither  the  information  presented  nor  any  opinion  expressed  con- 
stitutes a representation  by  us  or  a solicitation  of  the  purchase  or  sale  of  any  securi- 
ties. South  Carolina  Medical  Association  and  E.F.  Hutton  and  Co.,  Inc.  1982. 


FURTHER  INFORMATION 


If  you  would  like  to  receive  further  information  on  any  of  the  topics  covered  in  this 
newsletter,  please  write  to  Martin  Lefkowitz,  CFP,  E.F.  Hutton  and  Co.,  Inc.,  2700 
Middleburg  Drive,  Suite  200,  Columbia,  S.C.  29204;  or  call  800-922-1112.  (toll  free). 


. Oddly  enough,  the  newest  idea 
in  investments  is  as  old  as  the  hills. 


If  you  have  a pension  or  profit  shar- 
ing plan,  you  need  to  know  about  a new 
idea  that  could  substantially  enhance  your 
return  on  investment. 

The  good  earth. 

South  Carolina  Nationals  Trust 
Division  now  provides  you  with  the  op- 
portunity of  investing  pension  and  pro- 
fit sharing  dollars  in  real  estate  through  a 
collective  investment  fund. 

As  a result,  you  can  participate  in  the 


development  and  ownership  of  properties 
such  as  shopping  centers, office  buildings 
and  industrial  plants. 

And,  according  to  many  analysts, 
real  estate  is  as  valuable  an  investment  as 
you  can  make  today. 

F or  example,  published  reports  sub- 
stantiate the  fact  that  $ 1 ,000  invested  in 
real  estate  in  1 970  would  yield  an  average 
of  33,500  today. 

That’s  far  greater  than  the  compar- 


able return  on  treasury  bills  or  common 
stocks,  and  more  than  double  the  return 
on  long-term  bonds. 

The  real  estate  fund  is  one  of  many 
investment  vehicles  available  from  SCN. 

T o learn  more  about  how  they  can 
benefit  you,  we  encourage  you  to  invest  a 
few  minutes  of  your  time  with  one  of  our 
trust  officers  today. 

It  could  well  be  the  most  profitable 
investment  you’ll  make  this  year. 


South  Carolina  National  Itust  Division 


WHAT  THE  POLLS  TELL  US  (AND  DON’T  TELL  US) 


In  this  issue  of  The  Journal,  Clearie  and  co- 
workers present  the  findings  of  a community  tele- 
phone survey  conducted  in  Columbia,  South  Car- 
olina. Their  findings  “strike  home”  in  that  they 
confirm  some  of  our  darkest  fears.  Only  five  per- 
cent of  the  Columbia  area  respondents  indicated 
that  “my  doctor”  has  “the  most  influence  over  my 
health  habits.  ” The  authors  emphasize  that  physi- 
cians should  play  a more  active  role  in  enhancing 
awareness  of  healthy  life  styles. 

We  should  recognize  that  opinion  polls,  like 
scientific  medical  inquiries,  depend  not  only  upon 
what  questions  are  asked,  but  also  upon  how  the 
questions  are  asked.  The  question  posed  by 
Clearie  and  co-workers,  for  instance,  does  not 
seem  to  indicate  how  strongly  respondents  felt 
their  physicians’  advice  influenced  their  health 
habits.  Indeed,  it  would  be  disappointing  if  the 
“average  person,”  on  the  basis  of  a one  hour  per 
year  annual  physical  examination,  depended 
mainly  on  his  or  her  physician  for  health  advice. 
Alternatively,  the  findings  by  Clearie  and  co- 
workers would  be  consistent  with  the  assumption 
of  a healthy  self-reliance  by  our  citizenry,  with 
physicians  playing  a valuable,  if  often  catalytic 
role. 

Illustrating  the  importance  of  how  questions 
are  asked,  and  whether  the  depth  of  opinion  is 
determined,  were  the  different  findings  of  two 
recent  nationwide  studies.  These  two  studies  ad- 
dressed the  extent  to  which  Americans  are  willing 
at  this  time  to  accept  changes  in  the  health  care 
system.  One  of  the  studies  was  conducted  for  the 
American  Medical  Association  by  the  Gallup 
firm;1  the  other  was  conducted  by  The  New  York 
Times.2  The  questions  were  similar  (Table  1). 
However,  the  answers  on  several  of  the  issues 
differed. 

The  Times  concluded  that  “most  (Americans) 
appear  to  be  willing  to  accept  significant  changes 
in  the  system  to  reduce  costs.  ” The  poll  sponsored 
by  the  AMA,  however,  came  to  a different  conclu- 
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sion:  there  was  relatively  little  support  for  the 
proposed  changes  in  the  health  care  delivery  sys- 
tem. What  explains  the  difference? 

It  turned  out  that,  in  contrast  to  The  Times 
survey,  the  AMA-sponsored  and  Gallup-con- 
ducted  poll  also  surveyed  the  intensity  of  feelings 
over  the  entire  range  of  responses  (Table  2).  It  was 
found  that  fewer  that  ten  percent  of  the  re- 
spondents “strongly  approved”  the  suggested 
changes.  Evidently,  The  Times  survey  empha- 
sized especially  the  negative  aspects  of  patient 
perceptions  of  the  health  care  delivery  system, 
whereas  the  AMA-Gallup  survey  presented  a 
more  balanced  set  of  questions. 

The  sentiment  is  not  infrequently  expressed 
that  pollsters  can,  by  carefully  directing  their 
questions,  actually  contribute  to  the  formation  of 
public  opinion.  Few  public  issues  are  now  debated 
without  poll-taking.  It  is  refreshing  to  note  that 
organized  medicine  has  consistently  sponsored 
and  encouraged  poll-taking  to  evaluate  public 
perceptions  of  our  profession. 

Meanwhile,  the  suggestion  of  Clearie  and  col- 
leagues that  physicians  should  become  more  con- 
cerned with  life  style  modifications  certainly  has 
merit.  This  suggestion  has  been  frequently  voiced 
in  these  columns  as  well  as  in  the  President’s  Pages 
of  The  Journal.  One  would  hope  that  the  coming 
generation  of  physicians  will  increasingly  view 
these  activities  as  worthwhile,  focusing  on  “the 
heights  of  health”  as  well  as  on  “the  depths  of 
illness”  (to  quote  Clearie,  et.  al.).  With  an  antici- 
pated abundance  of  physicians,  one  would  also 
expect  that  physicians  may  become  less  willing  to 
delegate  this  advisory  role  to  paraprofessionals. 

— CSB 
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Table  1. 

FINDINGS  FROM  TWO  SURVEYS  DESIGNED  TO  ASSESS  PUBLIC 
REACTION  TO  CHANGES  IN  HEALTH  CARE  SYSTEM 


AMA-Gallup  (1564  persons) 

New  York  Times  (1530  persons) 

In  the  future,  we  may  be  asked  to  make  some  changes 
in  our  medical  system  to  control  costs.  I am  going  to 
read  some  changes,  and  for  each,  tell  me  whether  you 
would  approve  or  disapprove  of  such  a change 

YES 

“If  it  would  reduce  the  cost  of  health  care,  would  you  be 
willing.  . . . 

1)  For  certain  problems  you  would  not  see  a doctor  but 
rather  a trained  assistant. 

49% 

58% 

1)  ...  to  have  your  routine  illness  treated  by  a nurse  or 
a doctor’s  assistant  rather  than  by  a doctor?” 

2)  Rather  than  having  a personal  doctor  you  would  be 
treated  by  one  of  a group  of  doctors  (like  a clinic). 

39% 

50% 

2)  ...  to  go  to  a clinic  where  you  would  be  assigned  an 
available  doctor  instead  of  going  to  see  your  own  pri- 
vate doctor?” 

3)  You  would  have  to  wait  longer  to  get  an  appoint- 
ment than  you  usually  do. 

19% 

34% 

3)  ...  to  wait  a longer  time  in  order  to  get  an  appoint- 
ment to  see  a doctor?” 

4)  Would  you  want  less  health  insurance  coverage  if  it 
meant  that  you  would  receive  some  money  back  from 
your  employer? 

11% 

45% 

4)  ...  to  pay  a higher  deductible  — that  is,  pay  more  of 
your  medical  bills  before  the  insurance  starts  to  pay?” 

Table  2. 

INTENSITY  OF  FEELINGS  EVIDENT  IN  RESPONSES  TO  FIRST  THREE 
QUESTIONS  IN  AMA-GALLUP  SURVEY  (1564  PERSONS) 

Possible  Changes  in 
Health  Care  System 


Strongly  Strongly  Don’t 

Approve  Approve  Disapprove  Disapprove  Know 


Percent 

Rather  than  having  a personal  doctor, 
you  would  be  treated  by  one  of  a group 
of  doctors  (like  a clinic). 

8 

31 

23 

26 

2 

For  certain  problems,  you  would  not 
see  a doctor  but  rather  a trained 
assistant. 

7 

42 

28 

20 

3 

You  w'ould  have  to  wait  longer  to  get 
an  appointment  than  you  usually  do. 

2 

17 

47 

31 

3 
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“ By  the  work,  one  knows  the  workman . 

— Jean  de  La  Fontaine,  1668 

DEPARTMENT  OF  PUBLIC  AFFAIRS  AND  PROFESSIONAL  RELATIONS 


Featured  on  these  pages  is  the  last  in  the  series 
on  the  five  Departments  of  the  South  Carolina 
Medical  Association,  the  Department  of  Public 
Affairs  and  Professional  Relations.  This  Depart- 
ment has  recently  been  reorganized  and  an  addi- 
tional staff  member  added.  It  consists  of  Mr. 
William  L.  Watson,  Director  of  Public  Affairs; 
Mr.  J.  Frank  Rogers,  Legal  Counsel  and  Director, 
Legislative  Liaison;  and  Ms.  Kay  Douglass,  Ad- 
ministrative Staff  for  Public  Affairs  and  Profes- 
sional Relations. 

WILLIAM  L.  WATSON 

SCMA’s  newest  staff  member,  Bill  Watson,  re- 
turned to  association  work  on  July  15, 1982,  after  a 
year  and  a half  of  semi-retirement.  He  felt  he 
could  make  a contribution  both  to  the  SCMA  and 
to  himself  personally  because  he  missed  associa- 
tion work  and  his  employment  experiences  are 
geared  toward  the  duties  he  has  assumed  at  Asso- 
ciation Headquarters.  His  employment  history 
includes  work  with  the  Pennsylvania  Chapter  of 
Kiwanis  International,  the  Pennsylvania  Medical 
Society,  and  field  representative  for  the  American 
Medical  Political  Action  Committee  (AMPAC), 
culminating  in  his  promotion  to  AMPAC  Execu- 
tive Director,  a position  which  he  held  for  12 
years. 

His  responsibilities  with  the  SCMA  include  co- 
ordinating federal  and  state  legislative  activities, 
membership  recruitment  and  member  services. 
His  background  with  AMPAC  makes  him  well- 
qualified  to  also  direct  SOCPAC  membership  re- 
cruitment and  activities. 

Bill’s  educational  background  includes  studies 
at  Penn  state  University,  the  University  of  Hawaii 
and  numerous  courses  provided  by  the  American 
Management  Association.  He  and  his  wife  have 
three  grown  children,  a son  in  Seattle,  Wash- 
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ington,  and  two  daughters  in  Illinois. 

Spectator  sports  (especially  football  and  base- 
ball) are  included  in  his  outside  interests,  as  well  as 
golf,  bridge  and  gardening  which  he  has  only 
recently  begun  to  pursue. 

J.  FRANK  ROGERS 

Acting  as  SCMA  legal  counsel  and  Director  of 
Legislative  Liaison  is  J.  Frank  Rogers,  Jr. 

Frank  joined  the  SCMA  in  August  of  1978  after 
previous  employment  with  Dun  and  Bradstreet; 
as  a credit  reporter;  Director  of  Research  for  the 
Medical  Affairs,  Education  and  Agriculture  Com- 
mittees of  the  S.  C.  Senate;  and  two  years  in  the 
private  practice  of  law.  He  holds  a B.  S.  Degree  in 
Business  Administration  and  a J.  D.  Degree  from 
the  University  of  South  Carolina. 

Because  he  enjoys  working  with  the  physician 
community,  feeling  that  he  shares  similar  political 
viewpoints,  Frank  advises  SCMA  members  and 
staff  regarding  various  problem  situations  of  a 
legal  nature  affecting  the  medical  profession.  He 
also  investigates  and  suggests  solutions  to  possible 
legal  problems  in  state  and  local  medical  society 
activities.  Major  responsibilities  also  involve  coor- 
dination between  the  state  legislature  and  the 
Association,  and  monitoring  and  analyzing  legis- 
lation as  it  is  introduced  and  proceeds  through  the 
parliamentary  process.  His  personal  contacts  with 
legislators  and  their  staffs  help  keep  the  SCMA 
informed  of  issues  under  consideration  which  af- 
fect the  SCMA  and  health-related  professions. 
When  the  legislature  is  not  in  session,  Frank  works 
on  special  projects  under  the  direction  of  the 
Executive  Vice  President. 

Frank  is  married  and  has  one  13-year-old  son. 
He  enjoys  outdoor  activities  including  backpack- 
ing, tennis  and  yard  work. 
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KAY  L.  DOUGLASS 

Assisting  the  Directors  of  Public  Affairs  and 
Legislative  Liaison,  Kay  has  been  employed  by 
the  SCMA  since  March  of  1977.  She  originally 
began  her  Association  activities  with  the  Rural 
Health  Delivery  Project,  and  when  private  fund- 
ing for  the  project  was  discontinued,  she  remained 
on  the  SCMA  staff  in  other  capacities. 

Kay’s  educational  background  includes  studies 
at  Winthrop  College  and  the  University  of  South 
Carolina  where  she  graduated  with  an  Associate 
Degree  in  Secretarial  Science.  Her  employment 
experience  includes  legal  secretarial  work,  execu- 
tive secretary  to  the  Director  of  the  S.  C.  Educa- 
tional television  Network,  and  secretarial  duties 
with  the  Department  of  Parks,  Recreation  and 
Tourism.  By  far  her  favorite  previous  position, 
however,  was  as  personal  secretary  to  Mrs.  Robert 


E.  McNair  when  she  was  First  Lady  of  South 
Carolina. 

Recently  assigned  as  Administrative  Staff  for 
the  Commission  on  Public  Affairs  and  Profes- 
sional relations,  she  also  assists  with  administrative 
duties  of  the  Legislative  Committee  and  SOC- 
PAC.  She  coordinates  the  Doctor  of  the  Day  pro- 
gram, the  Committee  on  Constitution  and 
Bylaws,  the  Component  Society  of  Housestaff 
Physicians  and  Student  Section  of  the  AMA,  and 
the  Annual  Legislative  Dinner.  She  will  be  assist- 
ing the  SCMA  President  on  the  SCAPELL  Pro- 
gram during  the  upcoming  year. 

Kay  is  a single  parent  with  two  sons,  ages  12  and 
eight.  She  enjoys  bridge,  tennis,  jogging,  cooking 
and  dancing,  and  is  an  avid  University  of  South 
Carolina  football  fan. 

— JGD 


Department  of  Public  Affairs  and  Professional  Relations;  (Seated)  Ms.  Kay  Douglass  and  Mr.  J.  Frank  Rogers;  (standing)  Mr. 
William  L.  Watson. 
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SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

AUXILIARY 


“THE  POTENTIAL  IS  UNLIMITED” 

Some  time  ago,  a seminar  was  held  at  an  AMA  Leadership  Conference.  Participants  included  a 
medical  society  officer  — Mylie  Durham,  Jr.,  M.D.,  Past  President  of  the  Texas  Medical 
Association;  an  Auxiliary  officer  — Renee  Pavey  (Mrs.  George),  Cost  Containment  Chairman  for 
the  Washington  State  Medical  Association  Auxiliary;  and  a medical  society  executive  — Earl 
Thayer. 

Several  very  important  thoughts  came  out  of  this  panel  — important  because  doctors  across  the 
nation  had  not  (until  then)  realized  what  they  were  missing. 

The  purpose  of  the  seminar  was  to  stress  the  importance  of  medical  society /auxiliary 
cooperation,  to  encourage  more  communication  between  the  two  organizations  and  to  give 
examples  of  programs  which  have  been  successful. 

According  to  Earl  Thayer,  Executive  Secretary  of  the  Wisconsin  State  Medical  Society,  “The 
single  most  unused  asset  of  American  medicine  is  the  Auxiliary.”  In  his  opinion,  many  of  the 
problems  of  American  medicine  today  can  be  solved  with  Auxiliary  help. 

Dr.  Durham  said  “Auxiliary  members  are  a tremendous  asset  to  the  medical  profession,  and 
they  have  only  the  best  interest  of  the  medical  profession  as  objectives.  They  are  a volunteer  force 
that  has  long  been  dedicated  to  the  same  principles  as  the  medical  profession.  They’re  not  just  a 
social  group.  They’re  active,  knowledgeable,  adept,  well-informed,  and  they’re  over  80,000 
strong. 

“They  have  excellent  entree  to  other  organizations  through  continual  contact  with  civic  and 
community  groups.  They’re  established  in  every  community  as  a strong,  respected,  viable 
organization,  and  they  can  deliver  your  message  and  be  an  integral  part  of  your  program.  We’ve 
found  them  to  be  tremendous  fund  raisers,  excellent  administrative  assistants,  outstanding 
membership  getters,  great  public  relations  experts,  and  to  possess  remarkable  expertise  in 
community  educational  programs  and  projects.” 

“In  Wisconsin,”  says  Earl  Thayer,  “we  give  the  Auxiliary  the  best,  top-notch,  priority  projects. 
They  are  currently  handling  legislation,  political  action,  and  community  health  education.” 

“Community  health  education,”  he  continued,  “is  this  medical  profession’s  biggest,  best,  finest 
public  image-making,  public  relations  activity  — and  there  is  no  one  more  qualified  to  handle 
community  health  education  than  the  Auxiliary.” 

Thayer  pointed  to  the  Wisconsin  medical  society /auxiliary  Work  Week  of  Health,  an  annual 
cooperative  event  for  the  last  17  years.  The  program  reached  96%  of  400,000  people  in  secondary 
schools  in  Wisconsin. 

“You  can’t  get  better  public  relations,  better  communications,  better  image-building  for 
physicians  than  that.  How  do  we  do  it?  Because  we  finally  put  together  the  Board’s  goals  and 
recognition  of  the  Auxiliary,  and  backed  it  up  with  staff  and  budget  and  space.” 

Dr.  Durham  gave  this  message  to  his  medical  association  colleagues.  “We  need  all  the  help  we 
can  get,  so  if  you’re  not  already  working  as  a closely  knit  team  with  your  medical  Auxiliary,  I 
strongly  urge  you  to  quit  wasting  time  and  start  right  now.  You’ll  soon  be  just  as  amazed  as  many 
of  the  Texas  Medical  Association  members  have  been  at  the  progress  you  will  suddenly  begin  to 
make.  The  potential  is  unlimited,  and  I’m  sure  we’ve  only  scratched  the  surface  in  Texas.  But  we 
know  for  sure;  the  Auxiliary  is  a powerhouse,  and  a valuable  one.” 

Mrs.  Pavey’s  closing  statement  was  as  follows: 

“I  assure  you  there  is  no  better,  absolutely  no  better  supporter,  or  greater  believer  in  the 
American  medical  system  than  your  medical  Auxiliary.” 
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From  the  State  House: 

LEGISLATIVE  UPDATE 


October,  1982 


As  a service  to  our  physician  readers,  we  are  presenting  below  a brief  capsule  of  some 
of  the  more  important  legislative  issues  in  which  SCMA  became  involved  during  the  1981- 
82  Legislative  Session.  Of  the  3,120  bills  and  resolutions  introduced  in  the  General 
Assembly  (2,038  in  the  House  and  1,082  in  the  Senate),  we  kept  track  of  250-300  bills. 
We  took  formal  positions  on  60  bills;  we  supported  21  bills  of  which  9 passed  into  law. 
We  opposed  29  bills  of  which  2 passed  and  27  failed.  It  should  be  noted  that  all  bills 
not  passed  on  at  the  time  of  sine  die  adjournment  in  1982  must  be  re-introduced  during 
another  session. 


The  issues  that  space  allows  are  listed  below,  along  with  the  abbreviations  utilized: 


Senate 

Senate 

Senate 

Senate 

Senate 

Medical  Affairs  - SMA 

Banking  & Insurance  - SB&I 

Agriculture  Committee  - SAC 

Judiciary  Committee  - SJC 

Education  Committee  - SEC 

Senate  Labor,  Commerce  & Industry 
House  Labor,  Commerce  & Industry  - 

House  Judiciary  Committee 
House  Medical  Affairs  Committee  - 

House  Ways  & Means  Committee  - 

SLC&I 

HLC&I 

HJC 

HMA 

HW&M 

LEGISLATIVE  RECORD 
1982-82 

Bill  No.  Title/Intent  of  Legislation 

Current  Status 

SCMA  Position 

S . 636 

Bill  to  re-define  the  practice  of 
Chiropractic  and  provide  for  acti- 
vities prohibited  by  same. 

Passed  Senate.  HMA 
reported  out  favor- 
ably. Died  in  House. 

Support 

H. 3711 

Medicaid  Section  of  General  Appro- 
priations Bill  dealing  with  cuts 
in  physicians’  reimbursement  by 
10%. 

Section  approved  with 
physician  cuts  left 
intact . 

Oppose 

fee  cuts. 

H. 2044 

Bill  to  allow  for  the  delegation 
of  certain  tasks  by  physicians  to 
unlicensed  medical  personnel. 

Passed  Legislature. 

Support 

S.  194 

Bill  to  re-authorize  the  State 
Board  of  Medical  Examiners. 

Passed  Legislature, 
(with  SCMA  Amendments) 

Oppose  as  intro- 
duced and  amend . 

S.731 

Bill  to  re-constitute  Board  of 
MUSC  and  add  three  additional 
members  appointed  by  Governor. 

SFC;  died  in  committee. 

Oppose 

H. 2372 

Bill  to  prevent  discrimination  of 
Podiatrists,  Oral  Surgeons;  mandate 

HLC&I;  tabled  in 
committee . 

Oppose 

health  insurance  policies  to  pro- 
vide coverage. 


Bill  No. 


SCMA  Position 


H. 2545 
H. 2540 
S.  297 

H. 2546 


H. 2576 


H. 2544 
H. 2732 
S.  409 

H. 2202 

S.  568 
H. 2424 
H. 3067 
H. 3037 

H. 3904 


H. 3711 


S.  350 

H.  2850 
H. 2858 

S.  338 


S.750 


H. 3556 
S.  761 


H.  3335 


Title/Intent  of  Legislation 


Current  Status 


Bills  provide  same  as  above,  only 
for  Chiropractors. 


H. 2545  & H. 2540  to  HLC&I 
and  tabled;  S.297  to 
SB&I,  died  in  committee. 


Bill  provides  same  as  above,  only 
for  Nurses. 


Referred  to  HLC&I  and 
tabled. 


Bill  provides  same  as  above,  only 
for  Optometrists. 


Referred  to  HLC&I  and 
reported  out  favorably 
with  amendments.  Died 
on  House  floor. 


Bill  same  as  above,  only  for 
Psychologists 


H.2544  and  H.2732  to 
HLC&I  and  tabled;  S.409 
to  SB&I; died  in  committee, 


JUA  Extension  (until  12/31/83) 

Amendments  to  Administrative  Pro- 
cedures Act.  Increase  90-day 
period  of  Legislative  "veto"  to 
120  days. 

Bill  to  give  Podiatrists  staff 
privileges  equal  to  physicians 
in  all  hospitals  in  the  state. 

Gen.  App.  Bill.  Section  dealing 
with  funding  of  statewide  cancer 
clinics.  Funding  reduced  to  % 
the  original  of  $1.5  million. 

Bill  to  expand  doctrine  of  strict 
liability  to  those  who  deliver 
"services"  (i.e.,  physicians,  etc.) 

Bills  to  establish  a hospital 
cost  commission 

Acupuncture.  Provides  that  it 
be  done  under  supervision  of 
physician  after  referral  from  same. 
SBME  to  regulate. 

Bill  to  require  child  restraints 
in  automobiles 

Omnibus  bills — would  create  a 
Health  & Human  Service  Finance 
Commission  (Gov.'s  office)  to 
plan  and  administer  Social  Service 
programs  (Medicaid) . 


Passed  into  law. 

S.568  passed.  Other 
bills  deferred  or 
tabled. 


HMA;  died  in  committee. 


Funds  increased  to 
$1,161,000  annually. 


SLC&I;  died  in  committee. 


H. 2850  to  HMA;  H.2858 
to  HJC.  No  action. 

Passed  Legislature. 


Passed  Senate;  died  on 
House  floor  with  objec- 
tions . 

S.761  reported  favorably 
from  SFC;  died  on  Senate 
floor.  H.3556  reported 
favorably  from  HMA,  with 
amendments — referred  to 
HW&M;  died  in  committee. 


Bill  to  provide  that  LAC  have  access  Referred  to  HJC;  died  in 
to  medical  records  of  Dept,  of  Men-  committee, 
tal  Health  in  investigative  process. 


Oppose. 


Oppose 

Oppose 


Oppose 

Support 

Support 

Oppose 


Support 

increased 

funding 

Oppose 


Oppose 

Support 


Support 


Support  with 
amendments. 


Oppose 


2 


Bill  No. 

Title/Intent  of  Legislation 

Current  Status 

SCMA  Position 

S.  880 

Bill  to  substantially  deregulate  the 
sales  of  "raw"  milk  in  S.  C. 

Reported  favorably  from 
SAC;  died  on  Senate 
floor. 

Oppose 

Regula- 

tion 

DSS  Regulations  on  reimbursement  of 
hospital-based  and  teaching  physi- 
cians would  adjust  payment  with 
federal  funds. 

Withdrawn  by  DSS. 

Oppose  as  ori- 
ginally written 

H.  2161 

Generic  substituion;  would  libera- 
lize current  law  by  providing  two 
check-offs  on  prescriptions — one 
to  and  one  not  to  substitute. 

Referred  to  HMA  and 
tabled. 

Oppose 

H. 3797 

Bill  to  add  additional  member  (an 
attorney)  to  Patients’  Compensa- 
tion Board. 

HJC;  died  in  committee. 

Oppose 

H. 3651 

Bill  relating  to  registration  of 
Social  Workers.  Amendments  pend- 
ing would  establish  a separate 
licensing  board  for  this  group. 

Passed  into  law  without 
pending  amendments. 

Oppose  amend- 
ments offered 

H.  2391 

Bill  to  establish  Medical  Examiner 
Commission;  Board  made  up  of  Patho- 
logists with  proviso  for  hiring  of 
Pathologists  in  various  counties. 

To  HJC;  died  in 
committee. 

Support 

H.  2320 
H. 2659 

Death  with  Dignity  bill  to  allow 
terminally  ill  patients  to  give 
written  consent  not  to  prolong 
their  life  in  certain  circum- 
stances . 

H.2659  to  HMA  and  tabled. 
H.2320  died  on  House 
floor. 

Support 

S.  10 

Bill  to  regulate  practice  of  Res- 
piratory Therapists;  set  up 
Respiratory  Therapy  Board,  provide 
for  licensing  of  RT 1 s,  penalties, 
etc. 

To  SMA;  died  in 
committee . 

Oppose 

Regula- 

tion 

Nursing  Board;  would  fine  nurses  up 
to  $5,000  for  violation  of  Nursing 
Act;  amend  other  Board  procedures. 

Passed  with  fines 
provision  deleted. 

Oppose  this 
action  (fines) 
via  regulation 

Regula- 

tion 

DSS  "sanctions"  against  Medicaid 
providers . 

Withdrawn  and  re-sub- 
mitted with  SCMA  amend- 
ments . 

Oppose  as 

originally 

written 

H. 3753 

Permit  sanity  hearings  to  be  held  on 
same  day  as  examination  for  patients 
admitted  to  DMH  facility. 

Referred  to  SJC;  died 
in  committee. 

Support 

S.  884 

Resolution  affirming  support  of 
Certified  Nurse  Mid-Wives  as  com- 
petent practitioners  of  health 

Passed  Legislature. 

Oppose 

care. 


Bill  No. 
S.  902 

H. 3303 

H. 2185 

H. 2716 
H. 2307 

H. 2461 

S.  513 

S.l 

H. 2208 
H. 2036 

H. 3490 
S.711 
S.  673 
H. 3305 


Title/Intent  of  Legislation 

Make  pleas  of  nolo  contendere  the 
equivalent  of  a guilty  plea  in  disci- 
plinary actions  before  SBME. 

Bill  to  provide  that  workmen’s  com- 
pensation insurance  pay  for  "repair” 
of  prosthetic  devices. 

Bill  to  prohibit  beer  and  wine  in 
automobiles  except  in  certain  cases. 

Bill  to  repeal  law  allowing  regula- 
tion of  medical  laboratories  by  DHEC. 

Bill  to  apply  helmet  laws  to  persons 
of  all  ages — not  just  18  and  under. 

1981  State  App.  Bill;  proviso 
continuing  court  screening  for 
mental  health  patients. 

Lay-Mid-Wife  Regulations  by  DHEC 
Board;  would  moderatly  revise  regu- 
lations allowing  for  mid-wives  to 
assist  in  births  without  physician. 

Bill  to  authorize  adoption  agencies 
to  release  identity  of  adopted  per- 
sons and  biological  parents  under 
certain  conditions. 

Bill  to  limit  terms  on  State  Boards 
and  Commission  to  two  terms  or 
twelve  years,  whichever  is  less. 

Legislation  to  exempt  services  pro- 
vided solely  by  a business  firm  or 
its  employees  from  Emergency  Medical 
Services  regulations  (DHEC) 

Bill  to  increase  insurance  benefits 
to  employees  under  workmen’s  compen- 
sation. 


Bill  to  eliminate  requirement  that 
candidates  for  licensure  as  Barber 
pass  a TB  or  chest  x-ray. 

Bill  to  allow  plea  of  guilty  but 
mentally  ill  in  criminal  cases 
(eliminates  plea  of  innocent  by 
reason  of  insanity) . 


Current  Status 

SCMA  Position 

Passed  Senate;  refer- 
red to  HMA  and  died 
in  committee. 

Support 

HLC&I;  died  in 
committee . 

Support 

Passed  HJC;  died  on 
House  floor  under 
special  order. 

Support 

Passed. 

Support 

Referred  to  House 
Educ.  & Pub.  Works; 
died  in  committee. 

Support 

Appropriations  Bill 
passed  without  this 
proviso . 

Support  proviso 

Passed  Senate;  tabled 
in  House  committee. 

Oppose 

Passed  Senate;  Oppose 

referred  to  HJC;  died 
in  committee. 


Reported  favorably  Support 

from  HJC;  continued 
(killed)  on  House  floor. 

Referred  to  HMA;  Oppose 

died  in  committee. 


HLC&I;  died  in  Oppose 

committee . 

Support 


Passed  Legislature.  Support 


HJC;  died  in  committee.  Support 


Bill  to  provide  for  regulation,  certi-  SMA;  died  in  committee, 
fication  and  training  of  (High  school) 

Athletic  Trainers. 
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A percutaneous  transluminal  approach  to  the 
treatment  of  arteriosclerotic  disease  was  first  in- 
troduced by  Dotter  and  Judkins  in  1964  from  the 
University  of  Oregon.1  This  technique  involved 
using  progressively  larger  dilating  catheters  to 
enlarge  a stenotic  lesion  in  peripheral  leg  vessels; 
however,  they  suggested  that  “externally  con- 
trolled concentric  expansion’’  of  the  dilating 
catheter  would  improve  this  technique  and  was 
being  developed. 

From  these  beginnings  Gruentzig,  a cardiolo- 
gist from  Switzerland,  and  co-workers  pioneered 
the  development  of  an  inflatable  balloon  system 
for  the  treatment  of  coronary  artery  stenoses.2  On 
September  16,  1977,  the  first  successful  per- 
cutaneous transluminal  coronary  angioplasty 
(PTCA)  was  performed  by  Dr.  Gruentzig  on  a 
patient  with  a 90%  left  anterior  descending  coro- 
nary artery  stenosis;  this  patient  remains  well 
today.3,  6 In  1979  the  results  of  his  first  50  patients 
undergoing  PTCA  over  an  18-month  period  of 
time  were  published.4  Since  that  time,  PTCA  has 
become  established  as  a non-investigational  thera- 
peutic modality  offering  the  opportunity  in  se- 
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Columbia,  S.  C.  29204. 


lected  cases  for  direct  attack  on  coronary  arterio- 
sclerosis.5 In  many  patients,  this  obviates  the  need 
for  coronary  artery  bypass  surgery,  extensive 
physical  restrictions,  and  long-term  medications. 
Our  first  six  months  experience  involving  30  pa- 
tients undergoing  PTCA  at  the  Providence  Hospi- 
tal in  Columbia,  S.  C.,  along  with  a discussion  of 
this  exciting  new  aspect  of  interventional  an- 
giography, provides  the  basis  for  this  report. 

TECHNIQUE 

Our  approach  to  PTCA  is  that  recommended 
by  Gruentzig.4  The  usual  protocol  is  that  for  car- 
diac catheterization  via  the  femoral  artery  ap- 
proach with  local  anesthesia  plus  the  addition  of 
po  aspirin,  IV  Dextran  40,  nifedipine  po  and 
sublingually,  complete  heparinization,  and  intra- 
coronary nitroglycerin.  Two  or  three  angiograms 
are  repeated  as  it  is  usually  several  days  since  the 
diagnostic  cath  which  initially  identified  the 
stenotic  vessel  to  be  dilated.  The  balloon  catheter 
is  then  advanced  through  the  guide  catheter  just 
beyond  the  stenosis  and  the  transtenotic  gradient 
is  recorded.  The  balloon,  which  is  20  mm  long 
with  a maximum  diameter  of  3.0  mm,  is  inflated 
four  to  ten  times  for  periods  of  ten  to  15  seconds 
with  increasing  pressure.  Pressure  gradients  are 
measured  across  the  lesion  before  and  after  each 
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dilatation.  Dilatations  are  stopped  when  no 
change  in  the  gradient  on  successive  inflations 
occur.  Two  or  three  angiograms  with  hemi-axial 
views  are  then  obtained.  The  patient  is  returned  to 
the  CCU  for  further  observation  for  approx- 
imately 18  hours  and  is  ambulated  the  following 
day.  The  patient  is  usually  discharged  the  second 
day  after  angioplasty  with  recommendations  for 
increasing  activity  and  for  treadmill  exercise  test- 
ing within  the  next  one  to  two  months.  We  are 
following  Gruentzig  s recommendations  towards 
repeat  catheterization  in  six  months  and  again  one 
to  two  years  after  the  initial  procedure. 

PATIENT  POPULATION 

Between  September  22,  1981  and  March  25, 
1982,  a total  of  662  patients  underwent  diagnostic 
cardiac  catheterization  by  our  group  at  the  Provi- 
dence Hospital  in  Columbia,  S.  C.  Thirty-one  pa- 
tients were  identified  to  whom  we  offered  PTCA 
as  a potential  alternative  to  coronary  artery  bypass 
grafting.  Thirty  patients  selected  PTCA  attempts 
with  one  patient  selecting  surgery.  This  subset 
selecting  PTCA  included  22  men  with  a mean  age 
of  47  years  and  eight  women  with  a mean  age  of 
62  years  (Table  1). 


Table  1 

30  PATIENTS  ACCEPTING  PTCA  ATTEMPTS 


1.  Men  22  (73%) 

Age  Range 36-70  years 

Age  Mean 47  years 

2.  Women  8 (27%) 

Age  Range 42-73  years 

Age  Mean 62  years 

3.  Class  III  Angina  8 (27%) 

4.  Class  IV  Angina  22  (73%) 

5.  Prior  MI 10  (30%) 

6.  Single-Vessel  Disease  19  (63%) 

7.  Double- Vessel  Disease  8 (27%) 

8.  Triple-Vessel  Disease  3 (10%) 


Significant  coronary  artery  disease  was  defined 
as  50%  or  greater  obstruction  of  the  luminal  diam- 
eter of  one  or  more  of  the  three  major  coronary 
arteries.  Angiograms  were  reviewed  by  two  or 
more  cardiologists.  In  our  series,  there  were  19 
patients  with  single- vessel  disease  (63%),  eight 
patients  with  double- vessel  disease  (27%),  and 
three  cases  with  triple-vessel  disease  (10%).  One 
patient  had  a 50%  left  main  obstruction  and  is 
listed  under  triple-vessel  disease;  this  patient  had  a 


TOTAL 


PATIENT 


POPULATION 


160  (24.1%)  Underwent 
Bypass  Surgery 


23  Patients  Primary 
(76.7%)  Success 


662  Patients  cathed 


31  (4.7%)  Potential  PTCA  Candidates 


Patients  Accepted 
PTCA  ATTEMPTS 


Pa 

Emergency 

Surgery 

FIGURE  1 


right  coronary  artery  dilatation.  Ten  of  the  30 
patients  had  prior  myocardial  infarctions  (30%), 
but  only  four  underwent  dilatation  of  the  vessel 
serving  the  area  of  the  prior  infarction.  Two  of 
these  had  subendocardial  infarctions  in  this  area 
and  the  other  two  had  residual  ischemia  docu- 
mented by  the  development  of  a new  Thallium 
perfusion  defect  during  treadmill  testing. 

Our  first  successful  dilatation  of  the  right  coro- 
nary artery  is  shown  in  Pictures  1A  through  IB. 
This  is  a 58-year-old  black,  married,  retired  truck 
driver  who  presented  with  Class  IV  angina.  A 99% 
proximal  right  coronary  artery  lesion  with  a 57 
mm  mercury  gradient  across  the  lesion  was  pres- 
ent. The  post-PTCA  angiogram  is  shown  in  Pic- 
ture IB.  The  residual  lesion  immediately  after 
dilatation  is  25%  while  the  gradient  has  been 
reduced  to  10  mm  of  mercury.  The  change  in  the 
transtenotic  gradient  is  also  depicted.  (See  Pic- 
tures 1C  and  ID.) 

An  example  of  a successful  left  anterior  de- 
scending (LAD)  lesion  dilatation  is  shown  in  Pic- 
ture 2.  This  56-year-old  white,  married  housewife 
presented  with  a one-week  history  of  Class  IV 
angina  with  anterior  wall  T-wave  inversions.  Her 
initial  gradient  was  40  mm  of  mercury  and  was  10 
mm  of  mercury  after  dilatation.  Her  stenosis 
changed  from  95%  to  20%  of  the  luminal  diame- 
ter. 

SELECTION 

Subtotal  single-vessel  coronary  artery  disease 
has  been  suggested  as  the  anatomic  prototype  for 
PTCA  attempts.  We  adhere  to  this  recommenda- 
tion with  some  reservations.  Isolated  single-vessel 
disease  requiring  surgical  consideration  is  not  a 
common  clinical  problem.  However,  many  in- 
stances occur  in  which  only  one  vessel  is  critically 
stenosed  while  less  significant  disease  is  present 
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Picture  1AA:  RCA  LESION  WITH  BALLOON  INFLATED 


Picture  IB:  POST-PTCA  OF  RCA  LESION 
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95%  RCA  LESION:  POST-PTCA  GRADIENT 


Picture  2AA:  LAD  LESION  WITH  BALLOON  INFLATED 
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Picture  1C 

95%  RCA  LESION:  PRE-PTCA  GRADIENT 


Picture  2A:  95%  PROXIMAL  LAD  LESION 


Picture  2B:  POST-PTCA  OF  LAD  LESION 
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elsewhere.  In  these  cases,  PTCA  can  change  a 
potentially  surgical  case  to  a stable  medical  one 
and,  in  other  instances,  delay  the  time  at  which 
surgery  might  be  necessary. 

Recent  onset  of  symptoms  and  a younger  age 
have  also  been  suggested  as  descriptors  for  an 
ideal  PTCA  prototype,  as  lesions  in  such  patients 
are  less  likely  to  be  hardened  and  calcified.4  These 
clinical  factors  may  indeed  be  useful  in  predicting 
the  overall  success  of  PTCA  in  patient  subsets  but 
their  absence  is  not  a contraindication  to  PTCA 
attempts.  Anatomic  factors  such  as  (1)  accessibili- 
ty of  the  lesion;  (2)  tortuosity  of  the  vessel  just 
distal  to  the  lesion,  and  (3)  presence  of  severe 
calcifications  — all  appear  to  have  more  import 
on  the  success  of  the  PTCA. 

RESULTS 

Our  first  30  consecutive  patients  are  listed  in 
terms  of  overall  primary  success  in  Table  2,  suc- 
cess being  defined  as  at  least  25%  increase  in 
luminal  diameter  of  the  vessel  involved.  Actually, 
in  our  series  only  one  patient  had  a less  than  50% 
increase  in  luminal  diameter  of  his  primary  lesion. 
Two  patients  had  two  PTCA  attempts;  both  had 
very  proximal  LAD  lesions.  During  the  first  at- 
tempt the  LAD  vessel  could  not  be  selectively 
cannulated  with  the  guiding  catheter.  The  second 
attempt  was  successful  in  each  case  and,  inter- 
estingly, one  was  initially  attempted  via  the 
femoral  approach  and  the  other  via  the  brachial 
approach.  The  second  successful  approach  in  each 
case  was  via  the  alternate  route. 

Emergency  bypass  surgery  was  necessary  in 
two  cases  and  is,  thus,  reported  as  unsuccessful. 
Emergency  bypass  is  defined  as  surgery  required 
during  the  procedure  or  within  one  hour  after  the 
procedure.  Both  of  our  emergency  cases  went 
directly  from  the  cath  lab  to  the  operating  suite. 
One  patient  with  a 90%  LAD  lesion  was  success- 
fully dilated  to  a 50%  lesion,  but  developed  chest 


Table  2 

FIRST  30  CONSECUTIVE  PATIENTS 


Total  No. 

Male 

Female 

Primary  Success 

. . 23  (77%) 

17 

6 

Failure  

7 (23%) 

5 

2 

Emergency  Surgery  . . . 

2 (6.7%) 

2 

0 

MI  (Dissection)  

1 (3.3%) 

0 

1 

Deaths  

0 

0 

0 

pain  with  ST-segment  elevation  anteriorly  within 
five  minutes  after  the  last  dilatation.  The  other 
patient  had  a 90%  right  coronary  artery  stenosis 
and  began  to  have  severe  prolonged  chest  pain 
with  second-degree  heart  block  and  inferior  ST- 
segment  elevation  before  the  dilating  catheter 
could  be  advanced  to  the  area  of  stenosis.  Surgery 
was  successful  in  both  cases  although  both  patients 
had  enzyme  elevation  indicative  of  infarction  but 
never  developed  Q-waves  post-operatively;  both 
have  convalesced  well. 

Another  patient  experienced  an  inferior  myo- 
cardial infarction  secondary  to  dissection  of  her 
right  coronary  artery.  She  did  not  develop  signifi- 
cant Q- waves  and  had  a radionuclide  ventriculo- 
gram two  weeks  after  infarction  which  revealed 
an  ejection  fraction  of  65%  without  inferior  wall 
segmental  wall  contraction  abnormalities.  A large 
diameter  balloon  catheter  was  used  in  her  case  as 
the  coronary  artery  appeared  to  be  of  large  cali- 
ber; this  may  have  contributed  to  the  dissection. 
Angiography  immediately  after  the  dissection 
suggested  occlusion  of  a small  posterolateral 
branch  artery  to  the  left  ventricle.  This  patient  has 
done  well  and  the  six-month  angiogram  is  pend- 
ing. 

Table  3 depicts  our  experience  with  selected 
vessels.  The  LAD  vessel  in  all  series  seems  to  have 
the  highest  primary  success  rate  and  certainly 
ours  is  no  exception  (90%  success).  This  likely 
relates  to  the  accessibility  of  the  LAD  vessel  and 
its  anatomic  relationship  to  our  present  catheter 


Table  3 

INDIVIDUAL  VESSELS 


SUCCESSES 

Number  of  Attempts 

% Increase  in 
Vessel  Diameter 

% Decrease  in 
Pressure  Gradient 

LAD 

19  (90%) 

21 

57%  (Mean) 

23  mmHg 
(Mean) 

RCA 

5 (62.5%) 

8 

73%  (Mean) 

30  mmHg 
(Mean) 

CIRC 

0 (0%) 

2 

0 

0 

Totals 

24  (77%) 

31 

60.4%  (Mean) 

24.5  mmHg 
(Mean) 
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system.  All  of  our  LAD  lesions  were  crossed  by  the 
balloon  catheter.  Of  the  two  unsuccessful  LAD 
attempts,  one  underwent  emergency  surgery,  as 
described  above,  and  the  other  lesion  could  not  be 
dilated.  The  latter  patient  subsequently  under- 
went successful  coronary  artery  bypass  surgery 
several  weeks  later  because  of  the  persistence  of 
symptoms.  In  one  patient,  a 90%  LAD  lesion  was 
dilated  and  a more  proximal  50%  LAD  lesion  was 
dilated  as  the  balloon  catheter  was  being  with- 
drawn with  a change  in  the  50%  lesion  to  a 25% 
lesion.  Of  the  remaining  five  unsuccessful  PTCA 
attempts  (three  right  coronary  and  two  circum- 
flex artery  lesions),  we  were  unable  to  cross  the 
lesions  in  each  case. 

DISCUSSION 

PTCA  is  no  longer  an  experimental  exercise, 
but  a definite  therapeutic  procedure  that  can 
result  in  persistent  relief  of  angina  when  success- 
fully applied.5'  6' 7 Although  much  is  to  be  learned 
about  the  procedure  and  its  indications,  objective 
evidence  continues  to  mount  that  not  only  does 
PTCA  improve  angiography  appearance,  but  also 
the  patient  s symptoms  of  myocardial  ischemia 
judged  by  exercise  scintigrams.6,  9 The  exact 
mechanism  whereby  the  diseased  vessel’s  internal 
lumen  is  increased  appears  to  involve  local  split- 
ting of  the  intima  along  with  some  dilatation  of 
the  entire  vessel.  Subsequent  healing  of  the  local 
dissection  results  in  many  cases  in  a further  in- 
crease in  the  luminal  diameter  as  judged  by  an- 
giography six  months  later.6 

In  each  of  our  cases,  we  have  attempted  to 
document  ischemia  in  the  area  supplied  by  the 
diseased  vessel  before  PTCA.  This  has  been  done 
by  treadmill  exercise  testing  in  most  patients  with 
Thallium  scanning;  however,  we  have  not  exer- 
cised those  patients  with  chest  pain  at  rest  with 
associated  fluctuating  ECG  changes  since  it  may 
be  hazardous  to  do  so.  Our  data  at  this  point  are 
incomplete  concerning  exercise  studies,  but  re- 
cent National  Heart,  Lung,  and  Blood  Institute 
studies  corroborate  functional  improvement  in 
exercise  studies  after  PTCA.8 

There  appears  to  be  a 20%  recurrence  rate  of 
the  obstruction  which  usually  occurs  one  to  three 
months  after  the  initial  PTCA.9  Lortunately,  the 
restenosis  commonly  is  not  an  abrupt  reclosure 
but  rather  a gradual  restenosis  with  a return  of 
symptoms;  symptoms  can  be  severe  when  they  do 
return.  Greater  than  50%  of  those  with  recur- 
rences can  be  successfully  reopened  by  PTCA  and 


long-term  patency  achieved.  If  restenosis  recurs  a 
second  time,  aortocoronary  bypass  grafting  is  rec- 
ommended as  subsequent  PTCA  attempts  seem  to 
be  fruitless.  Patency  at  six  months  has  been  associ- 
ated with  patency  for  greater  than  four  years. 
Lurther  long-term  results  will  be  forthcoming  as 
the  procedure  has  been  used  on  a worldwide  basis 
less  than  five  years. 

Our  primary  success  rate  of  77%  in  our  first  30 
patients  compares  favorably  to  Dr.  Gruentzig’s 
65%  success  rate  in  his  first  50  cases.  Also,  the 
recently  published  National  Heart,  Lung  and 
Blood  Institute  study  indicated  a 64%  success  rate 
in  their  first  59  patients'  while  the  NHL&BI  — 
PTCA  Registry  recorded  59%  primary  success 
rate  nationwide.9  No  doubt,  patient  selection  is 
important  just  as  there  is  a definite  learning  curve 
involved.  Obviously,  being  an  experienced  an- 
giographer  is  also  essential  as  each  of  us  doing 
PTCA’s  have  done  well  over  1,000  coronary  ar- 
teriograms. We  think  that  as  our  experience  with 
PTCA  grows  and  as  catheter  systems  improve,  our 
primary  success  rate  will  improve  to  the  80-90% 
range.6 

Gruentzig  has  recommended  that  a potential 
for  at  least  one  PTCA  per  week  be  present  before 
a group  launches  into  this  form  of  interventional 
angiography.8  Ten  percent  of  bypass  patients  are 
currently  projected  as  being  PTCA  candidates.4,  8 
In  our  series,  31  of  662  patients  (4.7%)  undergoing 
angiography  were  thought  to  be  PTCA  candi- 
dates and  this  represented  19.4%  of  potential  by- 
pass patients  (31  of  191)  studied  during  this  six- 
month  interval  (Ligure  1).  Thus,  one  could  extrap- 
olate that  greater  than  1,000  angiograms  per  year 
should  serve  as  a basis  for  beginning  PTCA. 

In  every  center  doing  PTCA’s,  emergency  sur- 
gical back-up  is  mandatory.  Close  coordination 
among  cardiologists,  cardiovascular  surgeons,  and 
cardiovascular  anesthesiologists  allows  a worst 
case  set  of  circumstances  to  be  considered  fully  in 
every  patient  from  a medical  and  surgical  view- 
point. An  incidence  of  6.8%  for  emergency  sur- 
gery nationwide  necessitates  having  a surgeon 
and  an  operating  suite  available  when  PTCA  is 
being  attempted.9 

We  have  not  attempted  PTCA  on  saphenous 
vein  grafts  as  the  situation  has  yet  to  arise.  How- 
ever, patients  who  previously  had  aortocoronary 
bypass  grafting  do  have  a higher  risk  because  of 
the  technical  aspects  of  reoperation  should  emer- 
gency surgery  be  necessary.  Also  for  reasons  that 
are  presently  unclear,  it  does  appear  that  a higher 
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success  rate  is  achieved  when  bypass  lesions  are  at 
the  distal  anastomotic  site  or  in  the  main  portion 
of  the  graft  rather  than  proximally.  We  have  also 
not  attempted  dilatation  of  left  main  coronary 
artery  stenoses  as  there  seems  to  be  a much  lower 
likelihood  of  success  with  an  obviously  much 
higher  risk  of  severe  complications. 

SUMMARY 

Percutaneous  transluminal  coronary  angioplas- 
ty is  a successful  alternative  to  medical  treatment 
and  bypass  surgery  for  selected  patients  with  coro- 
nary artery  disease.  Our  first  30  consecutive  pa- 
tients undergoing  PTCA  are  presented.  These  30 
patients  represent  4.5%  of  the  patients  undergoing 
cardiac  catheterization  by  our  group  during  this 
six-month  period.  Our  primary  success  rate  is  77% 
with  6.7%  incidence  of  emergency  bypass  sur- 
gery. There  have  been  no  deaths  in  our  series 
although  the  NHL&BI  — PTCA  Registry  reports 
a 1%  nationwide  death  rate.9  A higher  primary 
success  rate  is  reported  for  LAD  lesions  and,  cer- 
tainly, this  is  true  in  our  cases  (90%  success).  Close 
surgical  cooperation  and  back-up  is  a sine  qua  non 
for  a successful  PTCA  program.  □ 


ADDENDUM:  After  our  first  full  year,  our  overall  success  rate 

for  PTCA  is  58  out  of  71  (81.7%). 
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“HCA  offered  me 
an  excellent  professional 
situation.” 


Dr.  Robert  A.  Groves,  M.D.,  Hobbs,  New  Mexico 


“After  returning  from  an  overseas 
medical  post,  I accepted  the  offer 
of  Lea  Regional  Hospital  (an  HCA 
affiliated  facility)  to  move  to  Hobbs 
and  begin  a private  practice  in 
neurosurgery. 

“HCA  assisted  me  all  the  way. 
They  have  a sensible  physician  re- 
cruiting program  that  is  aggressive 
yet  sensitive  to  the  needs  of  both 
the  physician  and  the  community. 
HCA  supports  me  with  a well-run 
hospital  that  is  responsive  to  the 
need  for  expanded  ancillary 
services — such  as  a new 
CT  scanner  and  additional 
O.R.,  I.C.U.  and  X-ray 


space — as  the  medical  staff  and  the 
town  grow.  As  a result  of  HCA’s 
careful  recruiting,  I’m  busy  and  enjoy 
the  support  of  both  my  colleagues 
and  the  Hobbs  community.” 

For  information  on  how  HCA  can 
help  you,  send  your  curriculum  vitae 
and  geographical  and  professional 
preferences,  in  confidence,  to 
Charles  M.  Wooden,  Professional 
Relations,  HCA,  P.O.  Box  550, 
Nashville,  TN  37202.  Or  call  toll- 
free  1-800-251-2561. 

Hospital  Corporation 
nun  of  America 
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STRESS:  ITS  RELATIONSHIP  TO  THE 
PATHOGENESIS  OF  CORONARY  HEART  DISEASE 


SYLVESTER  R.  MLOTT,  Ph.D.* 

NATURE  AND  EFFECTS  OF 
STRESSFUL  EVENTS 

Understanding  the  nature  and  effects  of  stress- 
ful events  has  long  been  a major  concern  of  health 
care  workers.  The  idea  that  bodily  reactions  occur 
in  response  to  severely  tense  environmental  condi- 
tions is  now  widely  accepted.  An  early  attempt  to 
systematize  such  relationships  was  that  of  Adolf 
Meyers1  life  chart  which  dealt  with  the  temporal 
sequence  linking  the  occurrence  of  life  events  and 
symptoms.  More  recently,  Holmes  and  Rahe2 
added  to  our  understanding  the  qualities  that 
appear  causally  related  to  later  illness  by  quan- 
tifying the  extent  of  readjustment  required  by 
selected  events.  Working  in  a similar  vein,  Ten- 
nant and  Andrew3  devised  a scale  to  measure  the 
cause  of  life  event  experience  on  succeeding  ill- 
ness. Their  scale  appears  to  be  a useful  method  in 
assessing  the  way  groups  with  different  illnesses 
perceive  their  own  experience  in  terms  of  three 
causal  components,  (1)  pure  chance,  (2)  the  sub- 
ject’s own  behavior,  and  (3)  the  behavior  of  others. 
In  a study  by  Anderson4  using  ROTTER’S  SCALE 
OF  INTERNAL-EXTERNAL  CONTROL,  it 
was  found  that  internals  tended  to  perceive  less 
stress,  employed  more  task-centered  coping  be- 
haviors with  fewer  emotion-centered  coping  be- 
haviors than  externals.  Over  a period  of  time  the 
successfully  coping  internal  subject  became  more 
internal  (greater  degree  of  reliance  upon  himself), 
whereas  unsuccessfully  coping  external  subjects 
(reliance  upon  fate,  chance  or  luck)  became  more 
external. 

It  appears  that  individuals  with  already  estab- 
lished illness  or  proneness  to  anxiety  tend  to  react 
to  moderate  pain  stimulation  with  greater  phys- 
iological disturbance  in  various  organ  systems 
than  individuals  who  are  free  of  illness.  It  has  been 
demonstrated  that  the  physiological  system  that  is 
particularly  responsive  to  experimental  stress  is 
more  likely  to  be  one  that  is  habitually  involved  in 
the  patient’s  illness,  that  is,  one  that  produces 
symptoms.5 

° Department  of  Psychiatry  and  Behavioral  Sciences,  Medical 
University  of  South  Carolina,  Charleston,  S.  C.  29425. 


CORONARY  HEART  DISEASES 

William  Osier6  described  the  coronary  patient 
in  the  year  1892  as  a person  who  worked  at 
maximum  capacity,  and  incessantly  strived  for 
success  in  his  professional,  commercial  and  politi- 
cal life.  Over  the  following  years,  considerable 
epidemiologic  evidence  has  appeared  to  support 
these  early  clinical  impressions  and  to  indicate 
that  personality,  emotions,  and  disturbing  life  ex- 
periences are  involved  in  the  pathogenesis  of  coro- 
nary heart  disease.7  The  Framington  Heart  Study8 
conducted  from  1965  to  1967  administered  ques- 
tionnaires to  1822  subjects  which  provided  mea- 
sures of  personality  type,  sociocultural  mobility, 
situational  stress  and  somatic  strain  (tension,  anx- 
iety systems,  daily  stress  and  anger  symptoms). 
Clusters  of  questions  selected  by  a panel  of  ex- 
perts, and  verified  by  item  and  factor  analysis, 
formed  scales  of  TYPE  A behavior  and  other 
psychosocial  states.  The  Framington  TYPE  A be- 
havior was  highly  correlated  with  daily  stress 
(.47),  emotional  lability  (.43),  tension  (.42),  anger 
symptoms  (.37),  and  ambitiousness  (.31).  Women 
were  less  likely  than  men  to  be  ambitious  and  to 
exhibit  the  TYPE  A behavior,  but  were  more 
likely  than  men  to  be  emotionally  labile,  tense, 
and  to  suppress  hostility.  Haynes  et  al.g  found 
women  who  developed  coronary  heart  disease 
(CHD)  scored  significantly  higher  on  the  Fram- 
ingham TYPE  A behavior,  suppressed  hostility, 
had  higher  tension  and  anxiety  symptom  scales 
than  women  remaining  free  of  CHD.  TYPE  A 
women  also  developed  twice  as  much  CHD  and 
three  times  as  much  angina  as  TYPE  B women. 
The  study  in  essence  suggests  that  TYPE  A behav- 
ior and  suppressed  hostility  may  be  invoked  in  the 
pathogenesis  of  CHD  in  both  men  and  women. 

Jenkins  10  defines  the  TYPE  A person  as  one 
who  engages  in  a relatively  chronic  struggle  to  ob- 
tain an  unlimited  number  of  poorly  defined 
things  in  his  environment  in  the  shortest  period  of 
time.  These  individuals  are  often  deeply  commit- 
ted to  their  vocation  or  profession  while  other  as- 
pects of  their  lives  are  relatively  neglected.  In  re- 
viewing behavioral  risk  factors  in  coronary  artery 
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disease,  Jenkins  supports  the  premise  that  TYPE  A 
behavior  precedes  the  clinical  emergence  of  coro- 
nary artery  disease  (CAD).  He  further  states  the 
known  impact  of  behavior  and  psychological 
states  on  blood  pressure,  serum  free  fatty  acids, 
serum  lipids,  platelet  aggregation,  blood  clotting 
mechanisms,  endocrine  activity,  and  sympathetic 
nervous  system  activity  reaching  the  heart  and 
major  vessels  argues  strongly  that  any  behavioral 
predisposition  to  intense,  frequent,  and  sustained 
central  nervous  system  arousal  increases  the  prob- 
ability of  disordered  cardiovascular  function. 
Obrist  et  al.n  states  that  although  we  don’t  under- 
stand the  basis  for  the  individual  differences  in 
myocardial  reactivity,  some  evidence  suggests 
that  the  more  reactive  subjects  became  more  en- 
gaged in  performance  tasks.  However,  this  expla- 
nation does  not  account  for  the  generalization  of 
reactivity  to  conditions  requiring  no  task  involve- 
ment. Lazarus,12  in  evaluating  the  individual  dif- 
ferences in  myocardial  reactivity,  indicated  that 
in  any  given  situation  one  must  consider  both  how 
the  individual  appraises  the  situation  as  well  as 
how  he  copes  with  it.  Obrist  et  a/.13  in  their  studies 
found  that  providing  a subject  an  opportunity  to 
control  stressful  events  is  associated  with  beta- 
adrenergic  influences  (more  pronounced)  on  the 
myocardium  and  vascular.  It  was  found  that  the 
more  rapid  dissipation  of  the  initial  increases  in 
systolic  blood  pressure,  heart  rate  and  carotid  dP/ 
dt  in  the  impossible  tasks  and  conditions  encoun- 
tered could  be  attributed  to  the  way  subjects  per- 
ceive the  control  they  had  over  the  situation. 
Hurst  et.  al.14  concludes  that  the  relationship  of 
psychological  stress  to  the  onset  of  medical  illness 
can  best  be  described  as  a complex  interaction 
involving  psychological,  physical,  historical,  and 
social  factors  rather  than  by  a simple  causal  link. 
Rabkin  et  al.15  in  their  review  of  the  literature  on 
the  relation  of  life  events,  stress,  and  illness  show 
that  illness  onset  is  the  outcome  of  multiple  char- 
actistics  of  the  individual  interacting  with  inter- 
dependent factors  in  the  individual’s  social 
context,  in  the  presence  of  a disease  agent.  Hoehn- 
Saric  et  al.16  in  their  studies  found  that  an  indi- 
vidual can  be  conditioned  to  a state  of  heightened 
cardiovascular  excitability  by  a topic  even  if  this 
state  were  originally  triggered  by  a different 
mechanism  and  only  accidentally  became  associ- 
ated with  the  topic.  The  authors  conclude  it  is 
possible  that  those  persons  who  experience  fre- 
quent stressful  situations  develop  excitatory  car- 
diovascular responses  not  only  to  the  actual  stress 
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situations,  but  coincidentally  to  other  situations 
which  had  only  minimally  affected  the  autonomic 
nervous  system.  In  such  cases,  the  resulting 
damage  to  the  cardiovascular  system  could 
greatly  exceed  the  amount  expected  from  the 
summation  of  the  individual  stress  situations.  That 
emotional  stress  is  accompanied  by  measurable 
changes  in  arterial  blood  pressure,  heart  rate, 
stroke  volume,  cardiac  output  and  peripheral  re- 
sistance is  now  well  documented.17,  18'  19,  20,  21 
Rahe22  in  his  studies  found  that  a measurable 
build-up  in  recent  life  changes  occurs  during  the 
six  month  interval  prior  to  myocardial  infarction 
or  abrupt  coronary  death  in  two-thirds  to  three- 
fourths  of  the  responses,  while  Bove23  found  that 
physical  stress  from  exercise  and  emotional  stress 
from  anxiety,  fear  or  anger  provokes  similar  re- 
sponses and  altered  the  blood  circulation  in  simi- 
lar ways.  The  author  believes  these  changes 
should  be  considered  in  the  treatment  of  patients 
with  heart  disease,  especially  those  who  have 
heart  failure  or  coronary  artery  disease  with  an- 
gina. He  found  Beta-adrenergics  blocking  agents, 
as  well  as  mild  tranquilizers  useful  in  inhibiting 
emotional  response.  Chamber  and  Resier24  also 
found  stressful  life  events  often  preceded  the  de- 
velopment of  episodes  of  congestive  failure  in 
patients  with  established  cardiac  disease.  In  each 
instance  these  events  seemed  to  have  highly  spe- 
cific meaning  for  the  patient  in  relation  to  his 
previous  life  experiences  and  conflicts.  Also,  these 
specific  events  appeared  to  be  superimposed  upon 
a chronic  state  of  sustained  emotional  tension.  As 
demonstrated  by  other  researchers,  diminution  in 
functional  cardiac  reserve  during  tension  may 
occur  as  a result  of  interference  with  intrinsic 
cardiac  mechanisms  governing  heart  rate  and 
rhythm.25,  26,  27 

THERAPEUTIC  APPROACHES 

Although  it  is  generally  recognized  that  having 
experienced  stress  on  prior  occasions  prepares  one 
(to  some  slight  extent)  for  handling  stress  reac- 
tions,28 what  specific  steps  or  procedures  should 
the  physician  utilize  when  stress  reactions  are 
evident  in  his  patients?  Since  we  know  adaptive 
coping  strategies  are  often  associated  with  a pe- 
riod of  cognitive  reappraisal  in  which  the  conflict, 
loss,  or  area  of  turmoil  is  identified,  it  may  be  that 
the  physician  in  an  understanding  and  supportive 
manner  can  be  of  some  assistance  in  helping  the 
patient  work  through  and  deal  in  a realistic  man- 
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ner  with  the  area  of  stress  being  experienced  in 
terms  of  the  patient’s  own  available  resources  and 
strengths.  Alternatively,  allowing  the  patient  to 
employ  various  subterfuges  or  activities  in  an 
effort  to  avoid  “working  through”  the  stress  prob- 
lem can  result  in  even  greater  intensified  levels  of 
experienced  stress. 

Freedman^  al.5  believes  the  treatment  of  stress 
reactions  involves  introducing  effective  leader- 
ship and  control  as  early  as  possible.  This  is  accom- 
plished by  the  leader  (the  physician  etc.)  present- 
ing himself  as  a model  of  alertness,  self-discipline 
and  reduced  anxiety,  as  well  as  the  giving  of 
simple,  matter  of  fact  directions.  He  (the  leader) 
encourages  verbalization  of  the  experiences  in  a 
supportive  and  reassuring  environment,  and  at- 
tempts to  evoke  whatever  strengths  constituted 
the  former  self-esteem  of  the  person.  Still  another 
approach  utilized  in  cases  of  stress  and  anxiety  is 
that  proposed  by  Shapiro29  which  emphasizes  the 
need  for  the  stressed  individual  to  take  more 
control  over  his  own  life.  The  individual  is  asked 
to  define  his/her  criteria  for  determining  when 
stress-anxiety  is  present,  and  then  to  explore  the 
possible  antecedents  which  occurred  prior  to  the 
stress-anxiety  and  the  consequences  following 
such  stress-anxiety  reactions.  Vassel  and  Laux30 
found  that  training  in  the  presence  of  stress  re- 
sulted in  decreased  heart  rate  and  performance  in 
the  testing  phase.  The  findings  supported  the 
hypothesis  that  training  under  stress-inducing 
conditions  increases  stress  resistance  which  gener- 
alizes to  a novel  stressor  and  which  leads  the 
person  to  experience  the  novel  stressor  as  being 
less  stressful.  When  the  stress  reaction  involves  a 
social  loss  (as  a loved  one),  the  physician  may  assist 
his  patient  in  developing  a relationship  with  an- 
other individual  who  has  experienced  a similar 
loss.  The  use  of  such  a confidante,  when  found, 
allows  the  patient  to  discuss  his/her  problems  with 
someone  who  is  then  willing  and  available  to  listen 
in  a sympathetic  manner.  One  of  the  difficulties 
of  the  older  patient  is  that  the  coping  oppor- 
tunities of  earlier  years  are  no  longer  available  to 
them  (as  reducing  tension  by  hard  work,  vigorous 
sports,  etc.),  and  it  may  be  the  task  of  the  physi- 
cian to  explore  and  develop  alternatives  as  suit- 
able hobbies,  etc. 

The  use  of  progressive  relaxation  with  stressed 
individuals  has  also  been  found  to  be  effective  and 
easily  mastered.  The  technique  involves  the  pro- 
gressive tensing  and  relaxing  of  muscles  starting 
with  the  forehead  and  descending  to  the  eyes, 


face,  jaw,  and  neck  muscles.  This  procedure  is 
continued  in  descending  order  to  the  shoulders, 
the  hands,  chest,  trunk  and  legs. 

Other  techniques  such  as  hypnorelaxation 
(hypnotic  sessions  oriented  around  suggestions  to 
relax),  biofeedback  (or  any  form  of  behavioral 
approach  permitting  the  individual  perhaps  for 
the  first  time  to  be  “in  control”  and  not  just  a 
victim  of  his  stress-anxiety  discomfort)  are  also  of 
benefit  to  the  physician  if  such  services  are  avail- 
able for  his  patients.  Although  any  or  all  of  the 
techniques  mentioned,  as  well  as  the  use  of  medi- 
cation (Beta-adrenergics  blocking  agents,  tran- 
quilizers, etc.)  appears  to  offer  great  benefit  to  the 
stressed  individual,  the  most  help  may  come  from 
the  physician  who  appears  ready  to  listen,  under- 
stand and  be  available  for  those  who  need  him.  □ 


REFERENCES 

1.  Schless  AP,  Terchman  A,  Mendels  J,  Di  Gracomo  JN:  The 
role  of  stress  as  a precipitating  factor  of  psychiatric  illness. 
Brit.  J.  Psychiat.  130  (Jan):19-22,  1977. 

2.  Holmes  TH.  Rahe  RH:  The  social  readjustment  rating 
scale.  J.  of  Psychosom.  Res.  11:213-218,  1967. 

3.  Tennant  C,  Andrews  G:  A scale  to  measure  the  cause  of  life 
events.  Australian  and  New  Zealand  ].  of  Psychiatry. 
11:163-167,  1977. 

4.  Anderson  CR:  Locus  of  control,  coping  behaviors,  and 
performance  in  a stress  setting:  A longitudinal  study.  J.  of 
Applied  Psychol.  62:446-451,  1977. 

5.  Freedman  AM,  Kaplan  HI,  Saddock  BJ:  Comprehensive 
Textbook  of  Psychiatry.  Baltimore,  Williams  and  Wilkins, 
1972. 

6.  Osier  W : Lectures  on  angina  pectoris  and  allied  states  cited 
in  Friedman,  M.,  Pathogenesis  of  Coronary  Artery  Dis- 
ease. New  York,  McGraw-Hill,  1969. 

7.  Jenkins  CD:  Recent  evidence  supporting  psychologic  and 
social  risk  factors  for  coronary  disease.  1.  N Engl  Med 
294:987-994,  1976. 

8.  Haynes  SG,  Levine  S,  Scotch  N,  Feinleism  M,  Kannel  WB: 
The  relationship  of  psychosocial  factors  to  coronary  heart 
disease  in  the  Framingham  study:  1.  Methods  and  risk 
factors.  AM  J Epidemiol  107:362-383,  1978. 

9.  Haynes  SG,  Feinleib  BM,  Kannel  WB:  The  relationship  of 
psychosocial  factors  to  coronary  heart  disease  in  the  Fram- 
ingham study.  III.  Eight-year  incidence  of  coronary  heart 
disease. 

10.  Jenkins  CD:  Behavioral  risk  factors  in  coronary  artery 
disease.  Ann  Rev  Med  29:543-562,  1978. 

11.  Obrist  PA,  Grignolo  A,  Hastrup  JL,  Koepke  JP,  Langer 
AW,  Light  KC,  McCubbin  JA,  Poliak  MH:  Behavioral- 
Cardiac  interaction  and  hypertension  Handbook  of  A 
Medical  Psychology:  Vol.  1,  Cardiovascular  Disorders 
(Krants  DS,  Baun  DS,  and  Singer  JE,  eds)  Hillsdale,  N.  J. 
Lawrence  Erlbaum  (In  Press). 

12.  Lazarus  RS:  A strategy  for  research  on  psychological  and 
social  factors  in  hypertension.  J Human  Stress  4:35-40, 
1978. 

13.  Obrist  PA,  Gaebelin  CJ,  Teller  ES,  Langer  AW,  Grignolo 
A,  Light  KC,  McCubbin  JA:  The  relationship  among  heart 
rate,  carotid  dP/dt,  and  blood  pressure  in  humans  as  a 
function  of  the  type  of  stress.  Psychophvsiologv  15  (No. 
2):  102-1 15,  1978. 


October  1982 


545 


STRESS  AND  CORONARY  HEART  DISEASE 


14.  Hurst  MW,  Jenkins  CD,  Rose  RM:  The  relations  of  psycho- 
logical stress  to  onset  of  medical  illness.  Ann  Rev  Med 
27:301-312,  1976. 

15.  Rabkin  JG,  Strevening  EL:  Life  events,  stress  and  illness. 
Science  194  (4269):  1013-1020,  1976. 

16.  Hoehn-Saric  R,  Liberman  B,  Imber  S,  et  al Attitude 
change  and  attribution  of  arousal  in  psychotherapy.  J Nerv 
Ment  Dis  159:234-243,  1974. 

17.  Alexander  F:  Emotional  factors  in  essential  hypertension. 
Psychosom  Med  1:139,  1939. 

18.  Ax  AF:  The  physiological  differentiation  between  fear  and 
anger  in  humans.  Psychosom  Med  15:433,  1953. 

19.  Funkenstein  DH,  King  SH,  Drolette  M:  The  experimental 
evocation  of  stress.  Symposium  on  stress  Army  Medical 
Service  Graduate  School.  Washington,  1953. 

20.  Grollman  A:  Effect  of  psychic  disturbances  on  the  cardiac 
ouptut,  blood  pressure,  and  oxygen  consumption  in  man. 
Amer  J Physiol  89:584,  1929. 

21.  Hickam  JB,  Gargil  WH,  Golden  A:  Cardiovascular  reac- 
tions to  emotional  stimuli:  Effects  on  cardiac  output,  ar- 
teriovenous oxygen  difference,  arterial  pressure  and 
peripheral  resistance.  J Clin  Invest  27:290,  1948. 

22.  Rahe  RH:  Stress  and  strain  in  coronary  heart  disease.  J 


South  Carolina  Med  Assoc.  72  (2):7-14,  1975. 

23.  Bove  AA:  The  cardiovascular  response  to  stress.  Psycho- 
som 18  (4):13-17,  1977. 

24.  Chambers  W,  Resier  MF:  Emotional  stress  in  the  pre- 
cipitation of  congestive  heart  failure.  Psychosom  Med 
15:38,  1953. 

25.  Katz  LN,  Winston  SS,  Megibow  R:  Psychosomatic  aspects 
of  cardiac  arrhythmias.  Ann  Int  Med  27:261,  1947. 

26.  Mainzer  F,  Krause  M:  Influence  of  fear  on  electrocardio- 
gram. Brit  Heart  J 2:221,  1940. 

27.  Crede  RH,  Chivers,  NC,  Shapiro  AP:  Electrocardiograph- 
ic abnormalities  associated  with  emotional  disturbances. 
Psychosom  Med  13:277,  1951. 

28.  Laux  L,  Vossen  G:  Impact  of  stress  experience  on  achieve- 
ment behavior  under  stress  inducing  condition.  Archiv  fur 
Psychologie  129  (1):25-37,1977. 

29.  Shapiro  DH:  Zen  meditation  and  behavioral  self-control 
strategies  applied  to  a case  of  generalized  anxiety.  Psychol- 
ogy XIX:134-137,  1976. 

30.  Vassel  G,  Laux  L:  The  impact  of  stress  experience  on  heart 
rate  and  task  performance  in  the  presence  of  a novel 
stressor.  Biolog  Psychol  6 (3):  193-201,  1978. 


When  a 

Seems  Insurmountable 

your  patient  can  benefit  from  the  Southern  Pines 

Psychiatric  hospitalization  for  children,  adolescents  and  adults,  including  intense 
programs,  short  and  intermediate-term  hospitalization,  crisis  intervention  and  a year-round 
accredited  school  program . Individualized  treatment  programs  are  developed  under  the 
direction  of  physicians. 

Eli  Breger,  M.D.;  Medical  Director 

Approved  for  CHAMPUS,  Blue  Cross,  Medicare  and  most  private  insurance 

Southern  Pines  is  an  affiliate  of  The  Brown  Schools  of  Texas  and  is 


a Healthcare  International  hospital. 


SOUTHERN  PINES 

A Psychiatric  Hospital 


For  information  contact: 
Peggy  Young,  A.C.S.W. 
Director  of  Admissions 
P.0.  Box  70489 
Charleston,  SC  29405 
(803)  747-5830 


546 


The  Journal  of  the  South  Carolina  Medical  Association 


MASSIVE  HYDROURETERONEPHROSIS 
PRESENTING  AS  MULTIPLE  MASSES 
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ABDOMINAL  WALL* 
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A patient  presented  with  multiple  protruding 
abdominal  masses,  initially  believed  to  be  dilated 
loops  of  bowel.  Combined  use  of  ultrasound  and 
radionuclide  scanning  established  the  anatomic 
and  functional  relationship  of  the  kidney  to  the 
masses,  and  defined  the  problem  as  massive  hy- 
droureteronephrosis.  This  case  illustrates  the  use 
of  ultrasound  and  radionuclide  studies  in  a com- 
plementary fashion  to  solve  a diagnostic  dilemma. 

CASE  REPORT 

A sixty  year  old  male  was  admitted  in  respira- 
tory distress,  secondary  to  a right  lower  lobe  pneu- 
monia. Physical  examination  on  admission  re- 
vealed a poorly  nourished  male  in  moderate  respi- 
ratory distress;  tachycardia;  temperature  97°  F.; 
an  S3  gallop;  decreased  breath  sounds  bilaterally;  a 
large  ventral  hernia  through  which  protruded 
multiple  masses;  soft,  chalky  stool;  a normal 
prostate. 

Initial  laboratory  data  were  unremarkable  ex- 
cept for  a BUN  of  66  mg/dL  and  creatinine  of  2.4 
mg/dL.  Chest  radiograph  demonstrated  an  en- 
larged heart.  Radiograph  of  the  abdomen  re- 
vealed gas  filled  segments  of  small  and  large 
bowel.  Electrocardiogram  revealed  atrial  flutter 
with  an  atrial  rate  of  234/minute  and  ventricular 
rate  of  117/minute.  Significant  history  included 
multiple  abdominal  surgical  procedures  for  recur- 
rent upper  gastro-intestinal  bleeding,  including  a 
partial  gastrectomy,  exploratory  laparotomy  and 
incisional  hernia  repair.  In  addition,  an  intra- 
venous pyelogram  performed  ten  years  prior  to 
admission  revealed  a mild  right  hydroureter- 

° From  the  Medical  Service,  Department  of  Surgery,  and 
Department  of  Radiology,  Wm.  Jennings  Bryan  Dorn  Vet- 
erans’ Hospital,  Columbia,  S.  C.,  and  the  University  of 
South  Carolina  School  of  Medicine. 

Address  correspondence  to  Dr.  Rosansky  at  the  Wm.  Jen- 
nings Bryan  Dorn  Veterans’  Hospital,  Columbia,  S.  C. 
29201. 


onephrosis,  moderate  left  hydronephrosis  without 
visualization  of  the  ureter  below  the  ureteropelvic 
junction,  and  evidence  for  benign  prostatic  hyper- 
trophy. Serum  creatinine  varied  from  1.3  to  2.2 
mg/dL  from  1973  to  1978. 

The  patient  was  hospitalized  two  months  ear- 
lier for  severe  dehydration,  urinary  retention, 
prerenal  azotemia  (BUN  85  mg/dL,  creatinine 
3.5  mg/dL),  a urinary  tract  infection  and  fecal 
impaction.  During  that  admission,  physical  exam- 
ination revealed  the  same  multiple  abdominal 
masses,  believed  to  be  stool  filled  loops  of  bowel 
protruding  through  a large  ventral  hernia.  After  a 
manual  fecal  disimpaction  the  abdominal  masses 
decreased  in  size.  Subsequently,  an  ultrasound 
examination  of  the  abdomen  (Unirad  Model 
#EDP  1000  with  digital  gray  tone  scale  using  the 
3.5  mHz  transducer)  demonstrated  three  echo- 
free  cystic  masses  measuring:  12X17X20  cm  in 
the  left  upper  quadrant;  9X9X16  cm  in  the  right 
upper  quadrant  below  the  liver;  8X12X15  cm  in 
the  mid-line  below  the  umbilicus  (Fig.  1).  These 
apparently  interconnected  cystic  masses  had  the 
sonographic  appearance  compatible  with  fluid 
filled  loops  of  bowel. 

During  the  patient’s  final  admission  he  was 
treated  for  dehydration,  pneumonia,  congestive 
heart  failure  and  fecal  impaction.  A repeat  ultra- 
sound was  performed  which  was  essentially  un- 
changed from  the  previous  study.  Since  the 
relationship  of  the  abdominal  masses  (seen  on 
ultrasound)  to  the  kidneys  could  not  be  clearly 
delineated  with  the  ultrasonogram,  a 99mm  tech- 
netium glucoheptonate  renal  scan  was  performed 
(Fig.  3).  This  study  suggested  that  the  cysts  were 
connected  to  the  kidneys.  It  also  demonstrated  a 
poorly  functioning  right  kidney  and  a virtually 
non-functioning  left  kidney,  the  patient  was  again 
noted  to  be  in  urinary  retention  and  was  catheter- 
ized.  Following  drainage  of  1100  cc’s  of  sterile 
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FIGURE  1 — Initial  ultrasonogram:  A and  B.  Longitudinal 
and  transverse  sections  through  the  left  abdominal  mass. 
Note  the  superficial  location  of  the  mass  and  its  extension 
beyond  the  lateral  body  wall  margins  which  is  best  seen  in 
the  transverse  section.  C and  D.  Longitudinal  and  trans- 
verse sections  of  the  right  abdominal  mass.  GB  = gallblad- 
der, L = liver,  Ao  = aorta.  Open  arrows  denote  the  right 
sided  masses;  Closed  arrows  denote  the  left  sided  mass. 
Note  that  the  masses  appear  to  be  interconnected. 

urine,  the  multiple  abdominal  masses  were  noted 
to  be  decreased  in  size,  and  a repeat  ultrasono- 
gram was  performed  the  following  day.  This 
study  revealed  that  the  right  upper  quadrant  cys- 
tic masses  decreased  to  one-fourth  of  their  original 
size  (Fig.  2),  suggesting  that  the  multiple  abdomi- 
nal cystic  masses  were  due  to  hydroure- 
teronephrosis.  The  patient’s  urine  output  the  day 
following  catheterization  was  approximately  100 
ml  per  hour.  Despite  an  apparently  stable  course 
clinically  the  following  day  the  patient  expired. 

The  post  mortem  examination  revealed:  severe 
bilateral  hydroureteronephrosis  (Fig.  4);  nodular 
prostatic  hyperplasia  with  trabeculation  and 
thickening  of  the  urinary  bladder  wall;  bilateral 
emphysema;  a markedly  dilated  heart;  bilateral 
pleurai  effusions.  The  cause  of  death  was  felt  to  be 
cardiac  arrest  secondary  to  severe  congestive 
heart  failure. 


FIGURE  3 — Ultrasonogram  performed  after  urinary 
drainage  by  a foley  catheter  (see  text).  A.  Transverse  Scan  B. 
Longitudinal  scan  of  the  left  side.  Open  arrows  denote  right 
sided  masses;  closed  arrows  denote  left  sided  mass.  Note  the 
decrease  in  size  as  compared  to  figure  1. 

probably  due  to  both  distended  feces  filled  bowel 
and  to  the  massively  dilated  ureters  and  collecting 
system  of  the  kidneys.  The  patient’s  ten  year 
history  of  obstructive  uropathy,  secondary  to  be- 
nign prostatic  hyperplasia,  probably  resulted  in 
massive  hydronephrosis  and  hydroureter.  Benign 
prostatic  hypertrophy  may  have  lead  to  chronic 
ureteral  obstruction  by  direct  compression  of  the 
intravesical  ureters  and  by  elevation  of  bladder 
pressure  from  increased  residual  urine.1  Chronic 
ureteral  obstruction  and  recurrent  urinary  tract 
infections  may  have  impaired  ureteral  contrac- 
tility.2 The  rapid  decrease  in  hydronephrosis  after 
catheterization  which  was  documented  by  ultra- 
sound study  (Fig.  2)  suggested  that  our  patient 
had  an  excellent  potential  for  recovery  of  ureteral 
function  had  he  not  died  of  severe  congestive 


DISCUSSION 

The  patient’s  multiple  abdominal  masses  were 


FIGURE  2 — Radionuclide  renal  scan  using  99  mTc- 
Glucoheptonate.  The  area  of  increased  uptake  represents 
functional  renal  parenchymal;  the  areas  of  decreased  ac- 
tivity corresponds  to  the  cystic  regions  seen  on  the 
ultrasonograms. 
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FIGURE  4 — Photograph  of  autopsy  findings  of  the  urinary 

system. 
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heart  failure. 

The  presence  of  impaired  renal  function  (se- 
rum creatinine  2.4  - 3.5  mg/dL)  made  it  unlikely 
that  an  intravenous  pyelogram  would  have  ade- 
quately displayed  this  patient’s  hydroureter- 
onephrosis,  and  may  also  have  resulted  in  acute 
renal  failure.3  Combined  use  of  ultrasound  and 
radioisotope  studies  avoided  this  risk  and  pro- 
vided the  unexpected  diagnosis.  Because  of  the 
patient’s  poor  clinical  condition  and  multiple 
huge  abdominal  masses,  the  ultrasound  could  not 
be  performed  in  the  usual  prone  position  and  was 
thus  not  diagnostic.  The  subsequent  radionuclide 
scan  of  the  kidneys  revealed  that  the  cystic  masses 
were  functionally  connected  to  the  kidneys.  Al- 
though cystic  renal  masses  are  included  in  a dif- 
ferential diagnosis  of  abdominal  sonolucent 
masses,  these  renal  masses  are  usually  renal  par- 
enchymal cysts.4  Hydronephrotic  kidneys  in 
adults  may  appear  as  sonolucent  abdominal 
masses  but  are  usually  recognizable  as  renal  in 
origin  by  the  surrounding  renal  parenchyma.5 
Renal  cysts  are  usually  located  posteriorly  in 
adults,  and  thus  do  not  cause  protuberance  of  the 
anterior  abdominal  wall.  An  exception  can  occur 
in  young  children  where  massive  hydronephrosis 
may  present  as  protuberant  abdominal  masses.6 


SUMMARY 

An  elderly  patient  with  a ten  year  history  of 
obstructive  uropathy  and  mild  renal  insufficiency 
presented  with  multiple  abdominal  masses.  The 
masses  were  originally  though  to  be  herniated 
loops  of  bowel  but  were  discovered  to  be  due  to 
bilateral  hydronephrosis  and  hydroureter  through 
the  combined  use  of  B-mode  ultrasound  and  radi- 
onuclide renal  scanning.  These  complimentary 
imaging  modalities  may  be  very  useful  to  evaluate 
renal  function  and  renal  anatomy,  especially  in  a 
patient  with  compromised  renal  function.  □ 
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Oddly  enough,  the  newest  idea 
in  investments  is  as  old  as  the  hills. 


If  you  have  a pension  or  profit  shar- 
ing plan,  you  need  to  know  about  a new 
idea  that  could  substantially  enhance  your 
return  on  investment. 

The  good  earth. 

South  Carolina  Nationals  Trust 
Division  now  provides  you  with  the  op- 
portunity of  investing  pension  and  pro- 
fit sharing  dollars  in  real  estate  through  a 
collective  investment  fund. 

As  a result,  you  can  participate  in  the 


development  and  ownership  of  properties 
such  as  shopping  centers, office  buildings 
and  industrial  plants. 

And,  according  to  many  analysts, 
real  estate  is  as  valuable  an  investment  as 
you  can  make  today. 

For  example,  published  reports  sub- 
stantiate the  fact  that  31,000  invested  in 
real  estate  in  1 970  would  yield  an  average 
of  33,500  today. 

That’s  far  greater  than  the  compar- 


able return  on  treasury  bills  or  common 
stocks,  and  more  than  double  the  return 
on  long-term  bonds. 

The  real  estate  fund  is  one  of  many 
investment  vehicles  available  from  SCN. 

T o learn  more  about  how  they  can 
benefit  you,  we  encourage  you  to  invest  a 
few  minutes  of  your  time  with  one  of  our 
trust  officers  today. 

It  could  well  be  the  most  profitable 
investment  you’ll  make  this  year. 


South  Carolina  National  Ihist  Division 


NEWSLETTER 


OcXobeA,  1982 


******** 


COUNCIL  MEETING,  SEPTEMBER  15,  1982 

At  last  month's  Council  meeting,  members  heard  numerous  committee  reports  and 
took  appropriate  actions  if  necessary.  These  are  summarized  below. 


CONTINUING  MEDICAL  EDUCATION 


The  SCMA  Committee  on  Continuing  Medical  Education  has  approved  re-accreditation 
of  Anderson  Memorial  Hospital  for  sponsorship  of  Category  I through  V continuing 
medical  education  programs,  and  co-sponsorship  of  other  CME  activities  in  the  area. 
Plans  for  the  1983  Annual  Meeting  scientific  sessions  are  progressing,  and  should 
be  finalized  by  the  end  of  this  month.  General  Session  topics  will  include  Cardio- 
vacular  Diseases  and  Nutrition,  and  21  workshops  on  other  subjects  will  be  available 


The  Committee  has  been  asked  to  review  changes  proposed  by  the  Federation  of  State 
Medical  Boards  for  the  FLEX  examinations  which  would  separate  them  into  two  parts, 
requiring  the  passage  of  the  first  part  before  the  second  year  of  postgraduate 
training.  The  proposal  would  also  remove  states'  recognition  of  the  National  Board 
of  Medical  Examiners'  certification  as  part  of  the  pathway  to  licensure.  The 
Council  of  Medical  Specialty  Societies  has  asked  the  SCMA  to  join  that  organiza- 
tion in  opposing  the  changes. 


COMMITTEE  TO  PLAN  STATE  MEETINGS 


Council  approved  several  recommendations  from  the  Committee  to  Plan  State  Meetings, 
chaired  by  Speaker  of  the  House,  J.  Gavrin  AppZuby,  M.  V.  The  policy  of  not  having 
any  meetings  scheduled  in  conflict  with  House  of  Delegates'  sessions  at  Annual 
Meetings  was  re-affirmed,  and  specialty  societies  participating  in  Annual  Meeting 
activities  in  the  past  have  been  so  notified.  The  previous  policy  of  having  a wide 
array  of  ribbons  on  name  badges  at  the  Annual  Meeting  will  be  discontinued  effec- 
tive 1983,  si  nee  their  use  has  diminished  the  main  purpose  for  which  they  were 
intended,  and  has  become  both  cumbersome  and  very  costly.  Ribbons  will  be  limited 
to  current  officers.  Past  Presidents  and  SOCPAC  members;  delegates  and  alternates 
will  be  so  designated  on  name  badges  which  will  be  color-coded  for  easy  identification 


PERINATAL  AND  MATERNAL  HEALTH  COMMITTEE 


The  Committee  on  Perinatal  and  Maternal  Health  is  presently  developing  a grant  appli- 
cation for  private  funds  to  conduct  training  in  high  risk  infant  stabilization, 
formalized  transport  agreements,  usage  of  the  perinatal  transport  system,  and  evalua- 
tion of  project  effectiveness.  The  grant  application  will  be  reviewed  by  Council 
later  this  month. 


AD  HOC  COMMITTEE  ON  MEDICAID  AND  INDIGENT  CARE 


Under  the  Chairmanship  of  l\)tCZtam  H.  HzAtZA.,  M.  V. , Stxtk  VtAtAtct  CoanztZoA,  this 
committee  has  met  twice,  has  analyzed  the  problems  in  the  Medicaid  Program  and  has 
begun  considering  possible  solutions  by  assigning  them  to  various  members  for  study 
and  recommendations.  County  societies  are  being  surveyed  as  to  physician  partici- 
pation in  the  Medicaid  program,  and  southeastern  states  are  being  asked  to  furnish 
their  techniques  for  impacting  on  decisions  about  Medicaid.  The  Committee  plans  to 
involve  SOCPAC,  thz  LzgtsZattvz  AzttvtttzA  Commtttzz,  thz  Pa bZtz  PzZattonA  Commtttzz 
and  the  M zdtzaZ  SzA.vtzoA  Commtttzz  in  its  attempts  to  deal  with  the  Medicaid  problem. 
The  over-all  question  of  care  for  the  medically  indigent  is  being  held  in  abeyance 
pending  pursuit  of  solutions  to  the  Medicaid  issues,  and  will  be  addressed  at  a 
later  date. 


COMMITTEE  ON  NURSING  AND  OTHER  NON-M,  D.  HEALTH  PROFESSIONALS 


Council  considered  a report  on  the  South  Carolina  Hospital  Association's  Nursing 
Demonstration  Project  and  agreed  to  continue  SCMA's  participation,  emphasizing  that 
such  participation  did  not  constitute  endorsement  of  project  activities.  Plans 
involve  providing  four  test  hospitals  with  a generalized  listing  of  nurse  satisfiers, 
via  modification  of  nurses'  paperwork,  changes  in  administrative  and  nursing  support, 
revisions  in  nursing  salaries,  changes  in  nurse/physician  working  relations,  or 
other  possible  problem  areas.  Testing  hospitals  will  subsequently  select  specific 
activities  within  these  areas  to  address  through  nurse/physician/administrator 
collaborative  committees. 

CoanztZ  haA  zmphaAtzzd  that  tt  muAt  Azvtm  and.  appAovz  t\ iz  go.mAaZA.zzd  ZtAttng  oft 
AattAfitz'iA  pAtoA  to  AabmtAAton  to  the.  tzAt  hoApZXatA  and  maAt  aJZt>o  appA.ovz  thz 
Apzzt{)tz  tzAtA  to  ZnzAzaAZ  naAAz  job  aoZZa {^aztton  oa  dzitgnzd  by  pa/ittcZpattng 
hoApttaZA.  Otherwise,  the  membership  will  be  notified  of  SCMA  opposition  to  and 
disagreement  with  the  project. 

MEDICAL  SERVICES  COMMITTEE 

The  Committee  and  Council  reviewed  two  new  outpatient  surgery  initiatives  planned 
by  Blue  Cross  and  Blue  Shield.  One  would  encourage  more  in-office  surgery  by  in- 
creasing the  surgical  allowance  for  certain  surgical  procedures.  The  other 

would  eliminate  coverage  for  room  and  board  charges  of  non-emergency  hospitaliza- 
tion for  ten  specific  surgical  procedures.  It  would  allow  payment  of  professional 
fees  and  ancillary  hospital  charges  but  would  deny  payment  for  the  hospital  stay 
unless  the  admission  had  been  pre-approved . Council  has  expressed  SCMA  concerns 
with  both  proposals,  feeling  that  the  list  of  in-office  surgical  procedures  is  in- 
appropriate and  inadequate  as  presently  constituted,  and  that  the  costs  for  the 
type  care  under  the  second  program  would  possibly  be  equally  as  much  as  hospitalizing 
the  patient  overnight. 

CoanztZ  oZao  votzd  to  votzz  SCMA  oppoAttton  to  pAopoAzd  pZanA  to  tmpZmznt  a 
uPAzfieAA.zd  VAovtdzn."  PZan  AtmtZaA.  to  thz  oZd  " PoAXtctpating  PhyAtctan"  aAAangzmznt . 

Information  was  presented  to  Council  regarding  DSS  plans  to  implement  a co-payment 
system  in  the  Medicaid  Program  for  physicians'  office  visits  and  emergency  room 
visits.  CoanztZ  votzd  to  Sizzommznd  a zo-paymznt  o£  $2 .00  {)0A.  pkyAtztanA ' o^tzz 
vtAttA  and  $ 3.00  fioA  zmzAgznzy  Aoom  vtAttA,  In  the  meantime,  the  Ad  Hoc  Committee 
on  Medicaid  and  Indigent  Care  has  been  asked  to  pursue  the  feasibility  of  DSS 
seeking  waivers  on  mandatory  assignment  under  the  Medicaid  program. 


SCMA  RECEIVES  STOCKHOLDER  DIVIDEND  FROM  S.  C.  MEDICAL  BUILDING,  INC. 


C.  TuckeA  lUJ&iton,  M.  V .,  President  of  the  S.  C.  Medical  Building,  Inc.,  presented 
to  Council  a stockholder  dividend  from  the  Building  Corporation  in  the  amount  of 
$25,365.00,  representing  25%  of  Building  Corporation  profits  for  the  year  ending 
June  30,  1982.  These  funds  have  been  placed  in  the  SCMA's  permanent  reserves.  Dr. 
Weston  was  congratulated  on  the  Building  Corporation's  success  in  the  past  year  and 
commended  for  his  part  in  making  the  dividend  possible. 


"AM  NEWS’’  QUOTES  SCMA  PRESIDENT  AND  JOURNAL  EDITOR 

The  September  17  issue  of  "AM  News"  carried  President  Tula  M.  Colvin’ A President's 
Page  on  the  problems  in  the  Medicaid  program.  Titled,  "An  Unnecessary  Dilemma", 
it  was  previously  published  in  July,  1982  issue  of  The  JouAnal  ofi  the  South  CaAO- 
llne  Medical  AAAodatlon.  The  following  week,  "AM  News"  published  an  editorial 
by  JouAnal  Editor,  ChaAleA  S.  SAyan,  M.  V.  , on  "'Wellness1,  the  New  Catchword". 

CPT-4  UPDATE  NOW  AVAILABLE 


The  eighth  update  of  the  "Physician's  Current  Procedural  Terminology",  fourth 
edition,  is  now  available  from  the  AMA.  The  book  lists  descriptive  terms  and 
identifying  codes  for  reporting  medical  services  and  procedures  performed  by  phy- 
sicians. For  more  information,  contact  the  OAdeA  V epaAtment , AMA,  535  N.  VeaA- 
boAn  StAeet,  Chicago,  llllnolA  60610. 

DSS  URGED  TO  IMPLEMENT  AUTOMATED  BILLING  SYSTEM 

The  SCMA  has  gone  on  record  to  support  the  concept  of  allowing  physicians  to  utilize 
any  computer  system  available  for  filing  Medicaid  claims.  The  South  CaAollna  Ve- 
paAtment  o\ \ Social  SeAvlceA  , by  a letteA  to  the  InteAlm  CommlAAloneA,  haA  been 
uAged  to  enteA  Into  agreement*  with  all  available  computeA  AyAtmA  {)0A  Medicaid 
claim  pAoceAAlng,  oa  a benefit  to  both  the  phyAlclanA  and  VSS.  The  SCMA  haA 
emphaAlzed  that  tfuA  AuppoAt  doeA  not  Imply,  In  any  way,  endoAAement  o{)  one  AyAtem 
oveA  anotheA. 

Despite  letters  to  DSS  from  physicians  throughout  the  state,  and  SCMA  endorsement 
of  this  concept,  DSS  has  not  responded  as  of  this  writing. 

1983  MEMBERSHIP  CAMPAIGN  BEGINS  SOON 

The  1983  SCMA  membership  campaign  will  begin  in  November.  Watch  for  an  important 
message  from  SCMA  President,  Tula  M.  Colvin,  M.  V. , which  will  be  included  in  the 
first  mailing  of  statements  for  annual  dues. 

The  membeAA  o\ 5 the  MembeAAhlp  Committee  and  SCMA  leadeAA  uAge  youA  coopeAatlon 
In  AetnAnlng  youA  dueA  Atatement  and  check  eanly  to  avoid  the  expenAe  to  the  SCMA 
^ oa  Aecond  billing  a. 

The  SCMA  goal  to  reach  a 2,300  membership  total  in  1 98 1 was  surpassed,  but  efforts 
must  continue  to  increase  membership  in  order  to  support  SCMA  activities  in 
the  legislature,  in  liaison  with  state  organizations,  in  continuing  medical  educa- 
tion and  in  all  other  activities  impacting  on  health  care  in  the  state. 


RECENT  APPOINTMENTS 


Anthony  M.  HobeA,  M.  V.  , and  Vavld  Hlott,  M.  V.,  have  been  appointed  to  the 
MUSC  Admissions  Committee,  and  S.  VeAAy  Vavl&,  M.  V.,  will  serve  as  SCMA  rep- 
resentative on  DHEC's  Health  Care  Advisory  Board.  Samuel  E.  Wood,  M.  V.,  will 
serve  the  remainder  of  an  unexpired  term  on  the  Medical  Disciplinary  Commission 
of  the  State  Board  of  Medical  Examiners.  Dr.  Wood  replaces  John  B.  Johnston, 

M.  V .,  who  recently  resigned.  Thomas  WhltakeA,  M.  V. , and  Vr  ank  Young,  M.  V . , 
were  recently  appointed  to  the  SOCPAC  Board  of  Directors;  and  Carter  P.  M agulre., 
M,  V. , and  U.  Hoyt  Bo  die.,  U.  V.,  are  new  members  of  the  Board  of  Directors  of 
the  SCMA  Members'  Insurance  Trust. 


CAPSULES 


The  SCMA  has  nominated  C.  Tucker  Wc&ton,  M.  V.,  for  the  Benjamin  Rush  Award  for 
Citizenship  and  Community  Service,  given  annually  by  the  American  Medical  Associa- 
tion ...  .William  M.  HcCord,  M.  V.,  and  Robert  W.  Leonard,  M.  V.,  were  both  awarded 
honorary  membership  status  at  the  last  Council  meet  i ng ...  .Raymond  C.  Ramage.,  M.  V. 
has  joined  the  Orlando  Regional  Medical  Center,  as  Vice  President  of  Medical  Edu- 
cation effective  October  1. 


VA  PHYSICIAN  PLACEMENT  SERVICE 

The  Veterans  Administration  announces  the  establishment  of  a Physician  Placement 
Service  in  Randolph,  MA,  which  will  enable  VA  Medical  Centers  throughout  the  coun- 
try to  identify  physicians  who  meet  their  specialty  needs.  It  will  also  allow 
interested  physicians  to  apply  for  openings  throughout  the  VA  system  by  submitting 
a single  application  to  the  Placement  Service.  For  further  information  and  appli- 
cation, write:  PA  Physician  Placement  Service,  P.  0.  Box  719,  Randolph,  MA  0236%, 

or  call  [toll  firee)  1-800-343-8831 . 

SCMA  ENDORSES  I NT RAY  "ADVENTURES" 

The  Member  Services  Committee  has  recommended,  and  Council  has  approved,  sponsorshi 
of  two  I NTRAV  trips  in  early  1983- 

A " Jamaican  Adventure"  departs  Columbia  on  January  30,  returning  Vebruary  6,  1983, 
ho> i a c.oAt  0{ J $799  plus  airfare.  The.  " South  African"  adventure , a 16-day  trip  de- 
poAtlng  Columbia  Ve.bn.uaAy  4,  take*  the.  traveler  to  Johannesburg , VuAban  and  Cape. 
Tom,  South  Arnica,  fion.  a co*t  oft  $2,999  per  person  £ nom  New  York  City. 

Both  trips  include  a Medical  Seminar  and  AMA  PRA  credits  will  be  awarded.  SCMA 
members  should  have  already  received  a mailing  regarding  these  trips.  Further 
information  can  be  obtained  from  SCMA  Headquarters  and  in  the  November  issue  of 
The.  Journal  ofi  the.  South  Carolina  He.dlc.al  Amo  elation. 
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RETIREMENT 

ANNOUNCING  A SYMPOSIUM  ON  RETIREMENT  PROGRAMS 

With  the  recent  passage  of  new  tax  laws,  everyone  who  takes  part  in  a retirement  program 
should  review  their  program  (in  fact,  every  P.A.  has  to  have  his  plan  reviewed  and  amend- 
ed in  the  next  year).  Due  to  these  changes,  I have  been  urged  to  conduct  a symposium  to 
cover  the  following: 

1.  Overview  Of  Present  Tax  Laws. 

2.  What  Is  The  Right  Plan  For  You? 

3.  How  Do  You  Administer  The  Plans  (and  associated  costs) . 

4.  What  Are  Your  Legal  Responsibilities. 

5.  Ways  To  Invest  And  "Monitor"  Your  Funds. 

The  Symposium  is  scheduled  to  be  presented: 

October  25,  1982  Columbia 

November  1,  1982  Greenville 

November  8,  1982  Charleston 

Further  details  will  be  mailed  to  all  members  of  the  South  Carolina  Medical  Association. 
If  you  have  any  questions  before,  or  after  receiving  the  symposium  material,  please  feel 
free  to  call  me. 

INVESTMENTS 


SAVE  YOUR  LIFE  SAVERS 


During  the  month  of  October,  a tremendous  amount  of  money  in  All-Savers  is  maturing 
(approximately  $31  Billion).  As  the  All-Savers  mature,  you  might  want  to  invest  some, 
if  not  all,  of  this  money  into  a Zero  Coupon/Treasury  Bond  Receipt  (TBR) . The  TBR  invest- 
ments are  heavily  protected.  They  are  to  provide  you  with  the  security  of  owning  obliga- 
tions of  the  United  States  of  America.  Plus,  there  are  several  advantages  associated  with 
owning  Zero  Coupon  obligations (The  May,  1982  issue  of  the  Newsletter  has  a full  des- 
cription of  Zero  Coupon  Bonds) The  most  significant  advantage  is  the  elimination  of 

reinvestment  risk  associated  with  receipt  of  periodic  payments.  With  a Zero  Coupon  Bond, 
such  payments  are  automatically  reinvested  at  the  yield  to  maturity ... ‘.  .For  example: 
Assuming  a 12.5%  interest  rate,  you  can  buy  the  right  to  $5,700  in  the  year  1991  by  paying 
only  $1,982  for  TBRs  today  (actual  prices  and  yields  are  set  at  the  time  of  the  offerings) 

TAX  SHELTERS 


HAZARDOUS  TO  YOUR  WEALTH" 


Last  month’ s Newsletter  had  a warning  concerning  your  investment  in  Tax  Shelters  that  have 
no  economic  value  to  them.  To  underscore  the  need  to  look  at  the  economics  of  any  Tax 


(Continued  Financial  Checkup) 


Sheltered  Investment,  I.R.S.  Commissioner  Egger  told  a House  Ways  And  Means  Subcommittee 

" I wish  to  make  it  very  clear  to  individuals  considering  investing  in  Tax  Shelters, 

and  to  those  thinking  of  starting  one,  that  the  risks  are  now  substantial participa- 
ting in  abusive  Tax  Shelters  can  be  hazardous  to  your  wealth" to  help  you  in  making 

the  correct  decisions  about  investment  in  this  area,  I will  send  to  you  free  of  charge 
the  following  booklets:  (1)  Understanding  Tax  Shelters;  and  (2)  Understanding  Real  Estate. 
To  receive  the  booklets,  just  call  me  (1/800-922-1112)  or  write  to  me  c/o  E.F.  Hutton, 

2700  Middleburg  Dr.,  Suite  200,  Columbia,  S.C.  29204. 

INSURANCE 


GIVE  ME  LIFE, 


The  following  is  an  update  on  the  status  of  Universal  Life  and  Annuities  based  on  the  re- 
cent passage  of  the  new  Tax  Laws: 


1.  Universal  Life  - Not  only  does  Universal  Life  survive,  but  it  lives.  The  new  tax 

laws  give  statutory  protection  to  this  alternative  to  the  tradi- 
tional Whole  Life  Policy.  Before  you  acquire  any  new  life  insur- 
ance, you  should  receive  a competitive  program  for  a Universal 
Life  Polciy.  You  will  then  be  able  to  compare  adequacy  of  pro- 
tection and  return  on  your  premiums;  and  thus  a decison  that  best 
meets  your  needs. 

2.  Annuities  - There  are  no  surprises  in  new  laws  affecting  annuities.  The  high 

points  are: 

1.  Annuitizing  in  the  traditional  sense  stays  the  same  (i.e. 
portion  is  a tax  free  return  of  principal  and  a portion  is 
taxable  interest) . 

2.  Full  or  partial  withdrawals  change  from  first-in/first-out  to 
last-in/last-out , plus  a 5%  penalty  on  withdrawals  within  ten 
years  of  issue  (although  there  are  some  exceptions) . 

3.  Loans  or  collateral  pledges  will  be  treated  as  withdrawals . 

4.  A policy  issued  prior  to  August  13,  1982  can  be  exchanged  under 
section  1035  and  maintain  its  original  status. 

All  in  all,  the  tax  laws  do  not  affect  the  very  nature  of  the  annuity, 
and  therefore  still  allow  the  annuity  to  be  an  excellent  investment 
opportunity. 


***** 


Che  information  contained  herein  has  been  obtained  from  sources  believed  reliable  but  is 
lot  necessarily  complete  and  cannot  be  guaranteed.  Any  opinions  expressed  are  subject  to 
zhange  without  notice.  Neither  the  information  presented  nor  any  opinion  expressed  consti- 
tutes a representation  by  us  or  a solicitation  of  the  pruchase  or  sale  of  any  securities, 
South  Carolina  Medical  Association  and  E.F.  Hutton  and  Co.,  Inc.  1982. 


FURTHER  INFORMATION 


Ef  you  would  like  to  receive  further  information  on  any  of  the  topics  covered  in  this  news 
letter,  please  write  to  Martin  Lefkowitz,  CFP,  E.F.  Hutton  and  Company,  Inc.,  2700  Middle- 
lurg  Drive,  Suite  200,  Columbia,  South  Carolina  29204;  or  call  800-922-1112.  (Toll  Free). 


INTERPROFESSIONAL  CODE  OF  CONDUCT 


INTRODUCTION 

During  my  term  as  Commissioner  of  Public 
Affairs  and  Professional  Relations  from  1981  to 
1982,  I had  the  pleasure  of  reviewing  the  Inter- 
professional Code  of  Conduct  for  the  South  Caro- 
lina Medical  Association  physicians  and  for  the 
attorneys  in  the  South  Carolina  Bar  Association. 
This  was  studied  very  carefully  by  all  the  mem- 
bers of  my  Commission  and  by  legal  counsel  for 
the  South  Carolina  Medical  Association.  It  was 
presented  on  multiple  occasions  to  Council,  and  to 
the  House  of  Delegates  at  the  SCMA  Annual 
Meeting  in  May,  1982,  with  unanimous  passage. 
The  Bar  Association  approved  this  document  at  its 
December,  1981  meeting.  This  Code  of  Conduct 


I.  PREAMBLE 

Members  of  the  South  Carolina  Medical  Asso- 
ciation and  the  South  Carolina  Bar  recognize  that 
physicians  and  lawyers  are  drawn  into  steadily 
increasing  association  as  the  knowledge  and  ser- 
vices of  both  professions  are  required  so  that  rights 
of  individuals  may  be  appropriately  determined 
before  various  tribunals. 

It  is  deemed  advantageous  at  this  time  to  join  in 
a common  effort  to  develop  an  understanding 
between  doctors  and  lawyers  of  good  will  to  clar- 
ify and  delineate  the  uncommon  language  and 
common  problems;  and  to  communicate  to  both 
the  medical  and  legal  professions  through  inter- 
professional guidelines,  the  manner  in  which  each 
can  best  serve  the  public  and  assure  it  the  best 
medical  and  legal  services  obtainable. 

The  guidelines  are  a series  of  “ground  rules”  or 
procedures  between  physicians  and  attorneys. 
The  guidelines  can  be  helpful  to  achieve  a harmo- 
nious working  arrangement  between  the  two  pro- 
fessions. It  is  not  meant  to  change  the  substantive 
law  of  the  state,  but  merely  to  suggest  methods  of 
mutual  cooperation. 

II.  INTERPROFESSIONAL 
RELATIONSHIPS 

Legal  proceedings  in  this  country  are  con- 
ducted under  the  “adversary  system.”  The  at- 
torney is  thus  an  advocate  for  his  client,  and  does 
not  and  cannot  properly  represent  any  person 


is  to  be  used  as  a voluntary  guidelines  document 
by  both  organizations.  We  believe  it  to  be  in  good 
form  and  in  conformance  with  the  wishes  of  the 
South  Carolina  Medical  Association  which  have 
developed  over  the  past  few  years. 

Since  the  document  was  ratified  by  the  House 
of  Delegates,  it  was  felt  best  that  it  be  presented  to 
the  membership  for  study  and  perusal  in  The 
Journal  of  the  South  Carolina  Medical  Associa- 
tion. We  trust  you  will  find  it  helpful  as  you  deal 
with  the  legal  profession  in  various  activities  dur- 
ing the  coming  years.  This  should  be  a good 
starting  point  to  promote  better  and  improved 
relationships  between  these  two  professions. 

U.  Hoyt  Bodie,M.D. 


with  an  interest  adverse  to  his  client.  The  adver- 
sary system  is  grounded  on  the  thesis  that  justice 
can  be  best  accomplished  when  the  two  or  more 
contestants  present  their  points  of  view  to  a neu- 
tral third  person  or  body  who  can  weigh  the 
opposing  claims. 

The  medical  profession  affirms  the  obligation 
of  a patient’s  attending  physician  to  cooperate 
with  the  patient’s  attorney  in  supplying  both  facts 
and  professional  opinions  as  to  the  nature  and 
extent  of  the  patient’s  illness,  injury,  or  disability, 
providing  certain  prerequisites  have  been  met. 

The  physician  is  not  expected  to  understand  the 
technical  rules  of  legal  liability  or  evidence,  nor  is 
he  expected  to  advise  either  his  patient  or  the 
attorney  as  to  the  amount  of  damages  a patient 
should  seek  to  recover,  nor  advise  as  to  the  trial 
techniques  which  should  be  followed  to  effect  a 
recovery,  nor  in  any  manner  be  an  advocate  for 
the  patient.  There  should  be  cooperation  between 
the  physician  and  the  attorney,  each  assuming  his 
proper  responsibility  for  the  benefit  of  the  pa- 
tient-client. 

III.  MEDICAL  EXAMINATIONS  (Requested 
by  Counsel  or  Ordered  by  Court) 

A.  General 

1.  The  law  provides  that  a party  to  a federal 
law  suit  or  a workmen’s  compensation  pro- 
ceeding may  be  required  to  undergo  a 


October  1982 


565 


INTERPROFESSIONAL  CODE 


medical  examination  by  agreement  of  op- 
posing attorneys  or  under  a court  or  com- 
mission order. 

2.  When  an  appointment  is  made  for  the 
medical  examination  of  a person,  the  phy- 
sician sets  aside  a part  of  his  day  for  that 
purpose.  Therefore,  the  attorney  should 
use  his  best  effort  to  insure  that  such  ap- 
pointments are  kept.  The  attorney  for  the 
party  to  be  examined  should  give  explicit 
instructions  to  such  party  that  the  physician 
must  be  notified  in  ample  time  (at  least  24 
hours)  should  it  become  impossible  for  the 
party  to  keep  the  appointment.  Otherwise 
the  physician  is  justified  in  making  a 
charge  to  the  patient  for  such  cancelled 
time,  if  his  time  is  not  otherwise  profes- 
sionally employed. 

3.  The  physician  should  use  his  best  efforts  to 
see  and  examine  the  person  at  the  time 
scheduled.  If  some  emergency  arises  which 
will  cause  undue  delay  in  commencing  the 
examination  or  require  the  physician  to 
depart  before  the  examination  is  com- 
pleted, he  should  advise  the  attorney  and 
the  person  to  be  examined  of  the  complica- 
tion and,  if  necessary,  reschedule  the  exam- 
ination to  a more  convenient  time.  ( See  also 
VI-B,  infra.) 

B.  Scope  of  Examination 

1.  The  scope  of  an  examination  may  be  lim- 
ited by  the  agreement  of  the  attorneys  or 
the  court  order.  The  attorney  is  responsible 
to  notify  the  physician  of  any  such  restric- 
tion. 

2.  Subject  to  this  limitation,  the  physician 
may  take  a medical  history  and  perform 
such  examinations  as  may  be  advisable  in 
his  judgment  to  formulate  an  informed 
opinion  regarding  the  nature  and  extent  of 
the  party’s  medical  condition. 

IV.  WRITTEN  MEDICAL  REPORTS  (Pre- 
pared for  Courts  or  Attorneys) 

A.  The  Attorney 

1.  Attorney  requests  for  reports  from  a physi- 
cian should  be  made  in  writing. 

2.  As  between  the  attorney  and  physician,  it  is 
the  initial  responsibility  of  the  attorney  to 
pay  the  physician  for  the  report  requested 


by  the  attorney.  (See  VIII-A-2) 

B.  Patient’s  Authorization 

1.  It  is  customary  that  a physician  have  and  an 
attorney  secure,  the  patient’s  written  au- 
thorization before  releasing  any  report  or 
test  concerning  a patient,  save  in  a work- 
men’s compensation  case  or  when  the  phy- 
sician is  deposed  or  testifies  in  court. 

2.  Where  a physician  has  been  retained  by  the 
attorney  or  an  insurance  company,  such 
authorization  is  not  necessary  in  order  to 
send  a report  or  a test  result  to  the  attorney 
or  insurance  company  who  retained  him. 

C.  The  Physician 

1.  Medical  Records  — The  physician’s  re- 
cords should  be  adequate  to  supply  the 
patient’s  attorney  with  all  pertinent  infor- 
mation regarding  the  patient-client’s  medi- 
cal history. 

2.  X-rays,  ECGs,  etc.  — The  physician  has 
custody  of  his  patient’s  x-rays,  ECGs, 
EEGs,  etc.,  but  this  does  not  preclude  their 
delivery  or  copies  of  them  to  the  attorney 
or  another  licensed  medical  doctor,  pro- 
vided the  permission  of  the  patient  is  ob- 
tained and  arrangements  satisfactory  to  the 
physician  are  made  by  the  attorney  for 
their  prompt  return  to  physician’s  office. 

3.  Timeliness  — Requests  for  medical  reports 
should  be  submitted  timely  and  honored 
promptly.  Undue  delays  in  providing  med- 
ical reports  or  bills  bearing  on  a patient’s 
legal  rights  may  prejudice  his  case. 

4.  If  a physician  is  unable  to  complete  his 
examination  and  report  within  the  time 
required,  he  should  notify  the  attorney.  In 
this  event,  a preliminary  report  clearly  des- 
ignated as  such  can  be  rendered. 

D.  Content  of  Report 

The  following,  where  applicable,  should  be 

included  in  the  report: 

1.  Date,  time  and  place  of  first  visit. 

2.  The  history  of  the  injury  or  medical  condi- 
tion including  pre-existing  disease  or  prior 
injury. 

3.  Nature  of  examination  and  findings. 

4.  Results  of  laboratory  work,  x-rays  and 
consultations. 

5.  Opinion  including,  where  possible,  diag- 
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nosis  and  prognosis.  The  opinion  should 
evaluate  future  disability,  the  necessity  for 
future  treatment  or  surgery,  if  any,  the 
effect  or  aggravation  of  any  pre-existing 
disease  or  prior  injury,  and  length  of 
convalescence. 

V.  DEPOSITIONS  (Testimony  Under  Oath 
Outside  of  Court) 

A.  Deposition  Defined 

A deposition  is  an  official  proceeding  autho- 
rized by  law  whereby  a person,  such  as  a 
physician,  patient  or  client,  may  be  required 
to  give  testimony  and  be  cross-examined  un- 
der oath  before  an  official  court  reporter  and 
in  the  presence  of  the  attorneys  representing 
the  parties.  He  may  be  required  to  produce 
pertinent  medical  records  at  the  deposition. 
He  may  also  be  requested  to  release  the  re- 
cords to  the  court  reporter  for  duplication  and 
immediate  return.  A deposition  may  be  used 
only  by  agreement  of  counsel  or  where  the 
physician  is  unavailable  due  to  an  emergency 
or  is  located  at  a distance  too  far  from  the  trial 
to  be  subpoenaed. 

B.  Time  and  Place 

The  time  and  place  of  the  deposition  should  be 
set  by  the  attorney  through  mutual  agreement 
with  the  physician.  Generally,  it  should  be 
taken  at  the  physician’s  office.  Every  effort 
should  be  made  by  the  physician  and  the 
attorneys  involved  to  be  timely;  if  cancellation 
of  the  deposition  is  necessary  because  of  an 
emergency,  then  immediate  notice  should  be 
given  by  the  physician  to  the  attorney  request- 
ing the  deposition,  or  by  the  attorney  to  the 
physician. 

C.  Subpoena  of  Physician 

If  the  deposition  of  a physician  cannot  be  set 
by  agreement,  the  physician’s  attendance  can 
be  required  by  subpoena.  If  any  doubt  arises  as 
to  the  effect  of  any  subpoena,  the  physician 
should  consult  the  attorney  subpoenaing  him, 
his  own  attorney,  or  other  legal  counsel. 

D.  Subpoena  of  Medical  Records 

In  some  cases  the  physician’s  custodian  of 
records  will  be  subpoenaed  (duces  tecum)  to 
produce  all  of  the  records  pertaining  to  the 
patient.  In  such  cases  the  custodian  of  records 
should  take  the  records  to  the  deposition  or 


court  unless  (1)  the  physician  can  reproduce 
his  records  for  the  subpoenaing  party  for  a 
reasonable  charge,  or  (2)  other  arrangements 
satisfactory  to  the  parties  are  made  for  re- 
producing the  records.  The  same  procedure 
would  follow  for  the  production  of  hospital 
records.  The  medical  records’  custodian  will 
be  subpoenaed  unless  otherwise  agreed  upon. 

E.  If  Attendance  at  Deposition  a Hardship 

If  the  time  and  place  described  in  the  sub- 
poena for  the  deposition  creates  a hardship, 
the  physician  should  immediately  bring  this 
fact  to  the  attention  of  the  attorney  for  his 
patient,  the  attorney  causing  the  subpoena  to 
be  served,  or  his  own  attorney.  The  attorneys 
and  physician  should  cooperate  to  resolve  the 
problem. 

F.  Preparation  and  Deportment 

Since  the  testimony  given  at  a deposition  may 
be  read  at  the  trial,  it  is  important  that  the 
physician  prior  to  deposition  prepare  himself 
just  as  he  would  for  trial  and  that  his  attitude 
and  deportment  at  the  deposition  be  similar  to 
that  at  trial.  (See  parts  VI  and  VII  of  this 
guideline.) 

G.  Deposition  Fees 

1.  There  is  no  provision  in  the  state  court 
concerning  fees  for  expert  witness  testi- 
mony and  in  federal  court  expert  witness 
fees  are  provided  for  under  certain  condi- 
tions. In  South  Carolina  it  is  customary  that 
physicians  be  paid  reasonable  fees  for  ex- 
pert testimony.  It  is  suggested  that  the  at- 
torney and  the  physician  discuss  this  charge 
before  the  testimony  is  taken. 

2.  If  the  fee  required  by  the  physician  is 
deemed  unreasonable  by  the  attorney,  he 
may  subpoena  the  physician  and  then  sub- 
mit the  matter  of  the  fee  to  the  arbitration 
committee  hereinafter  established. 

VI.  RELATIONSHIP  OF  PHYSICIAN  AND 
ATTORNEY  PRIOR  TO  TRIAL 

A.  Conferences  Between  Physician 
and  Attorney 

The  physician  and  the  attorney  requesting  the 
physician  to  testify  should  confer  prior  to  trial 
(or  deposition),  at  which  time  the  medical- 
legal  issues  should  be  discussed. 
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B.  Punctuality  at  Conferences  and  Depositions 
When  an  appointed  time  is  arranged  for  a 
deposition  or  a conference,  all  parties  shall  so 
arrange  their  schedules  as  to  be  available  at  an 
agreed  time  and  place.  Each  party  shall 
promptly  notify  the  other  party  if  he  is  unable 
to  be  present  or  will  be  late.  A physician  may 
justifiably  charge  a fee  for  failure  of  prompt 
notification  by  the  attorney  or  failure  of  the 
attorney  to  keep  the  appointment  unless  pre- 
vented from  doing  so  by  an  emergency.  Simi- 
larly, a charge  may  be  made  for  the  attorney’s 
and  court  reporter’s  time  if  the  physician  fails 
to  give  notice  or  fails  to  appear  unless  pre- 
vented from  doing  so  by  an  emergency.  ( See 
also  V-B  and  VII-A  supra.) 

C.  Confidential  Information 

When  a physician  has  consulted  with  or  ob- 
tained confidential  information  from  one 
party  in  a legal  matter,  he  should  not  consult 
with  the  opposing  party  without  permission  of 
the  patient  or  his  attorney.  However,  such 
information,  upon  due  inquiry,  must  be  given 
to  the  opposing  party  at  a deposition  pre- 
viously noticed  or  at  the  trial  of  a case. 

VII.  THE  PHYSICIAN  AND  THE  TRIAL 

A.  Duty  to  Testify 

Our  system  of  justice  depends  upon  being  able 
to  require  any  citizen’s  attendance  at  a judicial 
proceeding  and  to  answer  questions  concern- 
ing his  knowledge  of  the  case.  There  is  an 
obligation  of  the  physician  to  respond  to  a 
subpoena  as  any  other  citizen,  except  where 
an  emergency  prevents  his  doing  so.  An  emer- 
gency can  never  be  a mere  matter  of  conve- 
nience to  the  physician.  The  physician  as- 
sumes the  risk  of  convincing  the  court  that  the 
circumstances  were  of  sufficient  gravity  to 
justify  his  ignoring  a subpoena. 

B.  Subpoena  for  Trial ° 

1.  Some  attorneys  will  not  subpoena  a physi- 
cian they  expect  to  call  as  a medical  wit- 
ness, preferring  to  make  personal  arrange- 
ments with  the  physician  and  relying  upon 
his  promise  to  appear.  Other  attorneys  sub- 
poena medical  witnesses  because: 
a.  It  may  be  desirable  in  a particular  case 
for  the  physician  to  be  able  to  testify,  if 
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asked,  that  he  appears  in  court  in  re- 
sponse to  a subpeona,  or 
b.  A subpoena  is  necessary  in  order  to  se- 
cure a continuance  if  the  physician  fails 
to  appear. 

C.  The  Physician  as  a Witness 

The  physician  should  testify  in  a dignified, 
objective  manner.  He  may  be  firm  in  express- 
ing his  conviction  if  that  is  his  state  of  mind. 
On  the  other  hand,  he  must  also  remember  he 
is  not  in  the  courtroom  as  an  advocate  and 
should  not  be  argumentative  or  contentious.  If 
his  testimony  does  not  help  explain  and  clar- 
ify, the  physician  has  not  achieved  his  pur- 
pose. Technical  expressions  should  be  fol- 
lowed with  simplified  explanations  or 
illustrations. 

VIII.  COMPENSATION  TO  PHYSICIAN 

A.  Physician’s  Charges  for  Services  Rendered  to 
Attorney0  ° 


° Recommended  Policy  Regarding  Subpoenas  and  Physi- 
cian’s Appearance 

1.  An  attorney  should  notify  a physician  in  advance  of  the 
service  of  a subpoena,  unless  it  would  be  detrimental  to 
his  client’s  interest  to  do  so. 

2.  The  attorney  should  make  advance  arrangements  with 
the  physician  regarding  the  time  the  physician  will  be 
called  to  testify  unless  circumstances  of  trial  prevent  him 
from  doing  so. 

3.  Recognizing  the  time  problems  of  the  medical  profes- 
sion, attorneys  should  make  every  effort  to  avoid  unnec- 
essary inconveniences  for  the  physician.  Notwithstand- 
ing, the  physician’s  testimony  may  not  occur  on  sched- 
ule. The  process  of  law  and  the  time  of  other  individuals 
must  also  be  recognized  and  respected  by  the  physician. 

° ° Payment  in  Advance  — Physicians  should  not  demand 
payment  in  advance  of  rendering  the  service,  except  of 
those  attorneys  not  subscribing  to  these  guidelines;  how- 
ever, the  service  should  be  billed  and  paid  promptly.  In 
cases  where  the  attorney  has  expressly  agreed  to  pay  the 
physician’s  service,  there  may  be  occasions  where  the  at- 
torney so  requesting  is  financially  unable  to  pay  the  physi- 
cal all  or  in  part  until  a settlement  is  reached  or  a verdict 
rendered  in  that  particular  case,  and  it  is  understood  that  in 
such  cases  payment  will  be  made  at  that  time. 

Arbitration  of  Fees  — When  there  is  disagreement  as  to  the 
fee  or  service  involved  it  is  recommended  to  both  parties 
that  the  matter  be  resolved  by  submission  of  the  question  to 
the  arbitration  committee  hereinafter  established.  If  the 
parties  agree  to  arbitration,  the  decision  of  the  committee  as 
to  interpretation  of  the  Guidelines  or  any  disputes  there- 
under shall  be  binding  upon  the  physician  and  lawyer 
members  involved.  The  arbitration  procedure  and  rules 
will  be  set  by  the  arbitration  committee. 

Contingent  Fee  by  Physicians  — Under  no  circumstances 
may  a physician  charge  a fee  for  an  examination  or  for 
testifying  which  is  contingent  upon  the  outcome  of  the 
litigation  in  which  he  testifies. 
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1.  It  is  strongly  urged  that  the  physician  and 
attorney  arrive  at  a mutually  agreeable  fee 
for  each  service  requested  by  the  attorney 
prior  to  the  rendering  of  each  service. 

2.  Although  the  attorney  is  responsible  for 
payment  of  those  services  which  he  re- 
quests and  expressly  agrees  to  pay,  these 
charges,  however,  are  ultimately  the  re- 
sponsibility of  the  patient.  These  services 
will  include,  but  are  not  limited  to  the 
following: 

a.  Examination  and  preparation  of  written 
reports  requested  by  the  attorney. 

b.  Conferences  with  the  attorney. 

c.  Research. 

B.  Payment  of  Physician’s  Bills  for  Treatment; 

Attorney’s  Role 

1.  The  patient  is  directly  responsible  for  the 
physician’s  charges  for  treatments,  even 
though  the  patient’s  injuries  may  be  the 
subject  of  litigation.  It  is  the  responsibility 
of  the  attorney  to  make  such  liability 
known  to  his  client.  The  attorney  is  not 
responsible  for  such  charges. 

2.  It  is  not  unusual  that  in  some  cases  the 
patient  cannot  liquidate  all  of  the  physi- 
cian’s bills  for  services  as  such  bills  are 
rendered.  When  there  is  an  outstanding 
obligation  owed  to  the  physician  or  to  a 
medical  institution,  such  as  a hospital  or  to 
a physiotherapist,  etc,  and  a case  is  con- 
cluded, the  attorney  should  use  his  best 
efforts  to  the  physician  and  others  involved 
to  see  that  their  reasonable  bills  are  liqui- 
dated out  of  the  proceeds.  It  should  be 
noted  that  an  attorney  has  no  legal  right  to 
force  his  particular  client  to  pay  any  bill 
whatsoever.  To  assist  the  attorney,  the  phy- 
sician may  have  the  client  execute  an  au- 
thorization and  agreement  to  pay 
physician  fees,  and  this  should  be  sent  to 
the  attorney. 

3.  The  attorney  is  not  responsible  for  the  pay- 
ment of  charges  and  services  to  his  client 
unless  he  requested  or  authorized  the  par- 
ticular service  and  expressly  assumed  re- 
sponsibility for  the  payment  of  such 
charges,  and  the  physician  and  other  health 
service  providers  should  never  require  pay- 
ment of  such  charges  by  the  attorney  as  a 
condition  to  furnishing  reports  authorized 


by  the  patient/client,  or  other  cooperation 
with  the  attorney  pertaining  to  the  client. 

IX.  MEDICAL-LEGAL  INTER- 
PROFESSIONAL COMMITTEE 

A.  Composition 

This  committee  shall  be  composed  of  at  least 
three  members  of  each  profession.  The  mem- 
bership shall  be  appointed  annually  with  due 
regard  to  continuity  by  the  presidents  of  the 
respective  medical  and  legal  associations.  The 
appointments  shall  be  staggered  so  that  there 
will  be  equal  representation  by  experienced 
and  inexperienced  members. 

B.  Disputes  — Arbitration 

When  there  is  disagreement  as  to  the  fee  or 
service  involved  it  is  recommended  to  both 
parties  that  the  matter  be  resolved  by  submis- 
sion of  the  question  to  the  arbitration  commit- 
tee hereinafter  established.  If  the  parties  agree 
to  arbitration,  the  decision  of  the  committee  as 
to  interpretation  of  the  Guidelines  or  any  dis- 
putes thereunder  shall  be  binding  upon  the 
physician  and  lawyer  members  involved.  The 
arbitration  procedure  and  rules  will  be  set  by 
the  arbitration  committee. 

X.  EFFECTIVE  DATE 

These  Medical-Legal  Interprofessional  Guide- 
lines shall  become  effective  when  it  has  been 
approved  by  the  House  of  Delegates  of  the  South 
Carolina  Medical  Association  and  the  House  of 
Delegates  of  the  South  Carolina  Bar. 

APPENDIX:  GENERAL  EXPLANATIONS 
GOVERNING  TRIALS  AND  TESTIMONY 

Trial  Guidelines  and  Caveats 

1.  Physician  as  a Witness  to  the  Facts  — Any 
person  who  has  knowledge  of  facts  on  a rele- 
vant issue  may  be  called  upon  to  testify  as  to 
these  facts.  A physician  who  has  acquired 
knowledge  of  a patient  or  any  specific  factor 
in  connection  with  a patient  may  be  called 
upon  to  testify  as  to  those  facts  without  any 
compensation  other  than  the  regular  statutory 
fee  which  all  witnesses  are  entitled  to  when 
they  appear  in  court. 

2.  The  Physician  as  an  Expert  Witness  — A 
person  who  is  not  a party  to  a legal  action  and 
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is  requested  to  testify  as  to  his  expert  opinion 
should  receive  reasonable  compensation  for 
his  testimony  unless  unusal  circumstances 
dictate  otherwise.  Such  fees  should  be  paid  by 
the  party  requesting  him  to  attend.  If  the  fee 
required  by  the  physician  is  deemed  unrea- 
sonable by  the  attorney,  he  should  subpoena 
the  physician  and  then  submit  the  matter  of 
the  fee  to  the  arbitration  committee  hereinaf- 
ter established. 

3.  Courtesy  Toward  Physician  — The  lawyer 
should  treat  the  physician  on  the  stand  with 
courtesy  and  tact;  however,  the  physician 
should  realize  that  under  the  “adversary  sys- 
tem” it  is  permissible  and  not  unusual  that 
other  than  a completely  objective  attitude 
may  be  used  by  attorneys  toward  the  subjects 
being  elicited  from  the  physician  on  the 
stand. 

4.  Cross-Examination  is  Proper  — It  is  proper 
for  opposing  counsel  to  cross-examine  the 
physician  with  respect  to  his  qualifications, 
any  possible  bias  or  prejudice,  his  fees,  the 
acccuracy  of  his  memory,  his  records,  the 
soundness  of  his  diagnosis,  prognosis  and 
other  opinions,  as  well  as  any  other  facts  bear- 
ing on  the  weight  and  credibility  of  his  testi- 
mony. No  witness  should  ever  be  discourteous 
to  the  cross-examiner.  By  becoming  discour- 
teous he  may  lose  his  effect  as  a witness  and 
may  antagonize  the  court  and  jury.  If  an 
attorney  examining  the  witness  exceeds  the 
bounds  of  propriety,  the  court  or  other  at- 
torney will  ordinarily  intervene  for  his  pro- 
tection. 

5.  The  Province  of  the  Objection  — Trials  are 
governed  by  the  rules  of  evidence.  When  an 
attorney  makes  an  objection  to  a question,  he 
is  merely  requesting  the  court  to  decide  the 
legality  or  propriety  of  the  question.  If,  after 
the  court  makes  its  ruling,  the  physician  is  in 
doubt  whether  to  answer  the  question,  he 
should  ask  the  judge. 

6.  Categorical  Answers  — When  a physician 
feels  that  “yes”  or  “no”  will  not  accurately 
answer  a question,  he  should  so  state.  Permis- 
sion will  usually  be  given  to  qualify  or  explain 
the  answer. 

7.  Hypothetical  Questions 
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a.  It  is  frequently  necessary  to  use  hypotheti- 
cal questions  in  eliciting  testimony  from 
expert  witnesses,  but  these  questions  can 
be  very  troublesome  and  confusing  unless 
proper  care  is  taken  to  be  sure  that  all 
elements  of  the  question  are  clearly  ex- 
pressed and  are  not  ambiguous.  They  fur- 
ther must  properly  reflect  the  testimony 
which  has  been  submitted  or  which  the 
party  expects  to  submit  in  support  of  his 
contentions.  It  is  therefore  recommended 
that  wherever  feasible  the  question  should 
be  submitted  by  the  attorney  to  the  physi- 
cian in  advance  in  written  form  to  elimi- 
nate as  far  as  possible  any  misunderstand- 
ing that  might  otherwise  arise.  If  the  hypo- 
thetical question  is  lengthy  or  compli- 
cated, it  is  preferable  practice,  wherever 
possible,  for  the  attorney  to  submit  it  to 
opposing  counsel  and,  if  need  be,  to  discuss 
it  with  the  court  in  chambers  prior  to  the 
physician  testifying. 

b.  The  expert  witness  in  answering  the  ques- 
tion must  of  course  make  sure  that  he 
understands  all  of  its  elements  and  that  it  is 
complete  enough  so  that  he  can  properly 
predicate  an  opinion  thereon. 

c.  The  answer  to  the  hypothetical  question 
must  be  based  exclusively  on  the  facts 
stated  in  the  hypothetical  question.  No 
other  facts  can  form  the  basis  for  the 
answer. 

8.  Do  Not  Refer  to  Insurance  — Witnesses 
should  never  volunteer  information  concern- 
ing insurance.  Its  mention  in  a personal  injury 
action  may  result  in  a mistrial. 

9.  Choice  of  Language  by  Medical  Witnesses 
The  physician  should  use  simple  language 
wherever  possible.  He  should  bear  in  mind 
that  his  testimony  is  addressed  to  laymen. 

10.  Notice  of  Depositions  — The  rules  in  the 
state  court  require  a party  to  give  ten  (10) 
days’  notice  to  the  opposing  party  of  a deposi- 
tion and  the  rules  in  the  federal  court  require 
reasonable  notice.  The  rules  are  silent  as  to  the 
amount  of  notice  to  be  given  a witness  but  it  is 
understood  that  reasonable  notice  should  be 
given  in  subpoenaing  a physician  for  a deposi- 
tion. □ 
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LONGEVITY  AND  MEDICINE  IN  THE  THIRD  WAVE 


The  days  of  our  years  are  threescore 
and  ten;  and  if  by  reason  of  strength 
they  be  fourscore  years,  yet  is  their 
strength  labor  and  sorrow;  for  it  is  soon 
cut  off,  and  we  fly  away. 

Psalm  90:10 

Today  more  Americans  are  living  longer.  Does 
this  reflect  new  gains  in  longevity?  According  to 
the  Metropolitan  Life  Insurance  Company’s  sta- 
tistical bureau,  the  1981  life  expectancy  at  birth  is 
70.3  years  for  males,  77.9  years  for  females,  and 
74.1  years  for  all  Americans.  Life  expectancy  at 
age  65  is  14.4  years  for  males  and  18.7  years  for 
females.  As  calculated  by  Fries1  over  the  first 
eight  decades  of  the  twentieth  century,  average 
life  expectancy  at  birth  increased  by  0.33  year  per 
calendar  year;  life  expectancy  at  age  65  increased 
annually  by  0.05  year.  These  two  curves  intersect 
at  82.4  years  for  the  mean  age  at  death  in  the  year 
2009.  Similar  calculations  for  the  most  recent 
decade  show  life  expectancy  at  birth  vs.  age  65 
intersecting  at  year  2018,  for  a mean  age  at  death 
of  85.6  years.  On  this  basis,  the  natural  limit  of 
human  longevity  is  fixed  at  85  ± 10  years;  at  age 
85,  a person  has  only  one  chance  in  10,000  of 
reaching  the  age  of  110. 

Claims  of  extraordinary  longevity  emanating 
from  the  Soviet  Caucasus,  the  Hunza  in  West 
Pakistan,  and  Vilcabamba  in  Ecuador  have  been 
investigated  by  Leaf.2  From  personal  observa- 
tions, Leaf  describes  these  areas  as  agrarian  com- 
munities, characterized  by  hard  physical  labor 
and  sparse  vegetarian  diets,  with  close-knit  sup- 
portive social  relationships.  Modern  medical  care 
and  proper  sanitation  are  lacking;  high  infant 
mortality,  infectious  diseases  and  illiteracy 
abound.  Such  surviving  First  Wave  agricultural 
societies  remain  largely  untouched  by  the  Indus- 
trial Revolution  which  ushered  in  Second  Wave 
civilization  during  the  late  Eighteenth  Century. 
Toffler  identifies  six  guiding  principles  of  the 


Second  Wave,  as  follows:3  (1)  Standardization,  (2) 
Specialization,  (3)  Synchronization,  (4)  Con- 
centration, (5)  Maximumization  and  (6)  Central- 
ization. None  of  these  principles  characterizes 
First  Wave  Societies,  e.  g.  the  Old  South,  as  de- 
scribed in  Roots  and  Gone  With  the  Wind. 
Whether  the  fixed  longevity  of  85  ± 10  years 
granted  by  scientific  medicine  in  the  Second 
Wave  applies  to  First  Wave  survivors  remains  an 
open  question. 

The  Third  Wave  is  gaining  momentum  in  the 
twilight  years  of  the  Twentieth  Century.  Vari- 
ously known  as  the  Electronic-Information-Space 
Age,  the  Scientific-Technological  Revolution,  or 
the  Super-Industrial  Society,  the  Third  Wave  su- 
persedes Second  Wave  principles  by  reversal,  as 
follows:  (1)  Destandardization,  (2)  Despecializa- 
tion, (3)  Desynchronization,  (4)  Deconcentration, 
(5)  Demaximumization  and  (6)  Decentralization. 

Today,  we  see  more  examples  of  Third  Wave 
principles  affecting  our  daily  lives:  the  Reagan 
Administration’s  policies  of  deregulation  and  re- 
duced levels  of  Federal  support  for  a wide  variety 
of  health  and  social  service  programs;  the  influ- 
ence of  specialists  counterbalanced  by  the  pres- 
ence of  laymen  with  equal  voting  power  on  boards 
of  hospitals  and  regulatory  agencies;  the  introduc- 
tion of  flex-time  in  hospitals;  the  dispersal  of  new 
health-care  facilities  into  smaller  community- 
based  units,  across  a wide  spectrum  of  ambulatory 
surgical  clinics,  adult  day  care  programs,  health 
maintenance  organizations,  home  health  and 
long-term  care  programs,  mental  health  clinics, 
and  traditional  hospital  services. 

While  First  Wave  centenarians  steadfastly 
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maintain  claims  of  exceptional  longevity  despite 
the  skepticism  of  Second  Wave  scientists,  histo- 
rians are  coming  to  recognize  the  striking  sim- 
ilarities between  Third  and  First  Wave  principles 
which  are  our  legacy  from  the  Old  South. 

Now  in  fierce  competition  for  a major  share  of 
our  country’s  remaining  resources,  the  New  South 
of  the  Third  Wave  is  better  prepared  than  ever 
before  to  rise  again  as  the  Sunbelt  gains  ascen- 


dancy in  America. 

Charles  N.  Still,  M.  D. 
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ON  STEMMING  THE  TIDE  OR  CAN 
WE  HARNESS  THE  “UNDER-TOADS”? 


In  John  Irving’s  brilliant  novel,  The  World 
According  to  Garp,  a small  boy  is  repeatedly 
warned  by  his  parents  to  “watch  out  for  the  un- 
dertow” as  he  swims  in  the  ocean.  The  little  boy 
mistakes  this  admonition  to  mean  “watch  out  for 
the  under-toad”  and  constantly  searches  the  water 
for  this  imagined  great  toad  which  lays  in  wait. 
The  family,  on  learning  of  this  misconception, 
latches  onto  this  phrase,  and,  whenever  they  sense 
an  impending  danger,  admonishes  everyone  to 
“beware  of  the  under-toad”.  And  “under-toads” 
abound  throughout  the  story. 

“Under-toads”  also  abound  in  medicine  today. 
To  wit: 

• A four-fold  increase  in  health  care  costs  ap- 
proaching 10%  of  our  GNP. 

• A shaky  economy  with  Medicaid  cutbacks 
and  high  unemployment. 

• A marked  increase  in  proprietary  hospitals, 
HMO’s  and  emergency  clinics. 

• A projected  oversupply  of  physicians. 


• A reduction  in  federally  sponsored  research 
programs. 

• A growing  geriatric  population  with  social 
security  system  in  trouble. 

• An  ever-increasing  rate  of  divorce,  child 
abuse,  teenage  pregnancy  and  drug 
problems. 

• An  out-of-control  malpractice  mess. 

Unlike  the  Irving  fiction,  these  medical  “under- 
toads” are  real  and  present  dangers.  Accordingly, 
we  can  no  longer  afford  to  isolate  ourselves  in  our 
own  little  spheres  of  medical  practice,  but  must 
aggressively  seek  solutions  to  these  complex  prob- 
lems that  ultimately  affect  each  one  of  us.  As 
physicians,  collectively  and  individually,  we  ei- 
ther get  involved  or  we  relegate  the  medical  care 
system  to  the  fate  of  the  professional  politicians.  It 
is  one  thing  to  be  aware  of  the  “under-toads,”  it  is 
quite  another  to  actively  enter  the  foray  and  at- 
tempt to  stem  the  tide. 

C.  Warren  Derrick,  Jr.,  M.  D. 
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Put  pinworms 
out  of  work... 


Promptly  paralyzes 
inworms  and  roundworms 

ntiminth®  (pyrantel  pamoate) 
as  a unique,  rapid  immobilizing 
ffect  on  worms.  Unlike  meben- 
azole,  which  blocks  glucose 
ptake — slowly  “starving” 
slminths  to  death — Antiminth 
uickly  acts  on  the  neuro- 
mscular  junction  to  promptly 
aralyze  parasites. 

97%  efficacy 
with  a single  dose 

. single  dose  of  Antiminth 
elivers  rapid  clinical  and  parasi- 
)logical  cures,  “Single  doses. . . 
lowed  high  overall  efficacy 
gainst  Enterobius  vermicularis 
YI.2%)  and  Ascaris 
imbricoides  (97.5 %).”! 

Simple, 

well  tolerated  therapy 

ntiminth  offers  ease  of  adminis- 
ration  and  patient  tolerance. 

. . . when  compared  to  the  other 
ingle  dose  agents  available, 
Antiminth]  has  the  advantage  of 
eing  non- staining  and  may  be 
etter  tolerated.”2 

The  dosage  form 
children  like 

ntiminth  is  available  as  a pleas - 
nt  tasting,  caramel-flavored 
ral  suspension.  Effective  in  just 


one  dose  against  pinworm  and 
roundworm — in  both  children 
and  adults — Antiminth  is  easy- 
to-administer  and  easy-to-take. 

Respected 

around-the-world 

In  some  parts  of  the  world,  large 
populations  are  afflicted  with 
helminthic  infections.  Physicians 
in  endemic  areas  have  become 
experts  on  parasitic  diseases — 
and  have  come  to  rely  on  Anti- 
minth for  the  rapid  cure  of  infes- 
tations. Antiminth  is  recom- 
mended as  an  agent  of  first  choice 
for  pinworm  and  roundworm  by 
leading  medical  authorities. 3 


Warnings 

Usage  in  Pregnancy  Reproduction  studies 
have  been  performed  in  animals  and  there  was 
no  evidence  of  propensity  for  harm  to  the  fetus. 
The  relevance  to  the  human  is  not  known. 

There  is  no  experience  in  pregnant  women  who 
have  received  this  drug. 

The  drug  has  not  been  extensively  studied  in 
children  under  two  years;  therefore,  in  the 
treatment  of  children  under  the  age  of  two 
years,  the  relative  benefit/risk  should  be 
considered. 

Precautions 

Minor  transient  elevations  of  SGOT 

have  occurred  in  a small  percentage  of  patients. 

Therefore,  this  drug  should  be  used 

with  caution  in  patients  with  pre-existing  liver 

dysfunction. 

Adverse  Reactions 

The  most  frequently  encountered  adverse  reac- 
tions are  related  to  the  gastrointestinal  system. 
Gastrointestinal  and  hepatic  reactions:  anorexia, 
nausea,  vomiting,  gastralgia,  abdominal  cramps, 
diarrhea  and  tenesmus,  transient  elevation  of 
SGOT. 

CNS  reactions:  headache,  dizziness,  drowsi- 
ness, and  insomnia.  Skin  reactions:  rashes. 
Dosage  and  Administration 
Children  and  Adults  Antiminth  Oral  Suspen- 
sion (50  mg  of  pyrantel  base/ml)  should  be 
administered  in  a single  dose  of  11  mg  of  pyran- 
tel base  per  kg  of  body  weight  (or  5 mg/lb.); 
maximum  total  dose  1 gram.  This  corresponds 
to  a simplified  dosage  regimen  of  1 ml  of 
Antiminth  per  10  lb.  of  body  weight.  (One 
teaspoonful  = 5 ml.) 

Antiminth  (pyrantel  pamoate)  Oral  Suspension 
may  be  administered  without  regard  to  ingestion 
of  food  or  time  of  day,  and  purging  is  not  neces- 
sary prior  to,  during,  or  after  therapy.  It  may  be 
taken  with  milk  or  fruit  juices. 
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LETTERS  TO  THE  EDITOR 


TO  THE  EDITOR: 

In  the  laboratory  we  are  witnessing  a phe- 
nomenon that  is  being  seen  nationally  as  well  as  in 
South  Carolina.  Since  the  clinical  impact  may  be 
significant,  we  would  like  to  share  these  observa- 
tions with  other  physicians. 

During  the  first  seven  months  of  1982,  49  cases 
of  shigellosis  have  been  reported  to  the  DHEC 
Bureau  of  Disease  Control.  There  were  only  17 
cases  reported  during  the  same  period  of  1981.  It 
is  not  possible  to  determine  if  this  increase  will 
continue  into  the  late  summer  and  autumn  when 
shigellosis  is  normally  more  prevalent,  but  we 
want  to  alert  physicians  to  a potential  problem 
and  report  our  findings  on  the  resistance  of  this 
organism  to  the  drugs  commonly  used  to  treat 
cases  of  bacillary  dysentery. 

Shigellosis  is  a potentially  serious  disease  which 
affects  a significant  number  of  South  Carolinians 
each  year.  During  the  last  four  years,  an  average 
of  132  cases  per  year  have  been  reported.  The 
cases  are  distributed  throughout  the  State  and  are 
usually  due  to  Shigella  sonnei.  Traditionally,  it 
has  been  held  that  shigellosis  is  a disease  encoun- 
tered in  crowded  urban  area  or  in  other  situations 
where  there  is  opportunity  for  the  fecal-oral 
spread  necessary  to  transmit  the  disease.  Facilities 
with  large  numbers  of  small  children,  such  as  day 
care  centers  or  custodial  institutions,  are  particu- 
larly at  risk  since  the  toilet  habits  of  very  young 
children  are  often  less  than  exemplary.  Indeed, 
shigellosis  is  most  frequently  diagnosed  in  chil- 
dren under  the  age  of  four  and  a recent  article  by 
J.  J.  Gibson,  M.D.  and  colleagues  indicates  that 
infectious  diarrheas  may  be  a significant  cause  of 
infant  mortality  in  South  Carolina.1  Therefore, 
prompt  and  effective  antimicrobial  therapy  is 
particularly  important  in  young  children  and  in 
patients  whose  natural  defenses  are  compromised 
through  chemotherapy  or  age. 

Therapy  with  ampicillin  or  tetracycline  has 
generally  been  considered  to  be  effective  for 
shigellosis.  However,  Shigella  resistant  to  am- 
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picillin  and  tretracycline  are  not  uncommon  in 
many  parts  of  the  world,  but  until  recently  such 
resistance  was  not  thought  to  be  a major  problem 
in  the  United  States.  There  has  been  an  increasing 
number  of  reports  in  the  literature  suggesting  that 
the  problem  may  be  more  widespread  in  the 
United  States  than  previously  thought  and  this  led 
us  to  examine  the  situation  in  South  Carolina. 

We  tested  the  in  vitro  susceptibility  of  100 
isolates  of  Shigella  sonnei  to  ampicillin, 
tetracycline  and  sulfamethoxazole/trimethoprim 
(SxT).  Of  the  isolates  tested,  25  (25%)  had  mini- 
mum inhibitory  concentrations  (MICs)  to  am- 
picillin and  tetracycline  in  excess  of  16  meg  per 
ml  and  thus  would  be  considered  resistant  to  both 
drugs.  An  additional  eight  isolates  had  MICs  to 
ampicillin  in  the  range  of  8-16  meg  per  ml  or 
greater.  These  isolates  had  MICs  of  2 meg  per  ml 
or  less  for  tetracycline  and  would  be  considered 
susceptible  to  that  drug,  but  resistant  to  am- 
picillin. In  all,  33%  of  the  strains  tested  demon- 
strated resistance  to  ampicillin.  All  of  the  isolates 
tested  had  MICs  for  SxT  considered  to  indicate 
susceptibility  to  that  agent. 

It  would  appear  from  these  data  that  a signifi- 
cant proportion  of  Shigella  sonnei  in  South  Caro- 
lina are  resistant  to  the  antibiotics  usually  used  to 
treat  shigellosis  and  that  drugs  other  than  these 
should  be  considered  for  the  empiric  therapy  of 
bacillary  dysentery.  If  it  is  desirable  to  use  am- 
picillin to  treat  this  condition,  culture  and  anti- 
microbial susceptibility  should  be  performed. 

Arthur  F.  DiSalvo,  M.D.,  Chief 

Bureau  of  Faboratories,  DHEC 

Box  2202,  Columbia,  S.  C.  29202 
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TO  THE  EDITOR: 

Mrs.  Frances  M.  Anderson,  a descendent  of 
Doctor  John  S.  Wolff,  recently  was  in  touch  with 
me  to  see  if  I could  forward  to  her  information  on 
Jefferson  Medical  College  for  an  upcoming  reu- 
nion of  Doctor’s  Wolff’s  family.  I was  delighted  to 
do  so. 

In  return,  she  sent  me  a copy  of  the  journal  of 
the  South  Carolina  Medical  Association  which 
carried  a photograph  of  memoriabilia  belonging 
to  Doctor  Wolff.  I respectfully  do  draw  your 
attention,  however,  that  he  graduated  from 
Jefferson  Medical  College  in  1853,  not  the  Phila- 
delphia Medical  College.  Jefferson  was  founded 
in  1824  and  has  trained  nearly  24,000  physicians 


since  that  time.  We  are  proud  to  claim  Doctor 
Wolff  as  one  of  them. 

Sincerely, 

Nancy  S.  Groseclose 
Executive  Director, 

Alumni  Association, 
Jefferson  Medical  College, 
Philadelphia,  Pennsylvania 


ED.  NOTE:  The  story  regarding  Dr.  Wolff  to  which  Ms. 
Groseclose  refers  appeared  in  the  January,  1982  issue  of  The 
Journal  of  the  South  Carolina  Medical  Association.  The  Edi- 
torial staff  regrets  the  error  in  reporting  Dr.  Wolff’s  attendance 
at  Philadelphia  Medical  College  rather  than  Jefferson  Medical 
College. 


The  great  masquerader 


Wise  clinicians  recognize  this  disease  as  the  great 
masquerader,  suspecting  this  illness  when  these 
symptoms  appear  . . . 

♦ anxiety 

♦ chest  pains  of  vague  origin 

♦ gastric  disturbances 

♦ depression 

♦ family  or  job-related  problems 

♦ hypertension 

♦ sleep  disturbances 

Your  recognition  of  alcoholism’s  subtle  signs  may 
motivate  your  patient  to  seek  early  treatment. 


Specializing  in  the  treatment  of  alcoholism 
and  drug  dependency  conditions 
311  Jones  Mill  Road  <*  Statesboro,  Georgia  30458  o JCAH  Accredited  o (912)  764-6236 
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INFORMATION 

We  encourage  original  articles  and  letters  to 
the  editor  of  potential  benefit  and  interest  to  the 
members  of  the  South  Carolina  Medical  Associa- 
tion. 

CORRESPONDENCE:  All  manuscripts  and 
correspondence  should  be  addressed: 

The  Editor 

JOURNAL  OF  THE*  SOUTH  CAROLINA 
MEDICAL  ASSOCIATION 
Post  Office  Box  11188 
Columbia,  S.  C.  29211. 

COPYRIGHT:  All  manuscripts  should  be  ac- 
companied by  a transmittal  letter  to  the  editor, 
which  should  contain  the  following  paragraph: 
“This  original  work  has  not  been  submitted 
or  published  elsewhere,  in  entirety  or  in 
part.  I (we)  hereby  transfer,  assign,  or 
otherwise  convey  all  copyright  ownership  to 
the  South  Carolina  Medical  Association  in 
the  event  that  this  work  is  published  by  the 
SCMA.” 

The  above  takes  into  account  The  Copyright  Re- 
vision Act  of  1976,  effective  January  1,  1978.  We 
request  authors  to  advise  the  editor  of  any  prior 
or  anticipated  duplication  of  their  work  in  other 
publications.  Submission  of  material  as  a “com- 
panion article”  to  material  submitted  elsewhere 
is  discouraged. 

PRIORITY  FOR  PUBLICATION:  We  give 
priority  to  the  following  categories:  (1)  concise 
review  articles  of  clinical  topics;  (2)  case  reports 
and  other  original  observations  by  practicing 
physicians;  (3)  articles  devoted  to  social,  econom- 
ic, or  ethical  topics;  and  (4)  information  from 
government  and  other  agencies  pertinent  to  the 
health  care  of  South  Carolinians. 

Of  lower  priority,  but  still  welcome  for  consid- 
eration, are  articles  in  the  following  categories: 
(1)  historical  or  philosophical  essays,  and  (2)  orig- 
inal scientific  investigations  of  a specialized  na- 
ture. 

REVIEWING  AND  RESPONSIBILITY  TO 
READERSHIP:  We  will  make  every  effort  to 
review  manuscripts  promptly.  All  manuscripts 
will  be  reviewed  by  our  editorial  office,  and  when 
indicated  the  opinions  of  outside  consultants  will 
be  solicited. 

We  welcome  criticisms  of  journal  content  by 
members  of  the  South  Carolina  Medical  Associa- 
tion. 
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FOR  AUTHORS 

REPRINTS:  These  will  be  made  available  by  the 
publisher  at  established  rates,  at  the  time  of  mail- 
ing of  galley  proofs. 

LENGTH  OF  ARTICLES:  We  prefer  concise 
ar  tiel  es  of  approximately  2500  words  (approxi- 
mately 8 typewritten  pages,  double-spaced), 
with  no  more  than  ten  references. 

We  regret  that  space  considerations  limit  our 
ability  to  publish  longer  articles,  and  request  that 
authors  adhere  to  the  above  guidelines.  Simi- 
larly, tables  and  illustrations  (see  below),  should 
be  kept  to  a minimum,  and  be  specific  and  perti- 
nent. 

MANUSCRIPTS:  These  should  be  typewritten, 
double-spaced,  and  on  one  side  of  the  paper.  The 
original  and  one  copy  should  be  submitted.  The 
title  page  should  indicate  the  title,  author(s),  au- 
thor’s address,  and  academic  appointments,  if 
any.  We  request  that  the  author’s  name  not  ap- 
pear on  subsequent  pages,  to  permit  “blind”  re- 
view of  the  article,  when  desired.  Authors  should 
retain  one  copy  for  use  in  proofing. 

ILLUSTRATIONS:  These  should  be  submitted 
as  glossy,  black-and-white  prints  no  larger  than  a 
standard  page;  smaller  prints  are  desired.  Ordi- 
narily, publication  of  4 small  illustrations  or  ta- 
bles, or  the  equivalent,  will  be  paid  for  by  The 
Journal.  Any  number  beyond  this  must  be  paid 
for  by  the  author  except  under  unusual  condi- 
tions. Illustrations  should  not  be  mounted, 
stapled,  or  clipped.  On  the  back  side  of  each 
illustration,  the  article  title,  figure  number,  and 
top  of  figure  (but  not  the  author)  should  be  noted 
lightly  in  pencil.  Legends  for  illustrations  should 
be  typed  on  a separate  sheet  of  paper. 

REFERENCES:  These  should  be  cited  consecu- 
tively in  the  text,  in  superscript,  e.g.,  “Kaunitz 
and  Lindenbaum3  . . . ” We  recommend  no  more 
than  ten  references,  selected  from  more  recent 
publications  in  accessible  journals  in  most  in- 
stances. When  an  extensive  bibliography  is  de- 
sired, this  can  be  accomplished  at  the  author’s 
expense  or  by  noting  that  “additional  references 
are  available  from  the  author  upon  request.” 
Standard  journal  abbreviations  should  be  used, 
with  the  style  for  journal  articles  being  as  follows: 
3.  Kaunitz  JD,  Lindenbaum  J:  The  bio- 
availability of  folic  acid  added  to  wine. 
Ann  Intern  Med  87:  542-545,  1977. 
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SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

AUXILIARY 


LEGISLATION  AND  YOU 

ATTENTION:  South  Carolina  Medical  Association  Auxiliary  members! 

The  SCMA  has  declared  that  legislative  initiatives  and  political  action  are  top  priority  concerns 
of  the  Association.  In  October,  SCMA  Council  will  devote  a week-end  to  studying  the  following 
topics:  Increasing  State  Legislative  Effectiveness,  More  Effective  Political  Action  in  State  Races, 
and  How  SCMA  Can  and  Should  Proceed.  The  auxiliary  legislative  chairmen  will  attend  these 
sessions,  learn  all  we  can,  and  report  back  to  you.  On  Wednesday,  November  10,  at  9:30  a.  m.,  we 
will  conduct  a legislative  workshop  at  the  SCMA  building  in  Columbia.  Information  presented 
will  include  the  results  of  Council’s  study  and  background  material  on  legislative  priorities.  Mr. 
William  Watson,  former  Executive  Director  of  AMPAC,  is  now  Director  of  Public  Affairs  for 
SCMA,  and  he  will  participate  in  our  workshop.  Mr.  Frank  Rogers,  SCMA’s  legislative  liaison  and 
active  lobbyist,  will  also  talk  with  us  and  answer  questions.  All  members  of  the  auxiliary  are 
invited  to  attend. 

The  Association  and  its  Auxiliary  have  taken  giant  strides  toward  increased  political  involve- 
ment in  recent  years.  The  formation  of  SCAPELL  and  the  exhibition  of  greater  interest  in  the 
legislative  process  have  been  noticed  and  complimented  by  state  legislators.  However,  we  need 
more  auxilians  to  serve  as  informed  key  contacts.  Despite  the  enthusiasm  and  efforts  of  last  year, 
we  were  unsuccessful  in  attempts  to  attain  passage  of  the  chiropractic  scope  bill.  Now  we  must 
start  over  again. 

In  January,  1983,  a new  session  of  the  South  Carolina  General  Assembly  will  convene.  The 
composition  of  the  General  Assembly  will  be  determined  by  the  voters  on  Election  Day, 
November  2.  Please  be  sure  you  are  registered  — and  don’t  forget  to  vote!  The  beginning  of  a 
new  session  of  the  General  Assembly  means  that  the  legislative  slate  is  clear;  no  bills  can  be  held 
over  from  the  previous  session.  The  chiropractic  bill  and  the  child  restraint  bill  must  be  re- 
introduced. Also,  the  legislature  will  be  making  decisions  concerning  the  allocation  of  Medicaid 
funds  and  distribution  of  block  grants.  We  shall  also  launch  legislative  efforts  for  malpractice  tort 
reform.  There  is  much  we  can  and  must  do! 

All  these  issues  will  be  discussed  at  the  November  10  workshop.  Mark  your  calendar  now  and 
plan  to  attend.  You  have  the  opportunity  to  learn  and  to  help.  Our  physician  spouses  are 
depending  on  the  auxiliary  to  aid  in  legislative  efforts.  In  the  past  twenty  years,  we  have  watched 
the  federal  government  assume  more  and  more  responsibility  in  the  area  of  health  care.  The 
trend  now  is  to  return  that  responsibility  to  the  states.  South  Carolina’s  legislature  and  state 
agencies  are  making  more  decisions  affecting  health  care  in  this  state.  This  is  an  opportune  time 
for  us  to  be  involved.  We  need  your  help  and  will  be  looking  for  you  November  10. 

SCMAA  Legislative  Chairmen, 

Skippy  Adkins,  Mt.  Pleasant;  and 
Mary  Ivester,  Charleston 
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From  the  State  House: 

LEGISLATIVE  UPDATE 


November,  1982 

Election  day  is  now  over  and,  as  the  excitement  begins  to  wear  off,  attention  has 
gradually  begun  to  focus  on  the  next  Legislative  Session.  The  official  date  for  the 
convening  of  the  1983-84  Session  is  January  11,  1983.  SCMA  has  a full  agenda  of  issues 
that  relate  to  health  care  and  medical  practice. 

The  Officers  and  Legislative  Activities  Committee  of  SCMA  are  in  the  process  of 
finalizing  our  legislative  approach  for  the  next  8-10  months.  Part  of  this  process 
involves  prioritizing  the  issues  in  order  of  their  ranking  of  importance.  Although  the 
process  is  not  complete,  it  does  appear  that  several  of  the  following  issues  will  rank 
very  high  in  1983-84. 

OPTOMETRIC  DRUG  LEGISLATION 


Organized  optometry  has  made  informal,  but  substantial,  steps  toward  facilitating 
the  introduction  of  an  "eye  drop"  bill  during  the  upcoming  session.  From  knowledgeable 
sources  it  appears  that  the  legislation  will  include  both  the  optometric  utilization  of 
prescription  drugs  that  are  normally  used  for  diagnostic  purposes  and  prescription  drugs 
that  are  considered  treatment  drugs. 

Optometrists  are  now  lobbying  their  legislators — concentrating  on  the  Senate,  where 
they  hope  to  center  the  initial  debate.  It  is  obvious  we  must  do  likewise.  One  of  their 
old  and  continuing  arguments  is  that  there  is  no  eye  care  available  out  in  the  "hinder- 
lands",  and  only  optometrists  are  generally  available  in  small  towns  for  this  purpose. 
With  the  physician  shortage  fast  becoming  a thing  of  the  past,  this  argument  holds  less 
weight  today. 

Also,  their  arguments  of  optometric  examination  costs  being  substantially  less  than 
those  charged  by  M.D.'s  should  be  carefully  scrutinized.  We  believe  that  almost  all 
physicians  are  aware  of  the  dangers  of  optometrists  utilizing  drugs  in  their  principal 
work  of  refracting  for  vision  defects . 

CHIROPRACTIC  SCOPE  BILL 

The  issues  are  the  same  as  in  this  past  session.  Chiropractors  continue  to  urge 
legislators  to  allow  them  to  utilize  blood  tests , urinalysis , etc . in  order  to  " refer 
medical  problems  to  M.D.'s." 

The  record  of  chiropractic  referral  is  virtually  non-existent,  and  one  study  by 
the  University  of  South  Florida  (actually  funded  by  mixer  chiropractic  groups)  confirms 
the  fact  that  chiropractors  not  only  do  not  refer  to  M.D.'s,  but  do  not  even  refer  to 
each  other.  SCMA  again  plans  to  introduce  a bill  to  continue  to  confine  the  scope  of 
chiropractic  practice  to  the  spine  and  its  x-ray , diagnosis  and  treatment  (via  manipu- 
lation) , at  the  same  time  preventing  chiropractors  from  expanding  their  modes  of 
practice  at  will. 


ORT  REFORM  - JUA  LEGISLATION 


With  South  Carolina  beginning  to  set  its  own  record  for  sizeable  malpractice  judg- 
ents,  the  Professional  Liability  Committee  of  SCMA  has  made -several  recommendations  to 
ake  changes  in  various  aspects  of  our  laws  dealing  with  professional  liability.  Too 
nvolved  to  discuss  adequately  here,  the  SCMA  Council  has  endorsed  these  measures  with 
he  thought  of  easing  some  of  the  pressures  in  the  current  malpractice  climate. 

Additionally,  the  SCMA  Council  has  agreed  to  the  Professional  Liability  Committee’s 
ecommendation  that  the  JUA  be  made  more  permanent.  We  hope  to  pass  legislation,  the 
asic  thrust  of  which  is  that  the  JUA  would  remain  intact  until  the  Legislature  passes 
resolution  or  bill  declaring  it  unnecessary.  This  would  dispense  with  the  current 
ask  of  having  to  "extend"  the  JUA  every  two  years . 

EDI CAT D ISSUES 

SCMA  will  continue  to  press  the  Legislature — especially  the  Health  Care  Planning  & 
versight  Committee — to  increase  (certainly  not  to  further  decrease)  the  funding  for 
hysicians’  services  under  the  Medicaid  Program.  The  evidence  is  clear  that  some  groups 
ave  unfairly  profited  under  the  Medicaid  Program,  while  physicians  continue  to  suffer 
evere  losses  when  seeing  their  indigent  patients.  Physician  visits  are  one  of  the 
heapest  modes  of  paying  for  indigent  care , and , as  such , this  aspect  of  the  Medicaid 
rogram  should  be  funded  adequately . 

UNDATED  INSURANCE  COVERAGE  FOR  NON-M.D.  PROFESSIONALS 

SCMA  plans  to  continue  to  resist  efforts  by  certain  other  health  professionals,  who 
Lsh  to  enact  laws  that  would  mandate  private  insurance  companies  to  reimburse  for  certain 
spects  of  their  practice  (i.e.,  areas  of  practice  that  are  virtually  identical  to  acts 
arried  out  by  M.D.'s  and  which  are  covered  for  physicians  in  health  insurance  plans). 

SCMA  has  opposed  this  as  a costly  government  intrusion  into  the  private  insurance 
a rket  at  a time  of  rising  health  care  costs. 

HILD  RESTRAINT  LEGISLATION 

SCMA  will  continue  to  work  for  enactment  of  a law  requiring  reasonable  passenger 
Bstraints  for  children  (under  4 years  of  age)  riding  in  automobiles.  This  legislation 
sceived  very  favorable  treatment  in  1982;  it  was,  however,  introduced  late  in  the  session 
id  barely  missed  passage,  as  the  legislation  got  "bottlenecked"  in  the  early  adjournment. 

EPICAL  EXAMINERS’  COMMISSION 

SCMA  will  continue  its  long-standing  effort  to  supplement  the  existing  "lay  coroner" 
astern  in  South  Carolina  with  state-retained  Pathologists  and  non-Pathologist  M.D.’s, 

10  can  more  accurately  determine  the  cause  of  death  in  certain  "suspicious"  or  ques- 
Lonable  circumstances. 

)MMUNICATION  WITH  LEGISLATORS  URGED 


Between  now  and  January  11th  (opening  day)  is  the  best  time  to  personally  visit, 

•ite  or  call  your  local  Senator  or  Representative  about  concerns  of  the  physician  com- 
mity.  We  strongly  urge  you  to  do  so.  Others  whose  interests  are  adverse  to  ours  and 
lat  of  the  health  of  South  Carolina’s  citizenry  are  doing  so  now. 

)CT0R  OF  THE  DAY  PROGRAM 


Volunteers  have  already  begun  signing  up  for  the  1983  Doctor  of  the  Day  Program.  If 
>u  would  like  to  donate  a Tuesday,  Wednesday  or  Thursday  during  the  Legislative  Session, 
-ease  contact  Kay  Douglass  at  SCMA  Headquarters  (252-6311). 
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THE  MEDICAL  MANAGEMENT  OF 
RHEUMATOID  ARTHRITIS 

RICHARD  M.  SILVER,  M.D.* 


Despite  recent  advances  in  our  understanding 
of  autoimmunity  and  immunogenetics,  rheu- 
matoid arthritis  remains  a disease  of  unknown 
etiology.  It  is  characterized  by  proliferative  syn- 
ovial inflammation,  which  usually  involves  small 
and  large  joints  in  a symmetric  distribution.  The 
frequency,  the  chronicity,  and  the  systemic  na- 
ture of  rheumatoid  arthritis  combine  to  make  it 
one  of  the  most  common  diseases  seen  by  the 
primary  care  physician.  And  yet,  many  primary 
care  physicians  are  confused  and  frustrated  by  the 
management  of  the  patient  with  rheumatoid  ar- 
thritis. Much  of  the  confusion  and  frustration 
stems  from  the  vast  array  of  new  anti-inflamma- 
tory agents  available,  the  lack  of  familiarity  with 
the  use  of  the  more  potent  antirheumatic  drugs, 
and  the  extraordinary  demands  of  physician  time 
to  manage  such  a chronic  disease. 

Caring  for  the  patient  with  rheumatoid  arthri- 
tis need  not  be  a futile  or  unrewarding  endeavor. 
The  physician  has  a greater  opportunity  than  ever 
before  to  have  an  impact  on  the  course  of  the 
disease  process,  thereby  doing  much  to  relieve  the 
patient  s suffering  and  to  prevent  future  dis- 
ability. The  purpose  of  this  review  is  to  guide  the 
primary  care  physician  in  a conservative  and 
practical  approach  to  the  medical  management  of 
rheumatoid  arthritis. 


0 Division  of  Rheumatology,  Department  of  Medicine,  Medi- 
cal University  of  South  Carolina,  171  Ashley  Avenue, 
Charleston,  S.  C.  29425. 


BASIC  MANAGEMENT 

The  cornerstone  of  the  management  of  rheu- 
matoid arthritis  (RA)  consists  of  patient  educa- 
tion, rest,  and  physical  therapy,  combined  with 
the  use  of  an  anti-inflammatory  agent.  Too  often 
the  tendency  is  to  rely  solely  on  drug  therapy. 
Much  can  be  gained  by  educating  the  patient 
about  his  disease  and  by  utilizing  the  services  of 
the  allied  health  professionals. 

Once  the  diagnosis  has  been  established,  the 
patient  should  be  informed  of  the  chronicity  and 
also  of  the  waxing  and  waning  course  his  disease 
may  follow.  The  patient  should  understand  that  a 
variety  of  treatment  modalities  are  available  and 
that  the  prognosis  for  most  patients  is  quite  good. 
The  physician  should  caution  the  patient  against 
“miracle  drugs”  and  arthritis  “cures”  which  will 
be  advised  by  well-intentioned  friends  and  rela- 
tives or  less  well-intentioned  entrepreneurs.  The 
Arthritis  Foundation!  and  the  Arthritis  Informa- 
tion Clearinghouse!  ! are  useful  resources  for  pa- 
tient educational  materials. 

Disease  activity  is  almost  always  accompanied 
by  malaise  and  fatigue,  and  rest  is  an  important 
aspect  of  conservative  management  of  RA.  The 
importance  of  proper  rest  must  be  stressed  by  the 
physician,  and  a rest  period  of  one  to  two  hours  at 
the  onset  of  fatigue  should  be  prescribed.  Com- 


f The  Arthritis  Foundation,  South  Carolina  Chapter,  3008 
Millwood  Avenue,  Columbia,  S.  C.  29205. 

! ! Arthritis  Information  Clearinghouse,  P.  O.  Box  34427, 
Bethesda,  Md.  20034. 
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plete  bedrest  is  seldom  indicated,  but  brief  periods 
of  hospitalization  may  improve  considerably  the 
well-being  of  the  patient.1  Brief  periods  of  hospi- 
talization also  afford  the  opportunity  for  intensive 
patient  education,  regular  physical  therapy,  and 
strict  drug  compliance. 

The  improvement  that  accompanies  rest  is  also 
apparent  when  individual  joints  are  rested.  Com- 
plete immobilization  of  a joint  has  been  shown  to 
reduce  inflammation,2  but  such  therapy  is  seldom 
practical.  The  conservative  management  of  RA 
should  include  a balanced  program  of  rest  and 
physical  therapy.  The  physical  and  occupational 
therapists  are  critical  resources  whose  services 
should  be  employed.  The  many  services  which 
these  allied  health  professionals  have  to  offer  the 
rheumatoid  patient  may  be  ascertained  by  a brief 
visit  to  their  department  and  by  consulting  a 
standard  reference  textbook.  The  physical  thera- 
pist can  instruct  the  patient  in  exercises  designed 
to  maintain  joint  mobility,  increase  muscle 
strength,  and  perform  routine  activities  with  a 
minimum  of  joint  trauma.  The  occupational 
therapist  can  evaluate  the  patient  in  the  hospital 
and  at  home  to  advise  adaptive  devices  aimed  at 
maintaining  the  independence  of  the  patient. 
Splints  that  provide  local  joint  rest  and  maintain 
functional  posture  can  also  be  constructed  and 
fitted  to  the  individual  needs  of  the  patient. 

ASPIRIN  AND  SALICYLATES 

Few  drugs  hold  as  time-honored  a position  in 
the  history  of  medicine  as  aspirin  and  the  salicy- 
lates. Willowbark,  the  active  ingredient  of  which 
is  salicylic  acid,  was  advocated  by  Hippocrates  for 
the  treatment  of  fever.  Aspirin,  or  acetyl  salicylic 
acid,  was  introduced  to  this  country  by  Bayer  in 
1899,  and  the  experience  with  aspirin  in  treating 
RA  is  greater  than  with  any  other  drug. 

Aspirin  or  salicylates  remain  the  drug  of  choice 
for  the  treatment  of  RA.  Although  the  newer 
nonsteroidal  anti-inflammatory  drugs  may  pro- 
duce less  tinnitus  and  dyspepsia,  none  are  more 
effective  as  anti-inflammatory  agents  than  as- 
pirin, and  cost  precludes  their  use  as  the  first  drug 
of  choice  in  treating  RA  (see  Table  I). 

In  large  doses,  aspirin  is  anti-inflammatory  as 
well  as  antipyretic  and  analgesic.  These  properties 
are  believed  to  derive  from  the  inhibition  of  the 
enzyme  prostaglandin  synthetase.  The  physician 
must  inform  the  patient  that  the  anti-inflamma- 
tory properties  depend  on  sustained  high  doses  of 


aspirin,  thereby  encouraging  compliance  and  pre- 
venting the  refrain,  “All  he  did  was  tell  me  to  take 
some  aspirin.” 

Adults  should  be  treated  with  three  aspirins  (0.9 
gram)  four  times  a day,  and  each  dose  should  be 
taken  with  a meal  or  antacids.  If  an  adequate 
therapeutic  response  is  not  achieved,  the  daily 
dose  can  be  increased  by  one  tablet  each  week. 
Such  small  incremental  changes  are  necessary  due 
to  an  important  feature  of  aspirin  metabolism, 
namely  the  higher  the  blood  level  the  more  pro- 
longed is  the  half-life  of  the  drug.  For  the  same 
reason,  when  tinnitus  occurs  the  dose  should  be 
reduced  slightly  rather  than  drastically.  The  use 
of  tinnitus  to  titrate  the  dose  of  aspirin  can  be  a 
helpful  guide,  but  tinnitus  may  not  be  a reliable 
indicator  in  the  elderly  patient.  For  these  patients, 
and  when  compliance  is  of  concern,  the  serum 
salicylate  level  should  be  determined.  This  test  is 
available  in  most  hospital  laboratories.  A serum 
salicylate  level  of  20  to  30  mg  per  deciliter  is 
considered  optimal. 

Slow  release  forms  of  aspirin  may  improve  pa- 
tient compliance  by  reducing  the  dose  frequency. 
They  may  also  reduce  early  morning  stiffness 
when  taken  at  bedtime.  When  gastrointestinal 
side-effects  occur  with  plain  aspirin,  other  prepa- 
rations such  as  buffered  aspirin,  enteric-coated 
aspirin,  and  choline  salicylate  should  be  tried. 

Aspirin  is  contraindicated  in  patients  with  gas- 
tritis or  peptic  ulcer  disease,  in  patients  with 
bleeding  tendencies,  and  in  patients  with  the  syn- 
drome of  asthma  and  nasal  polyposis.  The  use  of 
aspirin  in  pregnancy  does  not  increase  the  risk  of 
congenital  malformation.  It  may  prolong  labor 
and  increase  perinatal  maternal  bleeding,  but 
these  effects  may  be  minimized  by  stopping  the 
drug  in  the  last  month. 

PHENYLBUTAZONE 

Phenylbutazone  and  oxyphenbutazone  are  po- 
tent anti-inflammatory  drugs.  Adverse  reactions 
such  as  sodium  retention,  gastrointestinal  intol- 
erance, and  bone  marrow  toxicity  preclude  their 
long-term  use.  These  drugs  should  not  be  used  in 
the  management  of  RA. 

INDOMETHACIN 

Indomethacin  is  an  indole  derivative  which  is  a 
highly  effective  anti-inflammatory  agent.  In  its 
nearly  20  years  of  use  in  this  country,  indometha- 
cin has  proven  to  be  an  effective  drug  for  the 
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management  of  RA,  and  many  rheumatologists 
regard  it  as  the  second  drug  of  choice  after  aspirin 
and  salicylates.  It  may  be  given  three  or  four  times 
a day,  at  a dose  of  25  to  50  mg.  Gastrointestinal 
intolerance  may  be  avoided  by  taking  the  drug 
with  food.  Night  pain  and  early  morning  stiffness 
may  be  relieved  by  a bedtime  dose  of  75  mg.  A 
new  timed-release  preparation  contains  75  mg. 
and  may  be  taken  once  or  twice  a day.  In  patients 
with  diminished  glomerular  filtration,  severe 


azotemia  may  result,  possibly  due  to  inhibition  of 
prostaglandin  synthesis  in  the  kidney.3  This  is 
usually  reversible  upon  stopping  the  drug. 

OTHER  NONSTEROIDAL 
ANTI-INFLAMMATORY  DRUGS 

In  recent  years,  there  has  been  a tremendous 
influx  of  new  nonsteroidal  anti-inflammatory 
drugs  (NSAID’s),  attesting  to  the  vast  market  for 
antirheumatic  drugs.  And  now  we  are  being  sub- 


Table  I 

NONSTEROIDAL  ANTI-INFLAMMATORY  DRUGS  FOR  TREATMENT  OF  RHEUMATOID  ARTHRITIS 


Generic  Name 

Proprietary  Name 

An.  Daily  Dose 

At>.  Cost/Month 1 

Adverse  Reactions /Notes 

Aspirin  and  Salicylates 
Aspirin 

Aspirin,  USP 

3.6  gm 

$ 2.48 

Tinnitus;  gastric  irritation 

Buffered  Aspirin 

Ascriptin  A/D 

3.6  gm 

12.20 

Antacids  decrease  plasma 
level  by  hastening  renal 

excretion 

Enteric-coated  Aspirin 

Ecotrin 

3.6  gm 

14.36 

Absorption  may  be 
erratic 

Timed-release  Aspirin 

Bayer  Timed-Release 

3.6  gm 

9.84 

Bedtime  dose  may 
reduce  morning 
stiffness  and  pain 

Choline  Salicylate 

Arthropan 

3.6  gm 

20.62 

Liquid  preparation, 
no  platelet  effect 

Choline  Magnesium 

Trilisate 

3.0  gm 

29.35 

B.I.D.  dosage  maintains 

Trisalicylate 

therapeutic  salicylate 
level;  no  platelet  effect 

Diflunisal 

Dolobid 

750  mg 

19.22 

B.I.D.  dosage;  no  platelet 
effect;  reduce  dose  in 

/ 

renal  failure 

Indole  Derivatives 
Indomethacin 

Indocin 

150  mg 

26.87 

Gastrointestinal  intolerance; 
headache;  dizziness 

Indocin-SR 

150  mg 

35.42 

Same  as  Indocin;  single 
daily  or  B I D.  dosage 

Sulindac 

Clinoril 

400  mg 

25.37 

Same  as  Indocin 

Propionic  Acid  Derivatives 
Ibuprofen 

Motrin 

2.4  gm 

30.74 

May  be  used  in  patients 

Rufen 

2.4  gm 

26.42 

with  past  history  of 
peptic  ulcer  disease; 
skin  rash  (uncommon) 

Naproxen 

Naprosyn 

750  mg 

30.47 

As  for  ibuprofen 

Fenoprofen 

Nalfon 

2.4  gm 

35.87 

As  for  ibuprofen 

Anthranilic  Acid  Derivatives 

Mefenamic  Acid 

Ponstel 

1.5  gm 

49.82 

Diarrhea;  ulcers; 
hemolytic  anemia; 
bone  marrow  hypoplasia 

Meelofenamate  Sodium 

Meclomen 

300  mg 

23.57 

Diarrhea;  headaches; 
dizziness 

Others 

Tolmetin 

Tolectin 

1.2  gm 

32.99 

Gastrointestinal  intolerance, 
headache;  dizziness 

Piroxicam 

Feldene 

20  mg 

30.92 

Single  daily  dose 

1 Costs  quoted  by  a SC  pharmacy  effective  June  1982,  and  based  on  a one-month  supply 
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jected  to  more  media  campaigns,  as  the  drug 
manufacturers  introduce  NSAID’s  with  longer 
half-lives,  allowing  once  or  twice  a day  dosage. 

Some  of  the  NSAID’s  available  in  the  U.S.  are 
listed  in  Table  I.  Most  are  derivatives  of  indole, 
propionic  acid,  or  arthranilic  acid.  Their  anti- 
inflammatory action  is  based  on  the  inhibition  of 
prostaglandin  synthetase. 

Several  points  are  worthy  of  consideration  prior 
to  prescribing  one  of  the  newer  NSAID’s.  First, 
none  of  the  NSAID’s  are  more  effective  than 
aspirin  in  the  management  of  RA.  Second,  the 
experience  with  these  drugs  is  much  less  than  that 
with  aspirin  and  indomethacin.  And  finally,  the 
cost  of  the  NSAID’s  is  significantly  greater  than 
that  of  aspirin.  For  these  reasons,  the  newer 
NSAID’s  should  be  regarded  as  second-line  drugs 
in  the  management  of  RA. 

The  NSAID’s  may  be  useful  in  the  patient  who 
has  gastrointestinal  intolerance  or  tinnitus  with 
aspirin  and  indomethacin  or  in  the  patient  who  is 
non-compliant  with  aspirin  or  indomethacin.  The 
NSAID’s  are,  however,  contraindicated  in  the  pa- 
tient with  aspirin  hypersensitivity  due  to  a high 
frequency  of  cross-hypersensitivity.4 

Several  principles  may  be  useful  to  the  physi- 
cian when  prescribing  a NSAID.  It  is  best  to  use 
only  one  NSAID  at  a time  and  the  drug  should  be 
given  in  full  anti-inflammatory  dosage.  There  is 
marked  variability  in  the  clinical  response  to  a 
given  drug,  so  the  physician  should  try  several  of 
them  sequentially  when  the  response  to  one  is 
inadequate.5  A trial  of  10-14  days  is  usually  ade- 
quate to  assess  the  clinical  response  to  a NSAID. 


ANTI-MALARIALS 

There  exists  a 30-year  experience  with  the  use 
of  antimalarial  drugs  in  the  treatment  of  RA. 
Chloroquineand  hydroxychloroquine  (Plaquenil) 
have  been  shown  to  be  effective  antirheumatic 
drugs.  They  are  useful  adjunctive  therapy  in  pa- 
tients who  have  persistent  disease  activity  despite 
maximal  salicylate  or  NSAID  therapy.  They  may 
be  useful  also  in  the  rare  patient  who  cannot 
tolerate  salicylates  or  any  NSAID  due  to  gastric 
irritation.  Fike  gold  and  d-penicillamine,  they 
have  a slow  onset  of  action. 

Hydroxychloroquine  is  the  most  effective  and 
least  toxic  anti-malarial  drug.  The  adult  dosage  is 
200  mg  b.i.d.  for  six  months.  If  the  patient  re- 
sponds, the  dose  may  be  reduced  to  200  mg  daily 
and  continued  indefinitely  or  until  remission 
occurs. 

The  major  adverse  effect  of  the  antimalarial 
drugs  is  ocular  toxicity.  These  drugs  accumulate 
in  pigmented  tissues,  including  the  retina,  and  can 
produce  macular  degeneration.  This  side-effect  is 
dose  and  time-dependent,  and  it  rarely  occurs  at 
the  dosage  currently  employed  for  RA  (see  Table 
II).  An  initial  ophthalmologic  examination  is  re- 
quired, as  well  as  follow-up  examinations  every 
six  months.  The  drug  should  be  discontinued  if 
any  retinal  toxicity  is  suspected.  Small  doses  of 
these  drugs  may  be  lethal  to  children,  so  steps 
should  be  taken  to  prevent  accidental  ingestion  in 
the  home. 

GOLD  SALTS 

Based  upon  their  antibacterial  properties,  gold 


Table  II 

SLOW  ACTING  REMISSION-INDUCING  DRUGS  FOR  TREATMENT  OF  RHEUMATOID  ARTHRITIS 


Generic  Name 

Proprietary  Name 

Adverse  Reactions 

Required  Monitoring 

Hydroxychloroquine 

Plaquenil 

Macular  degeneration; 
corneal  opacities; 
skin  rash 

Ophthalmoscopy  before 
and  every  six  months 
during  treatment 

Gold  Sodium  Thiomalate 
Aurothioglucose 

Myochrysine 

Solganol 

Skin  rash;  stomatitis; 
leukopenia; 
thrombocytopenia; 
proteinuria 

Complete  blood  count, 
platelet  count,  and 
urinalysis  prior  to 
each  injection 

D-penicillamine 

Cuprimine 

Depen 

Skin  rash,  leukopenia; 
thrombocytopenia; 
proteinuria;  Good- 
pasture’s  syndrome 
(rare);  lupus-like 
syndrome  (rare); 
myasthenia  gravis 
(rare);  bullous 
pemphigoid  (rare) 

Complete  blood  count, 
platelet  count  and 
urinalysis  bi-weekly 
until  maintenance  dose 
is  reached  and  then 
monthly 
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salts  have  been  used  to  treat  RA  since  the  1930’s. 
The  efficacy  of  chrysotherapy  was  established  in 
1960  when  the  Empire  Rheumatism  Council 
Study  was  published.6  Subsequent  studies  have 
shown  gold  salts  to  slow  the  rate  of  progression  of 
joint  destruction,  and  actual  healing  of  erosions 
has  been  demonstrated. 

A patient  with  rheumatoid  arthritis  may  be 
considered  a candidate  for  gold  therapy  if  he  has 
persistent  disease  activity  for  at  least  six  months, 
despite  adequate  conservative  therapy.  Seroposi- 
tive patients  with  nodules,  owing  to  their  poorer 
prognosis,  may  be  earlier  candidates  for  chryso- 
therapy. Two  injectable  gold  preparations  are 
available,  gold  sodium  thiomalate  (Myochrysine) 
and  aurothioglucose  (Solganol).  An  oral  prepara- 
tion, Auranofin,  will  soon  be  available. 

Prevention  of  severe  adverse  reactions  requires 
strict  vigilance  on  the  part  of  the  physician  (see 
Table  II).  A 10  mg  “test  dose”  should  be  admin- 
istered to  identify  the  rare  patient  with  a hyper- 
sensitivity reaction.  This  is  followed  by  a 50  mg 
weekly  injection  for  a minimum  of  20  weeks.  If  a 
clinical  response  occurs,  the  dosage  interval  can  be 
changed  to  bi-weekly  and  then  monthly.  In  the 
responsive  patient,  the  drug  should  be  admin- 
istered monthly  for  an  indefinite  period  of  time. 
Prior  to  each  injection,  the  patient  should  be  ques- 
tioned about  pruritus,  rash,  and  stomatitis,  and  a 
urinalysis,  complete  blood  count  and  platelet 
count  should  be  obtained.  Such  procedures  will 
usually  prevent  the  major  adverse  reactions 
(nephrotic  syndrome,  leukopenia,  thrombocyto- 
penia, and  exfoliative  dermatitis),  most  of  which 
are  reversible  if  the  gold  is  discontinued. 

D-PENICILLAMINE 

D-penicillamine  is  a sulfhydryl  amino  acid  long 
used  to  treat  Wilson’s  disease  and  cystinuria.  It  has 
been  shown  to  be  efficacious  in  the  treatment  of 
RA  and  generally  is  as  effective  as  gold.  It  is 
indicated  in  the  patient  with  persistent  disease 
activity  unresponsive  to  conservative  manage- 
ment and  in  whom  gold  has  been  ineffective  or 
has  produced  adverse  effects. 

Penicillamine  (Cuprimine,  Depen)  is  a slow- 
acting  drug,  and  a period  of  three  months  may  be 
required  for  a clinical  response.  /Adults  should  be 
started  on  250  mg  daily,  given  IV2  hours  after  a 
meal  and  without  food  or  antacids.  If  no  response 
is  noted  after  three  months,  the  dose  should  be 
increased  to  500  mg  daily.  At  six  and  nine  months, 


the  dose  can  be  increased  to  750  mg  and  1000  mg, 
respectively.  Adverse  reactions  are  more  likely  to 
occur  at  these  higher  doses  (see  Table  II).  The 
most  serious  adverse  effects  are  leukopenia, 
thrombocytopenia,  proteinuria  and  hematuria.  A 
complete  blood  count,  platelet  count,  and  uri- 
nalysis should  be  obtained  bi-weekly  until  the 
maintenance  dose  is  reached  and  then  monthly. 
The  drug  should  be  stopped  for  a WBC  less  than 
3000/mm3,  platelet  count  less  than  100,000/mm3, 
or  a rapid  rise  in  proteinuria.  If  these  abnor- 
malities resolve,  the  drug  may  be  reinstituted  at  a 
lower  dose. 

CORTICOSTEROIDS 

Glucocorticoids  are  potent  anti-infammatory 
agents  that  have  been  used  extensively  in  the 
management  of  RA.  Soon  after  the  introduction  of 
cortisone,  Philip  Hench  was  awarded  the  Nobel 
Prize  for  his  application  of  this  drug  to  the  treat- 
ment of  RA.7  The  dramatic  symptomatic  im- 
provement that  accompanied  glucocorticoid 
therapy  was  met  with  wide  acclaim  by  patients 
and  physicians.  It  was  not  long,  however,  before 
the  adverse  effects  of  high-dose  steroid  therapy 
were  noted  and,  despite  the  overwhelming  im- 
provement in  well-being,  several  studies  proved 
that  long-term  corticosteroid  therapy  did  nothing 
to  alter  the  progression  of  the  disease.8,  9 The  lack 
of  an  effect  on  the  progression  of  the  disease 
process,  combined  with  the  high  cost  of  steroids  in 
physiologic  terms,  have  made  high-dose  steroid 
therapy  unacceptable  in  the  management  of  RA. 

Corticosteroids  may  have  a limited  role  in  the 
management  of  RA.  They  may  be  useful  as  short- 
term adjunctive  treatment  in  those  patients  who 
must  continue  working  to  support  a family  while  a 
slow-acting  drug  such  as  gold  or  d-penicillamine  is 
being  started.  In  such  situations  an  intermediate- 
acting glucocorticoid  such  as  prednisone  or  pred- 
nisolone should  be  used,  and  it  should  be  given  as  a 
single  daily  dose,  preferably  in  the  morning,  and 
never  in  excess  of  7.5  mg.  As  the  patient  responds 
to  the  gold  or  d-penicillamine,  every  effort  should 
be  made  to  taper  and  discontinue  the  cor- 
ticosteroids. ACTH  and  long-acting  oral  glucocor- 
ticoids such  as  dexamethasone  or  triamcinolone 
should  not  be  used. 

Corticosteroids  may  be  useful  when  injected 
into  persistently  inflamed  joints.  Repeated  injec- 
tions can  produce  cartilage  deterioration,10  so  care 
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must  be  taken  to  use  the  lowest  effective  dose  and 
to  avoid  frequent  injections  into  a single  joint. 
Triamcinolone  hexacetonide  (Aristospan)  is  the 
preparation  with  the  longest  half-life.  A dose  of  20 
mg  into  a large  joint  such  as  the  knee  may  produce 
prolonged  relief.  Higher  doses  should  not  be  used, 
and  a single  joint  should  not  be  injected  more 
frequently  than  once  every  three  or  four  months. 
Intra-articular  corticosteroid  injections  are  con- 
traindicated whenever  the  joint  lacks  stability  or 
whenever  infection  is  suspected. 

IMMUNOSUPPRESSIVE  THERAPY 

Immunosuppressive  drugs  such  as  azathio- 
prine,  cyclophosphamide,  and  methotrexate  have 
been  used  to  treat  RA.  The  decision  to  employ 
such  potentially  lethal  drugs  should  be  made  with 
informed  consent  and  only  after  all  other  modes 
of  therapy  have  been  exhausted.  Consultation 
with  a rheumatologist  should  be  obtained  prior  to 
making  such  a decision  and  at  frequent  intervals 
after  a patient  has  been  started  on  such  therapy. 
Lymphopharesis,  thoracic  duct  drainage,  and 
total  nodal  irradiation  are  investigational  modali- 
ties and  are  restricted  to  selected  centers  with 
protocols  for  their  study. 

SUMMARY 

A conservative,  sequential  approach  to  the 
management  of  RA  can  be  rewarding  to  both  the 
patient  and  the  physician.  The  management  of 
each  patient  must  be  individualized,  and  the  phy- 
sician must  be  willing  to  devote  adequate  time  to 
handle  the  problems  of  such  a chronic  disease. 
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Increasing  numbers  of  allied  health  professionals, 
rheumatologists,  and  specialized  rehabilitation 
units  are  available  for  assistance  in  managing 
difficult  cases.  With  such  an  approach,  the  man- 
agement of  RA  need  not  be  a futile  or  bewildering 
experience.  □ 

ACKNOWLEDGMENTS 

The  author  wishes  to  thank  Ms.  Judy  Anderson  for  her 
excellent  secretarial  assistance  and  B.  O.  Derrick,  Jr.,  B.S. 
Pharm.,  for  his  assistance  in  pricing  the  NSAID’s. 

REFERENCES 

1.  Lee  P,  Kennedy  AC,  Anderson  J,  Buchanan  WW:  Benefits 
of  hospitalization  in  rheumatoid  arthritis.  Q J Med  43: 
205-214,  1974. 

2.  Partridge  REH,  Duthie  JJR:  Controlled  trial  of  the  effect 
of  complete  immobilization  of  the  joints  in  rheumatoid 
arthritis.  Ann  Rheu  Dis  22:  91-99,  1963. 

3.  Walshe  JJ,  Venuto  RC:  Acute  oliguric  renal  failure  in- 
duced by  indomethacin:  possible  mechanism.  Ann  Int 
Med  91:  47-49,  1979. 

4.  Mathison  DA,  Stevenson  DD:  Hypersensitivity  to  non- 
steroidal anti-inflammatory  drugs:  indications  and  meth- 
ods for  oral  challenges.  J Allerg  and  Clin  Immunol  64: 
669-674,  1979. 

5.  Simon  LS,  Mills  JA:  Nonsteroidal  anti-inflammatory 
drugs.  NEJM  302:  1237-1243,  1980. 

6.  Empire  Rheumatism  Council.  Gold  therapy  in  rheu- 
matoid arthritis.  Ann  Rheu  Dis  19:  95-119,  1960. 

7.  Nelson  AM,  Conn  DL:  Glucocorticoids  in  rheumatic  dis- 
ease. Mayo  Clin  Proc  55:  758-769,  1980. 

8.  Empire  Rheumatism  Council.  Multi-center  controlled 
trial  comparing  cortisone  acetate  and  acetysalicyclic  acid 
in  the  long-term  treatment  of  rheumatoid  arthritis:  results 
of  three  years’  treatment.  Ann  Rheu  Dis  16:  277-289, 1957. 

9.  Bernsten  CA,  Freyberg  RH:  Rheumatoid  patients  after 
five  or  more  years  of  corticosteroid  treatment:  a compara- 
tive analysis  of  183  cases.  Ann  Int  Med  54:  938-953,  1961. 

10.  Behrens  F,  Shepard  N,  Mitchell  N:  Metabolic  recovery  of 
articular  cartilage  after  intra-articular  injections  of 
glucocorticoid.  J Bone  Joint  Surg  58 A:  1157-1160,  1976. 


The  Journal  of  the  South  Carolina  Medical  Association 


SYMPTOMATIC  MITRAL  VALVE  PROLAPSE: 
A PROSPECTIVE  INCIDENCE  STUDY 


LANCE  A.  DUVALL,  M.D.* 

Several  reports  have  estimated  the  incidence  of 
mitral  valve  prolapse  in  the  normal  population  at 
5-10%.1, 2- 3’ 4i  3>  6 However,  these  studies  were  done 
in  selected  populations,  irrespective  of  clinical 
symptoms.  It  was  felt  that  these  prevalence  rates 
could  not  serve  as  accurate  predictors  of  the  ex- 
pected incidence  of  symptomatic  mitral  valve 
prolapse  in  a general  practice.  In  order  to  deter- 
mine a more  applicable  estimate,  a twelve  month 
prospective  study  of  the  incidence  of  symptomat- 
ic mitral  valve  prolapse  was  undertaken.  For  those 
readers  unfamiliar  with  mitral  valve  prolapse,  a 
recent  review  by  Come"  describes  the  clinical 
features,  pathology,  electrocardiographic  and 
echocardiographic  findings,  and  prognosis. 

METHODS 

The  author  is  a residency-trained  Family  Prac- 
tice physician  and  had  been  in  private  practice 
with  another  physician  for  18  months  when  the 
study  period  began.  The  practice  is  located  on  the 
South  Carolina  coast  in  a city  of  approximately 

15.000  persons.  The  medical  community  serves  a 
population  of  about  45,000  persons.  At  the  initia- 
tion of  the  study  the  practice  contained  about 

6.000  patients,  with  an  average  of  68  new  patients 
being  seen  by  the  author  each  month  of  the  study. 
There  were  4,847  office  visits  by  2,206  different 
patients  recorded  by  the  author  during  the  study. 
The  racial,  sexual,  and  age  data  of  these  patients 
are  presented  in  Table  I and  Figure  1. 

For  the  purposes  of  this  study  a distinction  was 
made  between  the  anatomic  diagnosis  of  mitral 
valve  prolapse  (MVP)  and  the  clinical  diagnosis  of 
prolapsing  mitral  valve  syndrome  (PMVS).  Pa- 
tients who  had  symptoms  (e.g.  atypical  chest 
pains,  palpitations,  syncope  or  near  syncope,  un- 
usual nervousness)  or  physical  signs  (e.g.  cardiac 
ectopies,  persistent  tachycardia,  orthostatic  hypo- 
tension) commonly  associated  with  MVP  and  who 
had  echocardiographic  documentation  of  MVP 
were  considered  to  have  PMVS.  The  presence  of  a 
systolic  click  or  late  systolic  murmur  was  not 

° Waccamaw  Family  Practice  Associates,  Drawer  1395, 
Georgetown,  S.  C.  29440. 


considered  necessary  for  the  diagnosis. 

All  positive  cases  were  discovered  during  the 
normal  course  of  daily  office  practice.  If  patients 
had  physical  symptoms  or  signs  of  PMVS,  careful 
cardiac  auscultation  was  performed  with  the  pa- 
tient in  the  supine,  sitting,  and  standing  positions. 
Although  it  is  the  author’s  practice  to  perform 
cardiac  auscultation  on  the  great  majority  of  visits, 
routine  auscultation  is  generally  done  with  the 
patient  in  either  the  supine  or  sitting  position. 


Table  I 

SEX  AND  RACE  DATA  OF  THE  STUDY  POPULATION 

Total  Patients  — 2206 

Males  — 909  (41.2%)  Females  — 1297  (58.8%) 

White  — 598  (27.1%)  White  — 730  (33.1%) 

Black  — 311  (14.1%)  Black  — 567  (25.7%) 


p.ar 


FIGURE  1 — Age  distribution  of  the  study  population  by 
decades  with  the  number  of  positive  cases  of  PMVS  within 
each  decade. 
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Table  II 

CLINICAL  CHARACTERISTICS  OF  PATIENTS 
WITH  PMVS  DIAGNOSIS 


Case 

Age,  Race, 
Sex 

Systolic 

Click 

Symptoms 

Beta-adrenergic 
blockade  therapy 

1. 

40,  WF 

— 

palpitations,  anxiety 

+ 

2. 

43, BF 

+ 

palpitations,  sinus  tachycardia 

+ 

3. 

33, WF 

+ 

chest  pains,  anxiety,  sinus  tachycardia 

+ 

4. 

30, BF 

+ 

palpitations,  dizziness 

+ 

5. 

43, WF 

+ 

premature  ventricular  contractions,  sinus 

+ 

6. 

14, WF 

+ 

tachycardia,  palpitations,  chest  pain 
palpitations,  near  syncope 

+ 

7. 

16, BM 

+ 

orthostatic  hypotension,  anxiety 

— 

8. 

66, BF 

— 

palpitations 

— 

9. 

10, WF 

— 

syncope,  multifocal  premature  ventricular 

+ 

10. 

39, WF 

+ 

contractions,  exercise-induced  ventricular 
bigeminy 

palpitations,  chest  pain,  dyspnea 

+ 

11. 

34, BF 

+ 

palpitations 

- 

12. 

37, WF 

+ 

chest  pains,  anxiety 

+ 

13. 

26, WF 

+ 

palpitations,  premature  ventricular  contractions 

— 

14. 

17, BF 

+ 

dizziness,  chest  pain 

— 

15. 

22, BF 

+ 

palpitations,  sinus  tachycardia,  anxiety 

- 

16. 

52, WF 

— 

sinus  tachycardia,  chest  pain 

+ 

17. 

25, WF 

+ 

chest  pain,  fatigue 

+ 

18. 

27, WF 

+ 

dizziness 

— 

19. 

17, BF 

+ 

chest  pain 

— 

RESULTS 

There  were  29  patients  with  suspected  PMVS 
referred  for  echocardiography.  A diagnosis  of 
PMVS  was  confirmed  in  19  patients  (65.5%). 
Table  II  summarizes  the  clinical  information  for 
the  patients.  A midsystolic  click  was  noted  in  15 
(80%)  of  the  patients  with  PMVS.  The  overall  in- 
cidence of  PMVS  in  2,206  patients  was  0.9%.  The 
mean  age  of  patients  with  PMVS  was  31.1  years 
(standard  deviation  14.3  years)  with  a range  from 
10  to  66  years.  The  diagnosis  was  made  in  only  one 
male  patient.  The  incidence  of  PMVS  was  greatest 
in  females  with  ages  from  11  to  40  years  (2.1%). 
There  was  no  statistically  significant  difference  in 
the  incidence  of  PMVS  between  white  and  black 
females  (x2  = 3.03). 

Of  the  19  patients  with  PMVS,  11  were  treated 
with  beta-adrenergic  blocking  agents  in  order  to 
control  their  symptoms.  Symptomatic  improve- 
ment occurred  in  nine  (82%)  of  the  treated  pa- 
tients. Eight  patients  had  symptomatic  improve- 
ment with  only  reassurance  of  the  usually  benign 
course  of  their  disorder.  All  19  patients  were  given 
instructions  regarding  antibiotic  therapy  for  bac- 
terial endocarditis  prophylaxis.  In  two  of  the  cases 


the  diagnosis  of  PMVS  was  not  associated  with  a 
necessarily  benign  prognosis.  Case  #9  is  a ten- 
year-old  girl  whose  syncopal  episodes  were  even- 
tually attributed  to  ventricular  dysrhythmias 
which  were  considered  to  be  potentially  life 
threatening  by  a pediatric  cardiologist.  These  dys- 
rhythmias were  subsequently  controlled  by  beta- 
adrenergic  blockade.  In  case  § 2 the  diagnosis  of 
PMVS  led  to  a further  diagnosis  of  Marfan’s  dis- 
ease. This  patient’s  family  is  currently  being  stud- 
ied to  identify  other  affected  members. 

DISCUSSION 

The  incidence  rates  of  PMVS  reported  in  this 
paper  are  adversely  affected  by  a number  of 
factors.  All  of  the  patients  seen  in  the  office  did 
not  have  a careful  cardiac  examination  or  a sys- 
tematic review  to  elicit  symptoms  of  PMVS.  The 
difficulty  in  hearing  some  clicks  and  their  subse- 
quent intermittent  character  makes  it  likely  that 
most  of  these  would  have  been  missed  had  the 
patient’s  symptoms  not  alerted  the  examiner. 
Conversely,  the  symptoms  commonly  associated 
with  PMVS  are  not  unique  to  that  disorder,  and 
the  association  in  some  patients  may  be  merely 
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coincidental.  The  use  of  a matched  control  group 
of  patients  was  not  practical.  The  incidence  rates 
reported  in  this  paper  are  more  an  estimate  of  how 
often  a practitioner  in  similar  circumstances 
might  expect  to  make  the  diagnosis  of  PMVS, 
rather  than  representing  an  accurate  estimate  of 
the  true  incidence  of  patients  with  symptomatic 
mitral  valve  prolapse.  The  frequency  of  the  diag- 
nosis is  sensitive  to  a high  index  of  suspicion  in  a 
physician  familiar  with  the  signs  and  symptoms  of 
PMVS. 


CONCLUSION 

A 0.9%  incidence  of  PMVS  was  found  in  a 
general  practice  population.  The  highest  inci- 
dence was  recorded  in  young  to  middle-aged  fe- 
males (2.1%).  The  majority  of  these  patients  can 
be  successfully  treated  by  their  primary  care  phy- 
sician but  a smaller  group  will  require  referral  for 
further  evaluation  and  treatment.  □ 


ACKNOWLEDGEMENT 

The  author  wishes  to  express  his  gratitude  to  Bruce  Usher, 

M.D.  for  his  encouragement  and  help  in  this  study  and  for  his 

critical  review  of  the  manuscript. 

REFERENCES 

1.  Brown  RO,  Kloster  FE,  DeMots  H:  Incidence  of  Mitral 
Valve  Prolapse  in  the  Asymptomatic  Normal.  Suppl  II  to 
Circulation,  Vols  52  and  52,  1975. 

2.  Markiewicz  W,  Stoner  J,  London  E,  Hunt  S:  Mitral  Valve 
Prolapse  in  One  Hundred  Presumably  Healthy  Young 
Females,  Circulation  53:464,  1976. 

3.  Procasse  PM,  Savan  SV,  Schreiter  SL,  Bryson  AL:  Preva- 
lence of  Clinical  Mitral  Valve  Prolapse  in  1169  Young 
Women.  N Engl  J Med  294:1086,  1976. 

4.  Cohen  M,  Pocock  WA,  Lakier  JB,  et  al:  Four  Year  Follow- 
Up  of  Black  Schoolchildren  with  Non-Ejection  Systolic 
Clicks  and  Mitral  Systolic  Murmurs.  Am  Heart  J 95:697, 
1978. 

5.  Darsee  JR,  Mikolick  JR,  Nicoloff  NB,  Lesser  LE:  Preva- 
lence of  Mitral  Valve  Prolapse  in  Presumably  Healthy 
Young  Men.  Circulation  59:619,  1979. 

6.  Sbarbaro  JA,  Mehlman  DJ,  Wu  W,  Brooks  HL:  A Prospec- 
tive Study  of  Mitral  Valvular  Prolapse  in  Young  Men.  Chest 
75:555,  1979. 

7.  Come  PC:  Mitral  Valve  Prolapse:  Clinical  Features,  Labo- 
ratory Abnormalities,  Complications,  and  Prognosis.  J Fam 
Prac  12:435,  1981. 


Now  we  can  detect  a breast 
cancer  smaller  than  this  dot. 

At  such  an  early  stage,  your  chances  of  living  a 
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mammogram  is  recommended  every  year.  If 
you’re  between  40  and  50,  or  have  a family 
history  of  breast  cancer,  consult  your  doctor. 
In  addition,  of  course,  continue  your  regular 
self-examinations. 
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October,  1982 


****** 

COUNCIL  RETREAT  - OCTOBER  22  - 24,  1982 

GREENVILLE,  SOUTH  CAROLINA 

****** 

During  a week-end  of  extensive  meetings,  the  SCMA  Council  considered  the 
business  and  policies  of  the  Association,  and  attended,  along  with  representa- 
tives of  the  SOCPAC  Board  and  the  SCMA  Committee  on  Legislative  Activities, 
workshops  on  Saturday  and  Sunday  on  "Effective  State  Legislation  and  Political 
Action".  This  Newsletter  incorporates  summaries  of  the  sessions  held  October 
22-24,  1982. 

EFFECTIVE  STATE  LEGISLATION  AND  POLITICAL  ACTION 


Participating  in  a panel  discussion  on  ’’Increasing  State  Legislative  Effective^- 
ness  were:  M/i.  Buakz  C,  Mua phy , AAAtbtant  VdJizctot i and  GznznaZ  CounAzt,  thz 

MdAAdAAtppt  State  Mzdlcal  A AAoclation;  Mr.  Jtm  Vaakz,  VdJizctoa,  VzpaAtmznt  ofi 
Congaoj>£>tonaZ  Rzlatton& , AMA  (OaAhtngton  o4fid.cz;  and  AVi.  John  Maddzn,  \Jtcz 
PazAtdznt  ofi  LzgdAlats Lvz  SznvtczA  ofi  thz  South  Ca/iottna  HoApttaZ  A^Aoctatton. 

They  addressed  such  questions  as  how  many  legislative  issues  the  SCMA  should 
be  involved  in,  setting  legislative  goals  and  priorities,  improving  and  making 
more  effective  the  SCMA  "Doctor  of  the  Day"  program;  making  SCAPELL  a more 
effective  grass  roots  legislative  program;  using  legislators'  personal  physicians 
in  grass  roots  legislative  contacts;  and  the  most  effective  SCMA  spokesmen  at 
legislative  hearings. 

Fazd  C,  RaZnzy,  M.  V. , Szcaztaay  ofi  thz  AMPAC  Boasid  ofi  VZa zctoas;  Wn.  RZck 
SZZvza,  a pn.ofi<zAt>tonaZ  campaign  managzn. ; and  M*.  Roy  Pfiautch,  Paz^Zdznt  ofi 
Ctvtc  SzSivtcZA , T nc. , were  members  of  a panel  discussing  "More  Effective  Action 
in  State  Races".  They  covered  suchtopicsas  involvement  of  PAC  members  in  the 
political  arena,  the  amount  of  financial  support  SOCPAC  should  give  in  election 
campaigns,  the  candidate  selection  process,  support  to  candidates  other  than 
financial  contributions,  and  SOCPAC/AMPAC  membership  development. 

Workshop  attendees  participated  in  "reactor"  panels  later  during  the  week-end, 
giving  suggestions  and  recommendations  to  increase  legislative  effectiveness. 
These  recommendations  will  be  considered  by  the  Executive  Committee,  and  further 
and  more  specific  details  will  be  forthcoming  for  the  membership. 


SCMA  MONITORS  UPCOMING  MEDICARE  CHANGES 


Council  members  and  SCMA  staff  are  closely  watching  changes  and  proposed  changes 
in  the  Medicare  program. 

On  October  1,  HCFA  published  and  implemented  revised  regulations  which  limit  the 
reasonable  charges  for  physicians’  services  provided  in  hospital  outpatient 
settings,  emergency  rooms,  and  clinics  in  which  overhead  costs  are  reimbursed 
to  the  hospital  or  clinic.  Thete  regulation, S will  reduce,  by  at  muck  06  40 
percent,  the  phyticiavit'  tervlces  reimbursement.  The  SCMA  is  developing  a posir 
tion  statement  in  opposition  to  the  revised  regulations,  is  encouraging  the 
involvement  and  support  of  the  AMA,  and  will  ask  for  assistance  from  the  S,  C, 
Congressional  Delegation  in  Washington. 

In  addition , the  SCMA  is  attempting  to  have  rescinded  ok.  tignificantly  altered 
regulations  governing  payment  for  tervlces  of  k ospital  bated  physicians , The 
SCMA  is  working  with  the  AMA  in  this  effort  and  has  requested  an  extension  of  the 
deadline  for  comments, 

HCFA  hat  proposed  rules  regarding  hospital  privileges  for  non-M.  V,  Health 
Professionals . Although  these  rules  are  not  yet  available,  the  SCMA  will  oppose 
such  a policy  and  will  seek  support  in  this  opposition  from  the  AMA  and  the  S,  C, 
Hospital  Association. 


SCMA/ JUA  RISK  MANAGEMENT  PROGRAM 


During  the  Council  Retreat,  two  new  concepts  were  approved  for  inclusion  in 
the  Risk  Management  Program.  Suggestions  stemming  from  the  Risk  Management 
Workshop  held  in  Greenville  recently  were  to  form  physician  support  groups  in 
local  and  county  medical  societies  to  offer  moral  and  emotional  assistance  to 
those  physicians  having  suits  brought  against  them.  In  addition,  physician 
panels  will  be  created  to  unofficially  review  charts  and  offer  opinions.  These 
two  concepts  received  enthusiastic  endorsement  by  Council  and  will  be  passed 
along  to  the  Professional  Liability  Committee  for  adding  to  the  overfall  program 
which  was  designed  around  claims  prevention  measures  in  professional  liability. 

The  regional  panels,  already  a part  of  the  program,  have  been  developed  and 
appointments  confirmed.  If,  however,  you  have  a particular  interest  In  being 
a part  of  thlt  effort  to  deal  with  the  malpractice  situation  in  this  ttate, 
pleat  e contact  l\r.  Blake  Williams  at  the  SC MA  Headquarters  office,  or  J , 

Frank  Blggert , III,  M.  V.,  Chairman  of  the  Promotional  Liability  Committee . 


SCMA- SPONSORED  CME  SEMINARS 


Council  has  approved  a recommendation  from  the  Committee  on  Continuing  Medical 
Education  to  sponsor  CME  seminars  in  South  Carolina's  coastal  resort  areas  and 
market  these  seminars  to  physicians  in  appropriate  areas  of  the  northeast  and 
north  central  regions  of  the  country.  It  was  felt  that  the  SCMA  can  benefit 
both  financially  and  in  national  recognition  through  this  effort,  A "pilot” 
seminar,  to  be  held  in  October,  1983  on  Hilton  Head  Island,  is  being  planned 
by  the  Committee.  Future  seminars  will  be  considered  if  the  initial  one  proves 
successful . 


COST  CONTAINMENT  COMMITTEE 


The  SCMA,  through  its  Committee  on  Cost  Containment,  Jack  RatLc{){),  M.  V., 

ChaJjiman , is  working  with  business  and  industry,  via  the  South  Carolina  State 
Chamber  of  Commerce,  in  joint  efforts  on  cost  containment  in  health  care. 
Questions  dealing  with  the  reasons  for  and  possible  solutions  to  the  problem 
of  increasing  costs  of  health  care  have  been  submitted  to  the  SCMA  by  a special 
committee  of  the  Chamber,  and  Dr.  Ratliff's  committee  has  developed  SCMA 
answers  to  these  questions.  They  will  be  discussed  at  an  upcoming  Cost  Con- 
tainment Seminar,  scheduled  by  the  Chamber  for  November  4. 

SCMA  OUTPATIENT  SURGERY  COST  CONTAINMENT  PROGRAM 

The  SCMA  is  developing,  with  input  from  the  Specialty  Society  Advisory  Committee, 
an  outpatient  surgery  cost  containment  program  suitable  to  physicians  and 
patients  alike.  This  concept  was  conceived  following  notification  by  Blue  Cross 
and  Blue  Shield  that  effective  November  1,  ten  surgical  procedures  would  require 
pre-certification  before  the  patient's  inpatient  hospital  room  and  board  charges 
would  be  reimbursed.  Also,  Blue  Cross  and  Blue  Shield  announced  an  incentive 
program  aimed  at  encouraging  physicians  to  perform  certain  surgical  procedures 
i n thei r offices . 

A fiteA  cLucuAAionA  with  nepaeAentattveA  fisiom  Blue  Qjl 044  and  BZue  Skidd,  tkc 
SCMA  h 06  been  advised  that  the  inAuAance  caw vien.  ka6  agreed  to  conAideA  aitoji- 
nativeA  to  theAe  tvJO  pSiogSiamA . An  Ad  Hoc  Committee  has  been  appointed  to 
refine  a list  of  outpatient  procedures  for  consideration  by  Council  and, 
if  approved,  for  recommending  to  Blue  Cross  and  Blue  Shield, 

SCMA  ENDORSES  RESOLUTION  OF  TB  CONTROL  ADVISORY  COMMITTEE 

' — ~ - -T-  ■ - - 1 1 " - " ~ — — - — — ■ — — — -■  ■■  ■ ■-  ■ ■-  — ■■  — — ■—  — 

Upon  a recommendation  from  SCMA*s  representative  on  the  DHEC  TB  Control  Advisory 
Committee,  Wayne  WhetAett,  M.  V Council  has  endorsed  a Resolution  which 
recommends  and  supports  the  reallocation  of  funds  budgeted  for  the  State  Park 
sanatorium  to  be  utilized  for  a modern,  effective  TB  control  program  of  in- 
patient care  in  community  hospitals  and  improved  out-patient  diagnostic  treat- 
ment and  prevention  services  in  local  health  departments.  VHEC  and  the  State 
Budget  and  Control  Boaad  witi  be  notified  ofi  SCMA  Auppoat  ofi  tfuA  concept. 


OTHER  COMMITTEE  NEWS 

Council  has  approved  changing  the  name  of  the  SCMA  Rural  Health  Committee  to 
the  Committee  on  VwimaAy  Health  Ca/ie  0\ j the  SCMA.  Members  of  the  Committee 
felt  that  such  a change  would  more  clearly  delineate  the  committee^  charge 
and  activities.  The  Ad  Hoc  Committee  on  the  Statens  Cancer  Clinics,  under 
the  Chairmanship  of  U.  Hoyt  Bodte , M.  V.,  has  received  support  from  a similar 
committee  of  the  S.  C,  Hospital  Association  to  remove  the  Cancer  Clinic 
Program  from  under  the  jurisdiction  of  DHEC,  and  to  assure,  through  the 
legislature,  that  funds  for  the  Cancer  Clinic  Program  are  continued,  The 
Committee  is  presently  pursuing  possible  alternatives  for  moving  the  program 
to  some  other  agency  or  organization. 

Upon  recommendation  of  the  Editorial  Board  of  The  Journal , Council  has  approved 
a campaign  to  increase  local  advertising  in  our  journal  to  support  continued 
improvements  in  its  publication.  This  project  is  scheduled  to  begin  in  early  1983* 


DISABILITY  LIAISON  COMMITTEE 


The  SCMA  Disability  Liaison  Committee  requests  physician  input  regarding  burden- 
some problems  related  to  disability  proceedings.  These  problems  result  from 
changes  in  the  Social  Security  Law  which  became  effective  in  January,  1982  and 
which  mandate  that  all  beneficiaries  not  classified  as  permanently  disabled 
be  re-evaluated  every  three  years.  In  case  of  permanent  disability,  re-evaluation 
must  be  made  every  seven  years.  Total  claims  being  processed  by  the  State  of 
S,  C.  Disability  Determination  Division  are  expected  to  exceed  55,000,  of  which 
approximately  20,000  will  require  a physical  examination. 

The  emotional  impact  created  by  recall  and  re-evaluation  could  worsen  quie- 
scent conditions,  depression,  suicidal  thoughts  and/or  actions  of  an  aggressive 
or  hostile  nature.  To  determine  and  clarify  the  magnitude  of  the  problem,  the 
SCMA  Committee  needs  your  help;  otherwise  physicians  could  become  the  object  of 
constant  unhappy  claimants.  You  aAz  u Aged  to  coAAeApond  wtth  the,  SCMA  about 
youA  e,xpeAte,nceA , optntonA  and  fizettngA  AngaAdtng  cu/uiznt  duUabxJLuty  pAobtem 
you  may  be  e.xpeAte,nctng . 


CAPSULES 


Etf izSL  Madd&n,  M.  P.,  and  Rag^daZu  Uewttt,  M.  P.,  have  been  awarded  honorary 

membership  status  in  the  SCMA Congratulations  to  VaJbntAa  S.  Snape,,  M.  V 

chosen  by  the  S.  C.  Chapter  of  the  AAFP  as  South  Carolina's  1982  Family  Doctor 
of  the  Year.  She  was  also  chosen  by  Good.  HouAe.ke,£ptng  magazine  and  the  American 

Academy  as  one  of  nine  physicians  for  special  honors J.  Stdnzy  FutmeA,  M.  P., 

received  the  Distinguished  Service  Award  from  Wofford  College  National  Alumni 
Association  at  the  college  homecoming  luncheon  on  October  30,  Dr.  Fulmer  serves 
on  the  SCMA  Council  representing  the  ninth  medical  district , . , . %[')aZt&i  i'Jtt&y, 

M.  P. , received  a similar  honor  as  Distinguished  Alumnus  from  Wingate  College, 

(V,  Ma/LCUA  UtwboAAy , M.  P.,  has  been  nominated  by  the  SCMA  Council  to  the 

AMA  Council  on  Medical  Education,  to  fill  a vacancy  which  will  exist  in  June, 

1 983 . . . . Counc i 1 has  enthusiastically  endorsed  the  candidacy  of  J,  StewaAt 
HaAktn,  Ja.  , M.  P.,  for  re-election  to  the  AMA  Council  on  Medical  Service.,.. 

\KaJJLqJi,  M.  P.,  and  W.  I'Jaym  WheXA&tl,  M.  P.,  have  been  appointed  to  the 
Board  of  Directors  of  the  South  Carolina  Institute  for  Medical  Education  and 
Resea  rch . 


SPECIAL  ISSUE,  NOVEMBER  JOURNAL 

Watch  for  the  November  issue  of  The,  Jou/inat  of)  the.  South,  CaAoZlna  M<2,dtc.aZ 
A&Aodatton.  "To  aid  physicians  in  caring  for  their  patients  and  to  highlight 
what  the  modern  urologist  can  do,"  a Symposium  issue  on  Urology  has  been  prepared 
by  Guest  Editors,  JoeX  M.  Kaufiman,  M.  P.,  Vant<it  A.  Shames , M.  P.,  and  t'Jttttam 
R.  TuAneA,  Ja. , M.  P. 

1983  MEMBERSHIP  BILLING  MAILED 

By  the  time  you  receive  this  SI&OAt&tteA,  your  1983  dues  statement  should  have 
reached  your  desk.  If  you  have  not  already  done  so,  return  your  statement 
and  check  today,  to  assure  the  continuation  of  SCMA's  activities  on  behalf 
of  the  entire  physician  population  in  the  state. 


SACRO-COCCYGECTOMY  FOR  CHRONIC  ANAL 
FISTULOUS  ABSCESS 


LAWRENCE  H.  ERDMAN,  M.D.* 

Management  of  deep  postanal  space  infection  is 
still  a problem.  This  has  been  well  documented 
and  illustrated.1, 2'  3 Abscess  formation  in  the  deep 
postanal  space  may  elevate  the  levator  muscle  so 
that  on  digital  examination  the  induration  can  be 
mistaken  for  a supralevator  abscess.3  Described 
below  are  two  cases  of  deep  space  abscess  which 
perforated  through  the  levator  mechanism  result- 
ing in  chronic  retrorectal  presacral  abscess.  Ab- 
scess wall  rigidity  prevented  healing  following  the 
usually  prescribed  methods  of  surgical  drainage. 
Removal  of  the  coccyx  and  lowest  sacral  segment 
was  finally  required  for  curative  fistulotomy.  Re- 
view of  wide  experience  with  anal  suppuration 
does  not  describe  this  method  of  treatment.1 

CASE  REPORTS 

PATIENT  #1:  A forty-two-year  old,  overweight 
man  presented  in  November,  1977,  with  pain  and 
drainage  from  extensive  perianal,  perineal  and 
posterior  scrotal  sinus  tracts  in  various  stages  of 
inflammation.  The  postanal  intergluteal  cleft  was 
scarred,  indurated,  and  retracted  with  deep  As- 
suring (Fig.  1).  He  had  had  recurrent  abscesses 
since  1954.  Elsewhere  in  1973,  a divided  sigmoid 
colostomy  with  distal  mucous  fistula  was  per- 
formed because  of  persistent  pain  and  drainage. 
Recurrent  abscess  formation  continued.  The  diag- 
nosis of  Crohn’s  disease  was  never  confirmed. 
Proctoscopy  was  remarkably  normal  to  the  20  cm. 
level. 

In  April,  1981,  under  general  anesthesia,  exten- 
sive fistulotomies  were  performed  dividing  anal 
sphincter  muscles  anteriorly  and  posteriorly.  He 
improved  for  a while  but  continued  to  require 
narcotics  for  the  control  of  pain.  Pain  and 
drainage  continued.  Sacrococcygeal  x-rays  sug- 
gested osteomyelitis  of  the  coccyx  and  lowest  sac- 
ral segment.  Therefore,  in  July  of  1981,  he  was 
returned  to  the  operating  room  and  the  coccyx 
and  lowest  sacral  segment  were  removed,  thereby 
unroofing  a granulation  filled  retrorectal  abscess 
cavity.  This  deep  posterior  wound  was  packed 
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open.  Healing  took  place  so  that  narcotics  for  pain 
were  no  longer  required. 


FIGURE  1 


PATIENT  #2:  In  February,  1978,  a forty-seven- 
vear  old  man  presented  with  a painful  fluctuant 
swelling  in  the  right  ischial  area.  Pressure  on  this 
caused  suppurative  drainage  from  a deep  pos- 
terior anal  commissure  ulcer.  He  had  been  having 
pain  and  drainage  off  and  on  over  a period  of 
about  seven  years,  starting  with  drainage  of  a 
perianal  abscess.  He  developed  a deep  posterior 
anal  fissure  which  required  intermittent  digital 
manipulation  in  order  to  allow  drainage  and  re- 
lieve pain  for  a period  of  several  weeks  at  a time. 

On  2/ 15/79,  radio-opaque  medium  was  in- 
jected into  the  right  lateral  ischial  fluctuant  area 
and  revealed  a large  cavity  with  an  8 cm.  long 
retrorectal  presacrococcygeal  extension.  (Fig.  2.) 

On  2/16/79,  under  general  anesthesia  the  deep 
postanal  space  was  drained  with  right  lateral 
counterdrainage.  A silk  seton  was  placed  through 
the  distal  half  of  the  puborectalis  muscle  for  grad- 
ual division  in  order  to  more  adequately  drain  the 
retrorectal  space  and  hopefully  to  conserve 
sphincteric  function.  The  retrorectal  space  failed 
to  close  so  on  1/3/80  he  was  taken  back  to  the 
operating  room  and  under  spinal  anesthesia  the 
space  was  curetted  and  cultured  normal  bowel 
flora.  Closure  of  the  space  did  not  occur.  A rubber 
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catheter  segment  was  kept  in  the  cavity  and  short- 
ened intermittently  as  an  outpatient,  but  every 
time  the  catheter  was  removed  for  a few  days, 
pain  and  fever  again  developed  because  of  inade- 
quate drainage  (Fig.  3). 

On  February  10,  1981,  a divided  sigmoid  colos- 
tomy was  performed.  Space  closure  still  did  not 
occur.  The  cavity  walls  would  not  collapse.  On 
March  2,  1981,  the  coccyx  and  distal  segment  of 
the  sacrum  were  removed  to  unroof  the  retrorec- 
tal abscess  cavity.  This  wound  was  packed  open 
and  healed  completely  by  granulation  by  August, 
1981. 

Sphincteric  weakness  so  far  has  precluded  co- 
lostomy closure. 

DISCUSSION 

The  crypto-glandular  theory  of  origin  explains 
most  anal  fistulous  abscesses.  Less  commonly  the 
fistula  results  from  perforation  of  a fissure.  It  is 
interesting  that  Goodsall,  in  1900,  remarked,  “Fis- 
sure, when  situated  posteriorly,  may  be,  and  fre- 
quently is,  the  cause  of  . . . fistula  . . .”.  This  was 
quoted  recently.6  In  reporting  thirty-three  (33) 
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cases  of  supralevator  fistulous  abscess,  Hanley 
found  only  seven  (7)  were  of  chronic  anal  ulcer 
origin.4  The  second  case  reported  above  was  ap- 
parently on  this  basis.  Inadequate  fistulotomy  in- 
cisions or  technical  errors  during  fistulotomy  may 
cause  and  perpetuate  healing  problems.5 

SUMMARY 

Two  cases  of  chronic  retrorectal  supralevator 
fistulous  abscess  are  reported.  Both  required  coc- 
cygectomy  and  the  removal  of  a sacral  segment 
for  cure.  □ 
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ADVANCED  MATERNAL 

EDGAR  O.  HORGER,  III,  M.D.* 

Advanced  maternal  age  may  have  variable  in- 
fluences on  pregnancy.  Some  have  likened  moth- 
erhood to  a typical  athletic  performance,  pointing 
out  that  the  capacity  to  undertake  it  efficiently 
falls  off  very  rapidly  with  advancing  age.  Mater- 
nal age  has  been  found  to  be  a central  variable 
influencing  outcome  independently  of  nutrition, 
health,  hygiene,  housing,  medical  care,  maternal 
competence,  cultural  practices,  or  genetic  disposi- 
tion. Many  reports  have  shown  increased  risks  of 
abortion,  stillbirth,  neonatal  death  and  congential 
defects  with  advancing  maternal  age.1-5  On  the 
other  hand,  other  studies  have  found  no  evidence 
that  maternal  age  affects  fetal  outcome  or  mater- 
nal health  when  the  pregnancy  is  otherwise  un- 
complicated.6, 7 

This  review  will  examine  trends  regarding  ma- 
ternal age,  risks  to  the  fetus  and  other  pregnancy 
complications  related  to  advanced  maternal  age, 
and  acceptability  of  pregnancy  to  the  woman  of 
advanced  age.  For  the  purpose  of  this  review,  and 
with  apologies  to  all,  advanced  maternal  age  will 
be  considered  35. 

TRENDS 

Recent  trends  have  shown  decreasing  birth 
rates  in  older  women.  Table  I shows  nearly  25% 
decrease  in  the  total  number  of  live  births  in  the 
United  States  between  1960  and  1977.  More  sig- 
nificantly, the  data  show  nearly  68%  decrease  in 
the  number  of  live  births  to  women  35  years  and 
older  during  the  same  period.  Similar  rates  of 
decrease  are  noted  for  each  quinquennium  of  age 
beyond  35  years.8 

On  the  other  hand,  the  U.  S.  Bureau  of  the 
Census9  projects  a 42%  increase,  from  13  million 
to  18.5  million,  in  the  total  number  of  women 
aged  35  to  44  years  between  1980  and  1990.  This 
increase  will  be  accompanied  by  a 20%  decrease, 
from  10  million  to  8 million,  in  the  female  popula- 
tion aged  15-19  years.  These  changes  in  the  age  of 
the  female  population  are  related  to  the  baby 
boom  which  occurred  from  the  late  1940’s 
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through  the  mid  1950’s  as  well  as  the  decreased 
number  of  births  which  occurred  during  the  early 
1970’s.  There  is  expected  to  be  no  real  change  in 
age-specific  fertility  rates.  However,  the  advanc- 
ing age  of  the  female  population  should  be  accom- 
panied by  an  increased  number  of  pregnancies  in 
this  cohort.10 

A recent  feature  article  in  Time  magazine 
points  out  that  more  career-oriented  women  are 
now  seeking  pregnancy.11  Other  pregnancies  de- 
layed because  of  late  marriage  and  infertility  may 
now  be  reaching  fruition. 

Willful  delay  in  pregnancy  may  allow  the  new 
mother  emotional  maturity  and  psychological  sta- 
bility. In  addition,  allowing  the  woman  to  become 
more  established  in  her  work  can  certainly  add  to 
the  financial  security  of  the  family.  The  U.  S. 
Department  of  Agriculture  estimates  that  the  cost 
of  raising  a child  born  in  1982  to  the  age  of  18 
years  will  be  $85,000  to  $134,000. 11  Obviously, 
then,  it  is  understandable  that  some  may  seek  this 
additional  financial  security  before  starting  a 
family. 

FETAL  RISKS 

Congential  abnormalities  of  the  fetus  are  found 
in  2.7%  to  6%  of  pregnancies  associated  with 
advanced  maternal  age.3,  4'  7 One  must  consider 
not  only  chromosomal  trisomies  but  also  structural 
malformations  of  the  fetus.  In  a review  of  eight 
million  births,  Hay  and  Barbano12  found  16  fetal 
abnormalities  which  correlated  directly  with  ma- 
ternal age.  Although  Down  syndrome  was  noted 
most  commonly,  other  malformations  found  fre- 
quently were  positional  foot  defects,  congential 
heart  defects,  spina  bifida,  cleft  lip  and  cleft  pal- 
ate, hypospadias,  and  polydactyly. 

The  increased  incidence  of  chromosomal  triso- 
my is  caused  by  the  increased  chance  of  chro- 
mosomal non-disjunction  which  occurs  in  the 
aging  oocyte.  In  addition,  the  mother  of  advanced 
age  has  been  exposed  to  a lifetime  of  pollutants, 
pesticides,  irradiation,  and  other  environmental 
toxins.  Recently  reported  estimates  of  chromoso- 
mal trisomy  related  to  maternal  age  are  noted  in 
Table  II.  The  trisomic  rate  rises  rapidly  as  mater- 
nal age  exceeds  34  years.13 
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Table  I 

U.  S.  BIRTH  RATE  TRENDS0 


1960 

1977 

Difference 

Total  live  births 

4,425,850 

3,326,632 

- 24.8% 

Mat.  age  < 35  yrs 

456,514 

146,362 

- 67.9% 

% mat.  age  < 35  yrs 

10.3 

4.4 

- 57.3% 

Birth  rates 

35-39  yrs 

56.2 

19.2 

- 65.8% 

40-44  yrs 

15.5 

4.2 

- 72.9% 

< 45  yrs 

0.9 

0.2 

- 77.8% 

°From  Luthy  et  al:  Am  J Med  Genet  7:375,  1980® 


The  question  of  amniocentesis  for  prenatal  di- 
agnosis must  be  reviewed  in  terms  of  its  availabil- 
ity, advisability,  and  acceptability.  The  National 
Clearinghouse  for  Human  Genetic  Diseases  in 
1978  reported  the  availability  of  prenatal  diag- 
nosis from  amniotic  fluid  studies  in  259  centers  in 
48  of  the  50  United  States.14  In  South  Carolina, 
these  techniques  are  available  through  the  Medi- 
cal University  of  South  Carolina,  the  University  of 
South  Carolina  School  of  Medicine,  and  the 
Greenwood  Genetics  Center. 

The  advisability  of  amniocentesis  for  prenatal 
diagnosis  may  be  based  on  the  incidence  rates  of 
chromosomal  abnormalities  at  various  advanced 
maternal  ages  (Table  II).  However,  one  must  con- 
sider also  the  many  possible  complications  of  am- 
niocentesis. Infection,  rupture  of  membranes, 
abortion,  blood  group  isoimmunization,  and  in- 
jury to  both  placenta  and  fetus  have  been  reported 
as  a result  of  amniocentesis.  Studies  in  both  the 
United  States15  and  Canada16  identified  no  statis- 
tically significant  increase  in  the  hazard  to  mother 
or  fetus.  However,  a report  from  Great  Britain 
showed  a 1.0%  to  1.5%  increase  in  total  fetal  loss 
attributable  to  amniocentesis.17 

The  utilization  of  prenatal  chromosomal  diag- 
nosis among  women  35  years  and  older  varies  in 
the  United  States  from  2%  to  33%. 8>  18  Utilization 
ratios  are  highest  for  white  women  and  metro- 
politan residents.  Those  with  above-average  edu- 
cation are  much  more  likely  to  have  amniocente- 
sis than  the  uneducated.8,  18 

Table  III  lists  several  explanations  for  the 
failure  to  achieve  greater  utilization  of  prenatal 
diagnosis.  Although  the  physician  must  be  al- 
lowed his  personal  refusal  to  perform  both  prena- 
tal diagnosis  and  abortion,  the  failure  to  provide 
appropriate  information  to  a woman  at  putative 
high  risk  for  a fetal  abnormality  has  resulted  in 


medicolegal  liability.  Approximately  50%  to  65% 
of  older  gravidas  offered  amniocentesis  will  ac- 
cept it.18  Genetic  amniocentesis  was  refused  by 
44%  of  those  mothers  35  years  and  older  who 
delivered  at  the  Medical  University  of  South  Car- 
olina in  1980-81. 

Genetic  amniocentesis  generally  is  performed 
at  16-17  weeks  menstrual  age.  Approximately 
10%  to  30%  of  these  older  mothers  register  for 
prenatal  care  too  late  in  pregnancy  to  benefit 
from  genetic  amniocentesis.18 


Table  II 

RATES  OF  CHROMOSOMAL  TRISOMY 
RELATED  TO  MATERNAL  AGE° 


Maternal  Age 

Rate/ 1000  live  births 

26 

2.1 

28 

2.3 

30 

2.6 

32 

3.1 

34 

4.1 

36 

6.7 

38 

9.5 

40 

15.8 

42 

25.5 

44 

41.8 

"From  Hook:  Obstet  Gynecol  58:282,  1981 13 

Table  III 

POSSIBLE  EXPLANATIONS  FOR  FAILURE 
TO  UTILIZE  PRENATAL  DIAGNOSIS 

Personal  objections  of  physician 
Patient’s  refusal  to  accept 
Late  registration  for  prenatal  care 
Lack  of  awareness 
Financial  considerations 
Limited  access  to  service 
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Financial  consideration  may  be  a major  issue 
for  some  mothers.  The  cost  for  prenatal  diagnosis 
including  placental  localization  by  ultrasonogra- 
phy, amniocentesis,  amniotic  fluid  cell  culture, 
and  karyotyping,  is  about  $650. 

PERINATAL  OUTCOME 

Pregnancy  wastage  among  women  of  advanced 
age  is  significantly  increased,  reaching  as  high  as 
28%. 4 In  a previous  study  of  advanced  maternal 
age  at  the  Medical  University  of  South  Carolina, 
21.6%  of  440  pregnancies  terminated  in  abortion; 
these  were  equally  divided  among  elective  and 
spontaneous  abortions.  The  perinatal  mortality 
rate  in  the  older  gravidas  more  than  tripled  that  of 
the  general  obstetric  population.4  By  far  the  great- 
est part  of  the  increased  perinatal  mortality  results 
from  intrauterine  fetal  deaths.  It  appears  that  if 
the  infant  is  liveborn,  maternal  age  does  not  in- 
crease the  neonatal  hazard. 

MATERNAL  COMPLICATIONS 

Hypertensive  vascular  disease  and  pre-eclamp- 
sia are  found  in  up  to  one  third  of  the  pregnancies 
at  advanced  maternal  age.4,  5>  7 In  the  previous 
study  from  MUSC,  these  hypertensive  disorders 
accounted  for  more  than  two  thirds  of  the  perina- 
tal deaths.  Similarly,  but  of  somewhat  less  magni- 
tude, diabetes  and  abnormal  glucose  tolerance 
were  found  in  7%  of  the  older  gravidas  and  ac- 
counted for  more  than  20%  of  the  perinatal  mor- 
tality.4 Both  abruptio  placentae  and  placenta 
previa  are  found  more  frequently  at  advanced 
maternal  age.1,  4 

Most  reviews  of  pregnancy  at  advanced  mater- 
nal age  have  observed  rates  of  cesarean  delivery  of 
two  to  three  times  that  of  the  general  obstetric 
population.3'5,  7 This  increase  may  be  explained 
partially  by  the  need  for  repeat  cesarean  delivery 
and  the  frequency  of  maternal  complications  re- 
quiring prompt  delivery,  i.e.  diabetes,  abruptio 
placentae.  Other  reports  have  shown  an  increase 
in  the  incidence  of  dysfunctional  labor  in  the 
older  gravidas.3, 5’ 7 Of  the  175  women  35  years  or 
older  delivering  at  the  Medical  University  of 
South  Carolina  in  1980-81,  38  (21.7%)  were  deliv- 
ered by  cesarean  section.  The  rate  of  cesarean 
section  in  the  general  MUSC,  obstetric  population 
during  1980-81  was  15%.  Repeat  cesarean  section 
was  the  indication  for  17  of  the  38  procedures 
while  only  four  were  done  for  dysfunctional  labor. 


ACCEPTABILITY  OF  PREGNANCY 

Approximately  150,000  pregnancies  are  deliv- 
ered yearly  in  the  United  States  by  women  at  least 
35  years  old.8  No  estimate  is  available  regarding 
the  number  of  these  pregnancies  which  had  been 
planned.  Perhaps  some  idea  of  the  acceptability  of 
pregnancy  in  these  older  gravidas  can  be  gained 
through  a review  of  the  Abortion  Surveillance 
Report  of  the  Center  for  Disease  Control.19  In 
1978,  this  Report  showed  435  elective  abortions 
per  1,000  live  births  in  women  of  age  35  to  39 
years  while  those  women  of  40  or  more  years  old 
had  788  abortions  per  1,000  live  births.  The  gen- 
eral U.  S.  population  at  that  time  recorded  356 
abortions  per  1,000  live  births.  Although  some  of 
these  abortions  may  have  been  prompted  by  ill- 
ness complicating  the  pregnancy,  one  would  spec- 
ulate that  the  number  which  were  truly  therapeu- 
tic abortions  was  rather  small. 


SUMMARY 

A slight  increase  in  the  number  of  pregnancies 
in  women  of  advanced  age  may  be  encountered. 
This  may  be  due  to  the  increased  mean  age  of  the 
female  population  and  to  personal  decisions  re- 
garding childbearing  in  later  life.  On  the  other 
hand,  many  of  the  pregnancies  encountered  at 
advanced  maternal  age  are  unwanted  pregnan- 
cies as  shown  by  the  high  rate  of  elective  abor- 
tions. 

The  fetus  of  the  older  gravida  is  at  increased 
risk  for  chromosomal  and  other  congenital  abnor- 
malities and  perinatal  death.  Medical  complica- 
tions, especially  hypertensive  disorders  and  ab- 
normal glucose  tolerance,  are  found  more  com- 
monly in  the  pregnancy  at  advanced  maternal 
age.  In  addition,  a higher  rate  of  cesarean  delivery 
is  seen  in  these  patients. 

It  is  recommended  that  all  pregnant  women  of 
35  years  or  older  seek  early  prenatal  care  and 
counseling  regarding  the  risk  factors  encountered 
in  this  age  group.  In  addition,  whenever  possible, 
these  women  should  be  counseled  regarding  possi- 
ble complications  and  poor  outcomes  prior  to  their 
undertaking  pregnancy.  These  women  should  be 
advised  regarding  the  availability  and  applicabili- 
ty of  prenatal  diagnosis  by  amniocentesis.  Con- 
traceptive advice,  sterilization,  and  abortion 
should  be  made  available.  □ 
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Wise  clinicians  recognize  this  disease  as  the  great 
masquerader,  suspecting  this  illness  when  these 
symptoms  appear  . . . 

❖ anxiety 

❖ chest  pains  of  vague  origin 

❖ gastric  disturbances 

❖ depression 

❖ family  or  job-related  problems 

❖ hypertension 

❖ sleep  disturbances 
Your  recognition  of  alcoholism’s  subtle  signs  may 
motivate  your  patient  to  seek  early  treatment. 


Specializing  in  the  treatment  of  alcoholism 
and  drug  dependency  conditions 
311  Jones  Mill  Road  ♦ Statesboro,  Georgia  30458  <*  JCAH  Accredited  <»  (912)  7 64^6236 


618 


The  Journal  of  the  South  Carolina  Medical  Association 


SHOULD  WE  REALLY  WORRY  ABOUT  AN 
OVERSUPPLY  OF  DOCTORS?* 

DENNIS  PLACONE 
MYLES  WALLACE 


In  recent  months  there  has  been  a great  swirl  of 
controversy  developing  around  the  issue  of  the 
impact  of  additional  physicians  on  consumer 
medical  costs.  We  have  read  that  physicians,  be- 
cause of  their  unique  position  and  knowledge,  can 
create  demand.  It  has  been  argued  that  when  the 
number  of  physicians  in  an  area  rises,  doctors,  in 
order  to  maintain  their  standard  of  living,  raise 
prices  and  simultaneously  induce  patients  to  pur- 
chase additional  services  ranging  from  more  ex- 
pensive treatments  to  unneeded  operations.  This 
is  called  the  target  income  hypothesis. 

It  has  been  asserted  that  the  medical  profession 
constitutes  an  exception  to  the  law  of  supply  and 
demand.  Contrary  to  conventional  economic  the- 
ory, increased  supply  does  not  reduce  prices,  but 
instead  leads  to  price  increases.  The  proponents  of 
this  view  have  gone  so  far  as  to  argue  that  there  is 
conclusive  statistical  evidence  backing  up  this  the- 
ory. They  recommend  that  to  reduce  unneeded 
expenditures  on  medical  care,  it  is  in  the  public 
interest  to  limit  the  number  of  doctors. 

Because  the  issues  involved  are  so  important, 
we  believe  they  deserve  careful  analysis.  If  physi- 
cians can  create  demand  and  have  income  targets 
they  can  successfully  obtain,  does  this  mean  in- 
creases in  the  number  of  doctors  will  lead  to 
higher  prices.  What  does  the  evidence  really  say? 

First,  the  argument  that  an  increased  supply  of 
doctors  leads  to  their  manipulation  of  demand,  in 
turn  assuring  a target  level  of  income,  is  not  as 
straightforward  a concept  as  it  first  appears.  If,  in 
fact,  doctors  have  a great  ability  to  manipulate 
demand  the  question  arises  as  to  why  they  don’t 
make  more  than  they  do.  Why  do  doctors  in 
different  specialities  earn  different  salaries?  Why 
are  younger  doctors  leaving  the  state?  If  the  au- 
thors of  this  paper  could  create  demand  for  our 
services,  we  guarantee  our  incomes  would  far 
exceed  what  we  now  make.  It  is  important  to 


° From  the  Department  of  Economics,  College  of  Commerce 
and  Industry,  Clemson  University,  Clemson,  S.  C.  29631. 


realize  that  only  when  we  couple  the  concept  of 
income  targets  to  demand  creation  can  we  explain 
why  doctors  make  so  little.  But  the  concept  of 
target  income  itself  is  suspicious.  We  question  if 
doctors,  or  almost  anyone,  are  so  altruistic  that 
they  would  limit  their  incomes  far  below  the 
levels  possible  if  they  could  create  demand. 

But  assume  the  target  income-demand  creation 
hypothesis  is  correct.  It  does  not  imply  that  an 
oversupply  of  doctors  leads  to  higher  prices. 

To  illustrate,  consider  the  case  of  a mythical 
Doctor  Smith  who  has  a target  income  of  seventy 
thousand  dollars,  and  is  currently  treating  35  pa- 
tients a year  at  two  thousand  dollars  each.  An 
influx  of  additional  doctors  is  consistent  with  Dr. 
Smith  charging  the  same  number  of  patients  the 
same  amount,  fewer  patients  a higher  fee,  or  more 
patients  a lower  fee.  After  all,  if  demand  can  be 
created,  anything  is  possible.  Under  these  condi- 
tions, there  is  no  reason  to  believe  more  doctors 
lead  to  higher  fees.  In  fact,  there  are  an  infinite 
number  of  combinations  of  physicians’  fees  and 
number  of  patients  treated  that  add  up  to  a given 
target  income,  making  it  impossible  to  make  any 
definite  statements  about  physicians’  fees  and 
physician  density  (Sweeney  1982). 

But  perhaps  this  is  a side  issue.  What  probably 
concerns  the  public  the  most  is  not  why,  or  how, 
but  if  there  is  solid  evidence  that  an  increase  in 
physicians  leads  to  an  increase  in  fees. 

Ramsey  has  recently  reviewed  and  attempted 
to  replicate  some  studies  purporting  to  show  a 
positive  correlation  between  physician  supply  and 
higher  prices.  He  concludes  that  the  evidence  is 
suspect.  His  attempts  to  recreate  one  famous  study 
were  thwarted  by  the  inability  to  reproduce  ob- 
servations on  important  variables.  In  another 
study,  the  results  were  extremely  sensitive  to  the 
number  of  observations.  Indeed,  adding  or  sub- 
tracting a single  observation  changed  the  results. 
And,  in  yet  another  study,  the  number  of  hotel 
rooms  in  an  area  was  taken  as  an  indicator  of 
physicians’  quality  of  life. 
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It  is  only  fair  to  say  that  the  researchers  whose 
work  was  reviewed  by  Ramsey,  were  not  particu- 
larly inept.  Hypotheses  about  the  medical  sector 
are  difficult  to  test  because  of  complicated  inter- 
relationships between  doctors,  hospitals,  insur- 
ance companies  and  patients.  This  problem  is 
compounded  by  sparse  and  hard  to  come  by  data. 
Until  more  sophisticated  testing  techniques  are 
employed  and  additional  data  generated,  there  is 
no  compelling  evidence  that  an  oversupply  of 
medical  care  leads  to  higher  prices.  We  might  also 
add  that  there  are  studies  indicating  increased 
availability  of  services  leads  to  lower  prices.  But  it 
would  be  unfair  to  argue  that  these  tests  are  not 
without  sin  also. 

Even  if  it  is  ultimately  demonstrated  that 
where  physician  density  is  high,  fees  are  high,  this 
need  not  contradict  traditional  economic  analysis. 
(See  The  Target  Income  Hypothesis,  p.  100.)  In 
affluent  neighborhoods  where  individuals  value 
their  time  highly,  several  hours  spent  in  a waiting 
room  can  be  very  expensive.  The  real  cost  of  a visit 
to  the  doctor  is  not  just  the  out-of-pocket  fee,  but 
the  fee  plus  the  value  of  time  lost  while  waiting 
one’s  turn.  When  costs  are  properly  measured,  it 
may  be  cheaper  from  the  patient’s  standpoint  to 
pay  a higher  fee  and  incur  less  waiting  time.  Of 
course,  this  means  that  doctors  must  not  be  over- 
booked and  have  the  facilities  on  hand  to  quickly 
care  for  patients.  In  turn,  under  these  circum- 
stances it  requires  more  physicians  to  handle  the 
same  number  of  patients.  In  less  affluent  areas 
where  time  is  less  valuable,  we  would  find  more 
doctors,  lower  fees  per  visit,  but  longer  waiting 
times. 

Policy  makers,  when  confronted  with  contra- 
dictory and  inconclusive  evidence,  must  none- 
the-less  make  decisions.  We  offer  the  suggestion 
that  no  policies  be  passed,  and  indeed  any  re- 
strictive policies  should  be  reconsidered  that  limit 
the  number  of  doctors  in  South  Carolina.  How  can 
we  reach  such  a conclusion  in  view  of  the  conflict- 
ing evidence?  Would  it  not  be  just  as  plausible  to 
argue  for  restrictive  policies  that  limit  the  number 
of  doctors  and  possibly  reduce  unneeded  medical 
expenditures?  We  do  not  believe  so. 

You  will  recall  from  the  Hinckley  trial  that 
where  the  burden  of  proof  falls  can  make  a great 
deal  of  difference  on  the  final  outcome.  Starting 
from  the  premise  that  the  defendant  is  insane  and 
requiring  an  overwhelming  amount  of  evidence 
to  prove  sanity  is  not  equivalent  to  starting  from 


the  premise  that  the  individual  is  sane  and  requir- 
ing overwhelming  evidence  to  prove  insanity.  In 
the  former  case,  a verdict  of  insanity  is  likely  to 
result  as  it  did  in  the  Hinckley  trial.  Using  the 
latter  criteria,  it  is  much  more  likely  that  Hinckley 
would  have  been  convicted. 

How  does  this  relate  to  the  current  controversy? 
Very  simple.  Should  we  start  from  the  premise 
that  conventional  supply  and  demand  analysis 
usually  gives  the  wrong  answers  or  that  it  usually 
gives  the  right  answers?  Even  those  who  believe 
they  have  found  an  exception  to  the  law  of  supply 
and  demand  admit  that  it  would  be  an  exception. 
They  concede  in  almost  every  other  imaginable 
case  an  increase  in  supply  reduces  prices.  We  add, 
the  conventional  theory  has  an  exemplary  record 
of  predictions  in  any  number  of  cases  encompass- 
ing many  centuries.  Given  the  theory’s  good  track 
record,  and  in  view  of  the  flimsy  and  contradic- 
tory evidence  amassed  against  it  in  this  contro- 
versy, we  believe  the  burden  of  proof  should  be  on 
those  who  say  supply  and  demand  does  not  hold. 
Acquittal  is  in  order  unless  a much  stronger  case 
can  be  made  against  the  conventional  theory. 

Our  analysis  does  not,  and  should  not  be  taken 
to  imply  that  we  believe  two  medical  schools  in 
South  Carolina  are  preferable  to  one.  We  doubt  if 
it  would  make  any  substantial  difference  on  the 
number  of  post-internship,  practicing  physicians 
in  South  Carolina,  if  we  had  zero  or  ten  medical 
schools.  Physicians  face  a national  market.  If  our 
schools  turn  out  large  numbers  of  doctors,  many 
will  leave  the  state  for  more  remunerative  prac- 
tices elsewhere.  On  the  other  hand,  because  of  the 
relatively  free  flow  of  information  about  condi- 
tions in  various  localities,  a shortage  of  home 
produced  doctors  in  South  Carolina  would  result 
in  an  immigration  of  doctors  trained  in  medical 
schools  outside  the  state.  The  decision  on  how 
many  medical  schools  South  Carolina  desires 
should  be  based  on  how  much  the  citizens  of  this 
state  care  to  spend  on  medical  training  and  not  on 
the  erroneous  logic  that  more  medical  training  in 
South  Carolina  will  result  in  substantially  more 
doctors  in  the  state.  We  do  urge,  however,  that  no 
steps  be  taken  to  limit  an  influx  of  doctors  into  the 
state  by  more  restrictive  licensing  practices.  Such 
a policy  would  ultimately  result  in  a shortage  of 
doctors  and  a deterioration  of  medical  care  in  the 
state.  □ 
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ican Riviera,  Alaska,  Mediterranean.  7-14  days  in 
January,  April,  July,  August.  Seminars  led  by  dis- 
tinguished professors.  Approved  for  18-24  CME 
Category  1 credits.  FREE  ROUNDTRIP  AIR- 
FARE ON  ALL  CARIBBEAN,  MEXICAN, 
ALASKAN  CRUISES.  Excellent  group  fares  on 
finest  ships.  All  conferences,  scheduled  prior  to 
12/31/80,  confirm  to  IRS  tax  deductibility  re- 
quirements under  1976  Tax  Reform  Act.  Regis- 
tration limited.  For  color  brochures  and 
additional  information  contact:  International 
Conferences,  189  Lodge  Avenue,  Huntington 
Station,  NY  11746.  Phone  (516)  549-0869. 


Dr.  Kenneth  Nelson,  M.D.,  Hobbs,  New  Mexico 


“HCAtook  a lot  of  the 
problems  out  of 
starting  my  own  practice.” 


There  are  a lot  of  problems  in  set- 
ting up  a practice  they  just  don’t 
teach  you  in  medical  school!  HCA 
helped  me  avoid  many  of  them  in 
starting  my  psychiatric  practice  here 
in  Hobbs.  They  helped  in  getting  the 
tools  I needed,  such  as  locating  an 
office,  and  they  went  out  of  their  way 
to  prepare  the  rest  of  the  medical 
community  for  my  arrival. 

“But  more  than  that,  I'm  in  a situ- 
ation where  there  is  a real  need  for 
my  skills,  and  the  town  supports  me. 

I helped  design  and  build  our  psychi- 
atric unit,  and  I’ve  become  medical 
director  of  this  unit.  Quite  simply, 


HCA  offered  me  maximum  profes- 
sional challenge  and  satisfaction, 
while  giving  me  a ‘road  map’  to 
avoid  many  start-up  pitfalls." 

For  information  on  how  HCA  can 
help  you,  send  your  curriculum  vitae 
and  geographical  and  professional 
preferences,  in  confidence,  to 
Charles  M.  Wooden,  Professional 
Relations,  HCA,  P.O.  Box  550, 
Nashville,  TN  37202.  Or  call  toll- 
free  1-800-251-2561. 

Hospital  Corporation 
of  America 
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Oddly  enough,  the  newest  idea 
in  investments  is  as  old  as  the  hills. 


If  you  have  a pension  or  profit  shar- 
ing plan,  you  need  to  know  about  a new 
idea  that  could  substantially  enhance  your 
return  on  investment. 

The  good  earth. 

South  Carolina  Nationals  Trust 
Division  now  provides  you  with  the  op- 
portunity of  investing  pension  and  pro- 
fit sharing  dollars  in  real  estate  through  a 
collective  investment  fund. 

As  a result,  you  can  participate  in  the 


development  and  ownership  of  properties 
such  as  shopping  centers, office  buildings 
and  industrial  plants. 

And,  according  to  many  analysts, 
real  estate  is  as  valuable  an  investment  as 
you  can  make  today. 

F or  example,  published  reports  sub- 
stantiate the  fact  that  $ 1 ,000  invested  in 
real  estate  in  1 970  would  yield  an  average 
of  33,500  today. 

That’s  far  greater  than  the  compar- 


able return  on  treasury  bills  or  common 
stocks,  and  more  than  double  the  return 
on  long-term  bonds. 

The  real  estate  fund  is  one  of  many 
investment  vehicles  available  from  SCN. 

T o learn  more  about  how  they  can 
benefit  you,  we  encourage  you  to  invest  a 
few  minutes  of  your  time  with  one  of  our 
trust  officers  today. 

It  could  well  be  the  most  profitable 
investment  you’ll  make  this  year. 


South  Carolina  National  Trust  Division 
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TAX  REVIEW 

OH  NO  - NOT  AGAIN ! ! ! 

The  passage  of  the  tax  equity  and  fiscal  responsibility  act  of  1982  (TEFRA)  is  an 
attempt  by  congress  to  reduce  the  budget  deficit  by  altering  certain  business  taxes* 
improving  taxpayer  compliance  and  increasing  excise  taxes.  The  following  is  a short 
summary  of  some  of  the  highlights  of  TEFRA  that  might  be  of  interest  to  you: 

(1)  Keogh  plans  will  soon  be  equalized  with  corporate  retirement  plans 

(2)  "Top  Heavy"  corporate  plan  restrictions  have  been  increased 

(3)  Loans  from  qualified  plans  are  cut  back 

(4)  Withholding  taxes  on  interest  and  dividends  are  now  required 

(5)  Tax  treatment  on  deferred  annuities  was  upheld,  subject  to  limitations 

(6)  Status  of  Universal  Life  insurance  was  upheld 

(7)  Minimum  tax  changes  can  have  a plus  or  negative  effect  on  the  investor  - 
each  individual  situation  is  different 

(8)  IRS  is  now  empowered  with  significant  new  civil  penalties  to  invoke  against 
abusive  tax  shelters 

The  above  topics  are  just  some  of  the  areas  of  concern  to  you.  For  more  detailed  in- 
formation, you  can  request  a pamphlet  highlighting  the  1982  tax  law.  Just  call  me, 
or  write,  requesting  the  pamphlet. 

INVESTMENT  IDEAS 

A TAX  MANAGED WHAT? 

If  you  don’t  have  the  time,  but  want  to  invest  in  the  stock  market  and  minimize  your 
tax  liability,  you  should  examine  an  investment  that  has  not  yet  received  much  atten- 
tion from  the  public.  I am  writing  about  the  Tax  Managed  Trust Tax  Managed  Trusts 

elect  to  be  taxed  as  corporations  and  therefore  do  not  distribute  dividends  to  share- 
holders. Instead,  any  income  realized  from  the  trust  is  reinvested  to  increase  the 
trust’s  holdings  - and  the  value  of  the  trusts  shares.  Consequently,  trust  managers 
can  attempt  to  convert  taxable  income  into  income  taxed  at  the  20%  long  term  captial 

gains  rate some  of  the  benefits  of  the  tax  managed  trusts  are:  (1)  Subject  to 

taxation  only  when  you  sell  the  shares;  (2)  Profits  taxed  at  long  term  capital  rates 
as  long  as  you  hold  the  shares  longer  than  a year;  and,  (3)  receive  professional  man- 
agement of  your  assets for  further  information,  write  or  call  me. 

RETIREMENT 

THE  "ADMINISTRATOR"  - THE  UNSUNG  HERO! 

The  administration  of  corporate  retirement  plans  is  becoming  more  and  more  complicated. 
As  a minimum,  "administrator"  should  provide  the  following  services  for  all  plans: 

(1)  Processing  of  employee  enrollment  and  termination,  to  include  calculations  of 


(Continued  Financial  Checkup) 


vesting  rights;  (2)  Maintenance  of  records  insuring  which  employees  are  to  be  covered 
and  when;  (3)  Preparation  of  all  reports  to  be  filed  on  a timely  basis;  (4)  Continued 
updating  of  plans  to  reflect  changes  in  the  laws;  and,  (5)  Make  benefit  calculations. 

In  addition,  the  administrator  has  to  do  the  following  for:  (A)  Defined  Benefit  Plans 

— Prepare  accrued  benefit  statements,  as  well  as  prepare  the  necessary  forms  for  filing 
with  the  Pension  Benefit  Guaranty  Corp , Internal  Revenue  Service  and  the  Department  of 
Labor;  and,  (B)  Defined  Contribution  Plans  — Prepare  individual  account  valuation 
statements,  as  well  as  prepare  the  necessary  forms  for  the  Internal  Revenue  Service  and 
the  Department  of  Labor.  The  Newsletter  for  next  month  will  list  the  forms  and  dates 
necessary  for  filing. 


ESTATE  PLANNING 

GOING,  GOING,  GONE!!! 

For  the  present,  this  is  the  last  section  on  trusts;  and,  as  such,  is  a summary.  The 
last  several  issues  of  the  Newsletter  described  the  different  types  of  trusts  avail- 
able to  you.  Remember,  trusts  can  be  used  to  achieve  the  distribution  of  assets  accor- 
ding to  your  wishes  during  your  lifetime  and/or  after  your  death.  Trusts  are  pliable 
and  can  be  "created"  to  accomplish:  (1)  Tax  Savings  - which  vary  according  to  the  trust 

(2)  Beneficiary  protection-whether  the  beneficiary  is  a child,  or  incapable  of  handling 
assets;  (3)  Lower  probate  costs ^minimize , and  possibly  avoid  these  costs;  (4)  Shield 
funds  from  creditors,  and  even  yourself;  and,  (5)  Maintain  secrecy-unwanted  publicity 
can  be  minimized,  and  possibly  avoided.  There  are  many  other  reasons  why  you  should  look 
into  the  establishment  of  trusts.  You  Should  Consult  Your  Attorney,  And  Do  It  Now! 

a.t  JL  kL  kt 
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The  information  contained  herein  has  been  obtained  from  sources  believed  reliable  but  is 
not  necessarily  complete  and  cannot  be  guaranteed.  Any  opinions  expressed  are  subject  to 
change  without  notice.  Neither  the  information  presented  nor  any  opinion  expressed  con- 
stitutes a representation  by  us  or  a solicitation  of  the  purchase  or  sale  of  any  securi- 
ties. South  Carolina  Medical  Association  and  E.F.  Hutton  and  Co.,  Inc.  1982. 
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FURTHER  INFORMATION 

If  you  would  like  to  receive  further  information  on  any  of  the  topics  covered  in  this 
lewsletter,  please  write  to  Martin  Lefkowitz,  CFP,  E.F.  Hutton  and  Co.,  Inc.,  2700 
liddleburg  Drive,  Suite  200,  Columbia,  S.C.  29204;  or  call  800-922-1112.  (toll  free). 
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U KNOW  IT’S  REALLY 
X1ETY  SYMPTOMS 


Is  presenting  symptoms:  palpitations,  chest  pain, 
ronic  exhaustion  and  occasional  difficulties  in  breathing. 
Good  reason  for  concern.  A complete  workup  uncovers  no 
organic  dysfunction,  but  it  does  reveal  excessively  high 
evels  of  anxiety  and  apprehension. 

For  rapid  relief  you  prescribe 
Vallum  (diazepam/Roche) 

At  times  like  this,  Valium  (diazepam/Roche)  can  be  a 
potent  therapeutic  ally.  It  works  promptly.  Within  just  a few 
hours,  the  patient  begins  to  feel  calmer.  And  in  a few 'days, 
anxiety  relief  not  only  becomes  more  pronounced  but  a 
noticeable  reduction  in  anxiety-generated  somatic  symp- 
toms also  occurs. 

Equally  important,  Valium  is  generally  well  tolerated. 
Side  reactions  more  serious  than  drowsiness,  ataxia  and 
fatigue  are  rare.  Patients  should,  of  course,  be  cautioned 
against  driving  or  drinking  alcohol  while  on  Valium  therapy. 
Periodic  reassessment  of  the  need  for  antianxiety  medica- 
tion should  also  be  performed. 


Valium 

diazepam/Roche 

2-mg,  5-mg,  10-mg  scored  tablets 

*=  YOU’RE  CONVINCED 
STENT  NEED5  IT 


ROCHE 


Please  see  summary  of  product  information  on  the  following  page 


VALUJM(diazepam/ Roche) 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Management  of  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety.  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  ad- 
junctively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis;  stiff-man  syndrome;  con- 
vulsive disorders  (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use,  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies.  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma;  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy. 
Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures.  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants. Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses.  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  dis- 
continuation of  benzodiazepines  after  continuous 
use,  generally  at  higher  therapeutic  levels,  for  at  least 
several  months.  After  extended  therapy,  gradually  taper 
dosage.  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines,  nar- 
cotics, barbiturates,  MAO  inhibitors  and  other  antide- 
pressants may  potentiate  its  action.  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation. 

The  clearance  of  Valium  and  certain  other  benzodiaz- 
epines can  be  delayed  in  association  with  Tagamet 
(cimetidine)  administration.  The  clinical  significance 
of  this  is  unclear. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Anxiety  disorders,  symptoms  of  anxiety,  2 to  10 
mg  b i d.  to  q i d . ; alcoholism,  10  mg  t.i.d.  or  q.i.d.  in 
first  24  hours,  then  5 mg  t.i.d.  or  q.i.d.  as  needed; 
adjunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive  disorders,  2 to  10  mg 
b i d.  to  q.i.d.  Geriatric  or  debilitated  patients:  2 to  2'/2 
mg,  1 or  2 times  daily  initially,  increasing  as  needed  and 
tolerated.  (See  Precautions.)  Children:  1 to  21/2  mg  t.i.d. 
or  q.i.d.  initially,  increasing  as  needed  and  tolerated  (not 
for  use  under  6 months). 

How  Supplied:  For  oral  administration,  Valium  scored 
tablets — 2 mg,  white;  5 mg,  yellow;  10  mg,  blue- 
bottles of  100*  and  500;*  Prescription  Paks  of  50, 
available  in  trays  of  10.*  Tel-E-Dose®  packages  of  100, 
available  in  trays  of  4 reverse-numbered  boxes  of  25, t 
and  in  boxes  containing  10  strips  of  10.t 
*Supplied  by  Roche  Products  Inc.,  Manati,  Puerto 
Rico  00701 

tSupplied  by  Roche  Laboratories,  Division  of 
Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110 


LETTERS  TO  THE  EDITOR 

TO  THE  EDITOR: 

We  agree  with  Dr.  James  Suggs  of  Marion,  S.  C. 
that  weight  training  is  a necessary  part  of  a good 
athletic  program  and  recognize  its  importance  in 
injury  prevention.  It  is  very  important,  however, 
to  emphasize  that  all  weight  training  programs 
should  be  properly  supervised. 

I reported  on  eight  young  men  who  developed 
abnormalities  of  the  spine  which  we  felt  were 
related  directly  or  indirectly  to  heavy  weight  lift- 
ing. These  youngsters  had  pain,  spine  stiffness  and 
x-ray  changes.  This  was  reported  to  the  South 
Carolina  Orthopaedic  Association  meeting  in 
1981  in  a paper  entitled  “Injury  Epiphysitis”. 
Since  that  time,  I have  had  occasion  to  talk  with 
other  Orthopaedists  who  have  seen  similar  injuries 
and  their  feeling  is  that  this  is  also  related  to 
injudicious  and  unsupervised  weight  training. 
Free  weights,  particularly  the  dead  lift  and  com- 
petition type  lifts,  seem  to  create  the  most  prob- 
lems. The  Leeper  machine  has  been  shown  to  lead 
to  neck  and  lower  spine  injuries. 

Frederick  E.  Reed,  Jr.,  M.D. 

Pediatric  and  Sports  Medicine  Orthopaedics, 

30  Bee  Street, 

Charleston,  S.  C.  29403 


ROCHE > ROCHE  PRODUCTS  INC. 
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The  Journal  of  the  South  Carolina  Medical  Association 


Editors  Note:  Signed  by  “ a family  doctor,”  the  following  thoughts  were  submitted  by  Dr.  Francis  B. 
Adams,  Jr.,  of  Seneca,  South  Carolina.  His  comments  concerning  the  role  of  physicians  in  nuclear 
warfare,  although  infrequently  aired  in  the  form  of  our  state  journal,  are  gaining  increasing  attention 
in  national  medical  publications.  The  accompanying  guest  editorial  by  Dr.  Steven  Rosansky  addresses 
the  potential  role  of  physicians.  — CSB 

IN  CASE  OF  NUCLEAR  WAR 
DON’T  CALL  ME 

BECAUSE  I DON’T  HAVE  AND  CAN’T  GET: 

Enough  sterile  solution  to  wash  the  wounds 

Enough  sutures  to  sew  up  the  cuts 

Enough  bandages  to  bind  up  the  burns 

Enough  drugs  to  continue  treatment  more  than  a few  days 

Enough  splints  to  hold  the  fractures 

Enough  narcotics  to  ease  the  pain 

Enough  straight  jackets  to  restrain  those  whose  minds  have  broken 
Enough  special  knowledge  to  care  for  eye,  bone,  kidney,  chest,  radiation, 
or  other  special  injuries 

Enough  poison  to  put  the  hopeless  out  of  their  miseries 

Enough  time  to  help  the  neighbors  whose  cities  have  been  destroyed 

Enough  heat,  light,  shelter,  food,  drink,  or  other  necessities 

Enough  courage  or  faith  to  survive  when  most  of  my  fellowmen  have  died. 

A Family  Doctor 


PHYSICIANS  FOR  SOCIAL  RESPONSIBILITY: 

THE  MEDICAL  CONSEQUENCES  OF  NUCLEAR  WAR 


Physicians  for  Social  Responsibility  (PSR)  is  a 
nonprofit  organization  of  physicians  and  non- 
physicians who  are  dedicated  to  public  and  pro- 
fessional education  about  the  health  hazards  of 
nuclear  weaponry  and  nuclear  war.  The  organiza- 
tion was  started  in  1961  by  physicians  who  were 
concerned  with  nuclear  fallout  from  atmospheric 
testing.  PSR  contributed  significantly  toward  pas- 
sage of  the  Atmospheric  Test  Ban  Treaty  of  1963. 
Between  the  early  60s  and  1980,  PSR  was  quies- 
cent but  has  recently  expanded  its  membership  of 
physicians  and  non-physicians  to  nearly  20,000 
members  across  the  United  States. 

With  the  help  of  other  physicians  and  con- 
cerned citizens  in  the  community  we  have  formed 
a Midlands  chapter  of  PSR.  The  Midlands  chapter 
is  one  of  110  PSR  chapters  across  the  United 


States,  and  so  far  the  only  chapter  in  South  Caro- 
lina. PSR  has  international  counterparts  in  the 
form  of  PSR  chapters  in  various  European  coun- 
tries and  an  international  organization  called  the 
International  Physicians  for  the  Prevention  of  Nu- 
clear War,  (IPPNW).  This  international  organiza- 
tion met  in  the  Soviet  Union  in  1981.  Physicians  in 
attendance  included  the  cardiologist  for  Leonid 
Brezhnev,  Dr.  Ergueni  Chazov,  and  other  impor- 
tant Soviet  physicians.  The  meeting  led  to  an 
historic  television  show  which  was  recently  tele- 
vised in  the  Soviet  Union,  featuring  three  Ameri- 
can and  three  Soviet  physicians  discussing  the 
medical  consequences  of  nuclear  war.  It  has  been 
estimated  that  this  show  was  viewed  by  over  200 
million  Soviet  citizens.  The  message  of  PSR  and 
IPPNW  is  simple: 
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1.  In  nuclear  war  there  are  no  winners. 

2.  There  will  be  few  if  any  survivors  of  a nu- 
clear war  and  they  will  probably  envy  the 
dead. 

3.  Nuclear  war  will  destroy  everything  in  soci- 
ety as  we  know  it,  returning  us  at  best  to  the 
Dark  Ages  of  history  with  roving  bands  of 
people  fighting  for  the  little  uncontami- 
nated food,  water,  or  shelter  available  in 
order  to  survive. 

4.  Civil  defense  is  meaningless  and  those  who 
are  “lucky”  enough  to  escape  the  blast  and 
are  not  burned  to  death  in  their  shelters  will 
probably  eventually  succumb  to  death  from 
starvation,  dehydration,  radiation  sickness, 
and  various  infections. 

5.  Medical  disaster  planning  for  nuclear  war  is 
meaningless  since  medical  supplies,  hospital 
beds,  and  medical  personnel  to  care  for  the 
millions  of  sick  and  injured  will  be  virtually 
unavailable. 

Many  physicians  argue  that  nuclear  war  is  a 
political  issue  and  thus  do  not  see  why  they  should 
be  involved  in  such  an  organization.  On  closer 
examination,  one  can  see  that  the  danger  of  nu- 
clear war  in  undermining  health,  and  causing 
disease  and  death  of  hundreds  of  millions  of  peo- 
ple is  an  unprecedented  threat  to  humanity  and 
may  be  man’s  “final  epidemic.”  Other  threats  to 
public  health  for  example,  Legionnaire’s  disease 
and  potential  influenza  epidemics,  have  led  to 
prompt  responses  by  the  medical  profession  to 
contain  and  overcome  these  problems.  These 
health  issues  are  insignificant  in  comparison  to 
nuclear  war. 

Another  reason  to  be  involved  with  the  nuclear 
weaponry  issue  relates  to  the  scarcity  of  resources 
for  health  care.  This  is  in  the  face  of  a world 
military  budget  of  1.4  billion  dollars  a day.  The 
total  cost  of  eradicating  smallpox,  compares  to  the 
cost  of  less  than  six  hours  of  the  arms  race,  and  less 
than  a day’s  military  spending  could  finance  the 
entire  malaria  control  program  of  the  World 
Health  Organization,  (WHO).1 

The  main  thrust  of  PSR  is  to  utilize  physicians 
to  help  with  public  education  about  nuclear  weap- 
onry and  nuclear  war.  Many  people  tend  to  deny 
the  potential  of  nuclear  war.  Physicians  are  used 
to  dealing  with  denial  in  patients  and  this  together 
with  physicians’  excellent  credentials  and  their 
wide  respect  as  teachers  puts  them  in  a very 
favorable  position  to  educate  other  professionals 
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and  the  public  at  large  about  the  threat  of  nuclear 
war.  This  educational  process  will  hopefullly  lead 
to  rational  control  of  nuclear  weapons. 

PSR  has  presented  symposia  in  cities  through- 
out the  United  States  depicting  the  horrifying 
medical  consequences  of  a nuclear  exchange.  The 
medical  consequences  of  an  “average”  nuclear 
war,  which  includes  use  of  approximately  6,000 
megatons  of  TNT  (the  bomb  dropped  on  Hiroshi- 
ma was  approximately  10  kilotons)  include  the 
death  of  about  100  million  people  immediately 
from  the  blast,  thermal,  and  radiation  effects  and 
death  of  another  50  million  people  during  the 
time  required  of  them  to  remain  in  their  shelters. 
While  in  the  shelters,  many  people  will  be  vapor- 
ized by  the  heat  of  the  blast.  Others  will  die  of 
starvation,  dehydration,  and  infections.  Tens  of 
millions  will  die  slowly  after  the  shelter  period. 
These  people  will  have  to  find  uncontaminated 
water,  food,  and  will  be  forced  to  compete  with 
other  survivors  for  the  scarce  resources  available. 
Survivors  will  suffer  from  decreased  resistance  to 
infections  due  to  malnutrition,  dehydration,  and 
the  effects  of  radiation  on  their  immune  systems. 
Various  organisms  that  have  not  been  seen  in  the 
western  world  for  hundreds  of  years  may  cause 
diseases  including  bubonic  plague,  typhoid  fever, 
and  cholera.2  In  addition,  severe  diarrhea  prob- 
lems due  to  E coli  and  amoebic  dysentery  may  be 
rampant  because  of  lack  of  sewage  facilities,  lack 
of  clean  water,  and  the  severely  decreased  re- 
sistance of  the  survivors.  Infections  that  would 
ordinarily  be  self  limited  and  easily  overcome 
may  result  in  widespread  epidemics.  Means  to 
control  these  epidemics  will  not  be  available.  Hos- 
pital facilities  to  treat  these  patients  as  well  as  to 
treat  patients  with  burn,  crush,  or  blast  injuries 
will  be  virtually  nonexistent.  It  is  estimated  that 
possibly  8,000  physicians  would  survive  an  “aver- 
age” nuclear  attack.2  Assuming  that  these  physi- 
cians were  willing  and  able  to  treat  the  sick  and 
injured  they  would  have  32  million  people  to 
treat:  18  million  cases  of  radiation  sickness,  and  14 
million  cases  of  trauma,  burns,  or  both.  Thus,  each 
physician  would  have  over  170  acutely  injured 
patients  to  treat,  an  overwhelming  task. 

Much  of  the  current  interest  in  the  antinuclear 
war  movement  stems  from  statements  by  the  cur- 
rent administration  with  respect  to  the  potential 
for  a “limited”  nuclear  conflict.  The  casualties 
described  in  the  “average”  nuclear  war  might  be 
considerably  reduced  if  there  were  a “limited” 
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nuclear  conflict.  Vice  President  Bush  believes  that 
the  U.  S.  can  win  a nuclear  exchange.  Other  ex- 
perts like  George  Kistiakowsky,  Science  Advisor 
to  former  President  Eisenhower,  former  Secretary 
of  Defense,  Harold  Brown,  and  many  others  feel 
that  “limited”  nuclear  war  and  “winning”  any 
conventional  war  that  leads  to  the  use  of  nuclear 
weapons  has  a very  high  probability  of  resulting  in 
the  scenario  of  the  “average”  nuclear  war  that  I 
have  described. 

Civil  defense  in  an  “all  out”  nuclear  exchange  is 
meaningless.  The  crisis  relocation  plan  for  nuclear 
war  is  predicated  on  a “limited”  nuclear  ex- 
change. By  this  plan,  people  are  moved  from 
centers  of  high  probability  of  nuclear  attack  to 
centers  of  low  probability.  Radiation  effects  from 
an  “average”  nuclear  attack  could  affect  people 
up  to  150  miles  from  the  blast,  depending  upon 
prevailing  winds.  Even  if  major  evacuations  of 
“high  risk”  areas  were  successful,  which  is  highly 
unlikely,  the  Soviet  Union  would  simply  reset 
their  weapons  to  strike  different  targets.  In  addi- 
tion, planning  for  the  relocation  of  a population  in 
anticipation  of  a nuclear  attack  promotes  “the 
moral  obscenity  that  world  leaders  can  engage  in  a 
nuclear  shootout  without  unacceptable  losses  of 
civilian  victims.” 

Opponents  of  nuclear  disarmament  often  bring 
up  the  question,  “What  about  the  Russians?”  Cur- 
rently there  are  over  50,000  nuclear  bombs  in  the 
U.  S.  and  Soviet  arsenals,  enough  to  destroy  every 
major  Soviet  and  U.  S.  city  dozens  of  times.  In 


addition,  the  Soviet  Union  is  considered  to  be 
equal  to  the  United  States  in  its  overall  strategic 
nuclear  power  by  many  experts.  PSR  endorses  an 
immediate  mutually  verifiable  bilateral  nuclear 
freeze.  Satellite  sensors  are  accurate  enough  to 
read  license  plates  in  Moscow,  thus  adequate  ver- 
ification is  possible.  Even  if  the  Russians  violate 
this  freeze  proposal,  since  there  is  such  a massive 
overkill,  the  risk  of  having  them  build  a few  more 
bombs  is  worth  the  gain  of  a lessening  of  the 
chances  of  a nuclear  holocaust. 

Many  physicians  contend  that  an  organization 
like  PSR  can  have  little  impact.  I disagree  with 
this  and  feel  that  war  becomes  inevitable  when 
everyone  assumes  its  inevitability.  I urge  all  inter- 
ested physicians  and  non-physicians  to  join  our 
South  Carolina  PSR  chapter.  □ 

Steven  J.  Rosansky,  M.D., 

President,  Midlands  Chapter, 
Physicians  for  Social  Responsibility 
V.A.  Hospital,  Columbia,  S.  C.  29201 
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NO  MEDICAL  SCHOOLS  OR  TEN 
— DOES  IT  MAKE  A DIFFERENCE? 


The  provocative  essay  in  this  issue  by  Placone 
and  Wallace  of  the  Department  of  Economics  at 
Clemson  University  challenges  the  notion  that 
increasing  the  number  of  physicians  will  increase 
further  the  cost  of  medical  care.  Also  of  interest  is 
their  statement  that  it  is  doubtful  whether  the 
number  of  practicing  physicians  in  South  Caro- 
lina would  vary  significantly  “if  we  had  zero  or 
ten  medical  schools.”  They  note  that  physicians 
face  a national , not  a state  or  regional,  market  for 
their  services.  Additionally,  it  should  be  pointed 
out  that  the  number  and  nature  of  residency 


programs,  rather  than  undergraduate  medical 
schools,  may  be  the  key  determinant  to  the  num- 
ber of  physicians  settling  in  one  or  another  geo- 
graphic area.  The  nature  of  our  medical  schools 
and  the  cost  of  medical  education  deserve  our 
continued  attention,  but  the  number  of  medical 
schools  and  number  of  undergraduate  medical 
students  should  not  be  made  scapegoats  for  all  or 
most  of  the  perceived  problems  of  physician  dis- 
tribution and  cost  of  medical  care. 

— CSB 
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“ELEGY  WRITTEN  IN  A STATE  MEDICAL  JOURNAL”  REVISITED 


Several  years  ago,  a survey  of  authorship  of 
articles  published  in  The  Journal  indicated  that 
dramatic  changes  had  occurred  within  the  present 
century.  After  the  founding  of  The  Journal  in 
1905,  articles  came  from  all  areas  of  the  state  and 
were  written  almost  exclusively  by  practicing 
physicians,  since  there  were  no  full-time  academi- 
cians in  South  Carolina.  By  the  1960’s,  most  arti- 
cles came  from  Charleston,  few  articles  came 
from  smaller  communities,  and  most  articles  were 
authored  by  full-time  academicians  or  other  per- 
sons salaried  by  state  or  federal  institutions.  La- 
menting this  trend,  we  gave  it  publicity  under  the 
title,  “Elegy  Written  in  a State  Medical  Journal.” 
There  are  signs  that  the  trend  may  be  reversing! 
Perhaps  stimulated  by  The  Roe  Foundation 
Award,  and  perhaps  by  the  policy  of  the  editorial 
board  to  encourage  submissions  from  practicing 
physicians,  we  are  observing  an  increasingly  fa- 


vorable “balance”  in  our  authorships.  The  present 
issue,  for  example,  features  two  review  articles  by 
faculty  members  and  two  original  contributions 
by  practicing  physicians.  The  statistical  analysis  of 
an  abnormality  (mitral  prolapse)  as  it  occurs  in  a 
practice  setting,  by  Dr.  Duvall,  is  admirable  — 
there  is  a definite  need  for  more  data  of  this  kind, 
since  information  published  in  the  literature  tends 
to  be  “skewed”  toward  sicker  patients  seen  in 
tertiary  care  centers.  The  paper  by  Dr.  Erdman 
illustrates  that  well-reasoned  case  reports  remain 
valuable.  Finally,  the  paper  by  Placone  and  Wal- 
lace represents  a “special  article”  pertinent  to  our 
state.  We  shall  continue  to  encourage  such  a bal- 
ance between  timely  review  articles  written  es- 
pecially by  academicians  and  original  scientific 
articles  written  especially  by  practicing  physi- 
cians. 

— CSB 


PHYSICIAN  RECOGNITION  AWARDS 

The  following  SCMA  members  are  recent  recipients  of  the  AMA’s  Physician  Recogni- 

tion  Award.  This  award  is 
hours  earned. 

official  documentation  of  Continuing  Medical  Education 

Warren  A.  Clark,  M.D. 

Raymond  Rosenblum,  M.D. 

William  S.  Hall,  M.D. 

Eugene  D.  Rutland,  M.D. 

William  H.  Hester,  M.D. 

Palmira  M.  Silva  Snape,  M.D. 

James  O.  Hightower,  M.D. 

Herman  O.  Thompson,  M.D. 

Roy  A.  Howell,  M.D. 

Peter  Anthony  Tucci,  M.D. 

Benjamin  E.  Nicholson,  M.D.  Hubert  O.  Williamson,  M.D. 

Michael  W.  Payne,  M.D. 

Clarence  W.  Wimberly,  M.D. 

Thomas  Robert  Wynne,  M.D. 
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SOUTH  CAROLINA  MEDICAL  ASSOCIATION  AUXILIARY  SCHOLARSHIP  RECIPIENTS 

It  is  with  greatest  pleasure  that  the  South  Carolina  Medical  Association  Auxiliary  announces  the  first  of 
its  Scholarship  recipients.  These  four  scholarships  are  being  given  this  year  to  two  students  from  the 
University  of  South  Carolina  School  of  Medicine  and  two  students  from  the  Medical  University  of  South 
Carolina. 

The  four  $750.00  scholarships  will  be  awarded  yearly  to  two  students  from  each  S.  C.  Medical  School. 

Students  receiving  scholarships  from  USC  School  of  Medicine  are  Gregory  H.  Branham,  a native  of 
Columbia,  and  Karen  Elizabeth  Hyde  from  Sumter. 

MUSC  recipients  are  Stephen  Earle  Boatwright  of  Florence  and  David  M.  Ingraham,  Charleston. 

The  accomplishments  of  these  young  students  of  medicine  are  impressive  and  the  South  Carolina 
Medical  Association  Auxiliary  is  proud  to  be  of  help  to  each  in  his  chosen  field. 


Gregory  H.  Branham 
USC  School  of  Medicine 

Gregory  earned  his  BS  in  Biology  from  USC  in  1979.  During 
his  undergraduate  career,  he  was  on  the  Dean’s  list,  the  Presi- 
dent’s list,  the  National  Dean’s  list,  a member  of  Alpha  Epsilon 
Delta  (pre-medical  Honor  Society),  spent  five  weeks  abroad  on 
a European  Study  Tour  in  1977,  and  was  a member  of  the 
French  Club  and  the  Fencing  Club. 

In  the  past  three  years  as  a medical  student  at  USC,  Gregory 
has  become  a member  of  the  student  AMA,  the  American 
Association  of  Family  Practitioners,  and  served  on  the  Student 
Affairs  Subcommittee  on  Honor  Code  Development.  He  is 
presently  a senior  at  USC  and  plans  to  begin  training  in 
Otolarynogology  upon  graduation  in  May. 
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Karen  Elizabeth  Hyde 
USC  School  of  Medicine 

Karen  graduated  from  USC  this  past  spring  — magna  cum 
laude  — with  a BS  in  Biology,  and  she  accomplished  this  in 
three  years.  The  basketball  she  enjoyed  playing  on  her  high 
school  team  took  a back  seat  to  studies  during  her  college 
career,  but  compensation  for  missing  that  sport  came  to  pass 
when  she  was  inducted  into  Phi  Beta  Kappa  this  past  spring. 

She  is  a first  year  student  at  USC  School  of  Medicine.  Karen 
says,  “I  welcome  the  challenge,  if  not  the  hard  work,  of  the  next 
four  years.  ” She  has  not  yet  chosen  a specialty,  her  mind  is  open 
to  all  possibilities. 
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David  M.  Ingraham 
MUSC 

David  is  a 1980  graduate  — cum  laude  — of  the  College  of 
Charleston,  with  a BS  in  Biology.  While  there  he  received 
various  scholarships  including  a Meritorious  Achievement 
award  for  activities  outside  of  academia  and  was  1978  South 
Carolina  State  Employees  Association  Scholarship  Winner.  He 
was  a member  of  Pi  Kappa  Phi,  the  National  Honor  Society  Phi 
Kappa  Phi,  and  is  a charter  member  of  Alpha  Epsilon  Delta 
(pre-medical  Honor  Society). 

Currently  a third  year  student  in  medicine  at  MUSC,  David 
has  passed  the  National  Board  part  I,  and  is  currently  on  a 12 
week  rotation  in  Surgery.  He  has  yet  to  decide  on  a field  of 
medicine,  but  would  like  to  remain  in  South  Carolina  to 
practice. 


Stephen  Earle  Boatwright 
MUSC 

Stephen  attended  the  University  of  South  Carolina  and 
graduated  from  Francis  Marion  College  in  Florence  — cum 
laude  — with  a BS  in  Biology.  In  college  he  was  Vice-President 
of  Alpha  Tau  Omega,  a member  of  Ars  Medica,  and  was  on  the 
Intramural  Sports  Advisory  Committee. 

Since  entering  Medical  School  at  MUSC,  he  has  been  em- 
ployed with  the  Family  Practice  Medical  Center  in  Hartsville 
during  the  summer  months.  Stephen  and  his  wife,  Julia  Ann, 
are  both  working  to  finance  their  educations.  Julia  is  a senior  at 
the  College  of  Charleston,  where  she  is  majoring  in  foreign 
languages. 

Stephen  hopes  to  practice  family  medicine  in  South 
Carolina. 


November  1982 


647 


When  a 

Seems  Insurmountable 

your  patient  can  benefit  from  tbe  Southern  Pines 

Psychiatric  hospitalization  for  children,  adolescents  and  adults,  including  intense 
programs,  short  and  Intermediate-term  hospitalization,  crisis  intervention  and  a year-round 
accredited  school  program . Individualized  treatment  programs  are  developed  under  the 
direction  of  physicians. 

Eli  Breger,  M.D.;  Medical  Director 

Approved  for  CHAMPUS,  Blue  Cross,  Medicare  and  most  private  insurance. 

Southern  Pines  is  an  affiliate  of  The  Brown  Schools  of  Texas  and  is 


a Healthcare  International  hospital. 


SOUTHERN  PINES 

A Psychiatric  Hospital 


for  information  contact: 
Peggy  Young,  A.C.S.W. 
Director  of  Admissions 
P.0.  Box  70489 
Charleston,  SC  29405 
(803)  747-5830 


CLASSIFIED 


INDEX  TO  ADVERTISERS 


FOR  SALE:  small  town  general  medical  practice 
located  in  Bennettsville,  SC.  If  interested,  please 
contact  the  South  Carolina  National  Bank,  Trust 
Department,  1241  Main  St.,  Columbia,  SC 
29226,  or  call  Martha  Morris  at  (803)  765-3349. 


Ayerst  Laboratories,  Ine 624,  625,  626 

Boots  Pharmaceuticals  599,  600,  627,  628,  629,  630 

Business  Applications  Systems 623 

Emergency  Physicians  Group  586 

Hospital  Corporation  of  America  633 


STEAMBOAT  SPRINGS,  COLORADO:  CUR-  l,urav 

RENT  CONCEPTS  IN  PAIN  MANAGEMENT.  Ell  Lilly  & Company 604 

Guest  may  attend  Associated  Tax  Program  (Ex-  Merlin  Electronics  591 

penses  Deductible).  January  8-14  and  February 

28-March  4,  1983.  $250  (Guest  $100).  Contact  D.  M H C S > Inc 612 

Berman,  M.D.,  Program  Director,  Current  Con-  Reid-Provident  Lab.,  Inc Cover  2,  585 

cept  Seminars,  3301  Johnson  Street,  Hollywood,  Resource  Application  Publishing 603 

FL  33021  (305)  989-6650. 

Roche  Laboratories 613,  614,  620,  621,  622, 


638,  639,  640,  Cover  3,  Cover  4 


S.  C.  National  Bank  634 

Southern  Pines  Psychiatric  Hospital  648 

United  States  Air  Force 611 

Upjohn  Company,  Inc 619 

Willingway,  Inc 618 

54g  Winchester  Surgical  Supply 


592 


From  the  State  House: 

LEGISLATIVE  UPDATE 


December,  1982 

The  dust  from  the  1982  elections  has  now  settled,  and  the  members  of  the  House  and 
Senate  have  begun  pre-filing  legislation  for  the  1983-84  Session.  Thus  far,  the  actual 
number  of  bills  prefiled  ranks  below  the  totals  of  past  years. 

SENATE  REAPPORTIONMENT 


The  State  Senate  is  facing  reapportionment  this  year  and  probably  must  finish  this 
task  or  come  close  to  doing  so  before  the  year  is  out.  A failure  in  enacting  a new 
district  makeup  would  almost  assuredly  result  in  several  lawsuits  by  various  groups  and 
individuals.  Currently,  most  of  the  Senators  run  from  numbered  seats  in  multi-member 
districts.  It  is  feared  that,  under  a new  plan,  several  Senators  would  have  to  run 
against  other  incumbent  Senators  who  reside  nearby. 

This  issue  is  being  discussed  often  by  the  House  membership,  as  that  body  must 
approve  any  plan  drawn  and  passed  by  the  Senate.  In  1981  the  House  passed  its  own 
reapportionment  plan  with  relatively  little  input  from  individual  Senators.  These 
circumstances  may  change  when  the  Senate  plan  is  being  debated,  however.  Many  House 
members  are  eyeing  a possible  race  for  a Senate  seat  in  the  future  and  many  others  feel 
several  of  the  proposed  reapportionment  plans  work  unfairly  against  certain  segments  of 
the  population.  Look  for  a Legislative  session  with  spirited  debate  and  perhaps  a 
number  of  one-man  filibusters. 

HOUSE  REORGANIZATION  SESSION 


As  this  Update  was  being  written,  the  House  of  Representatives  was  about  to  convene 
in  Columbia  for  a "Reorganization"  session.  Scheduled  to  be  held  on  December  7-9,  the 
session  is  mandated  by  the  S.  C.  Constitution.  House  members  will  elect  new  officers, 
adopt  permanent  operating  rules  and  draw  office  space  and  seats  on  the  House  floor. 

A change  in  the  filibuster  rules  may  come  out  of  this  particular  gathering.  A 
growing  number  of  state  Representatives,  frustrated  with  epidemic  filibustering  in  this 
chamber,  are  taking  steps  to  put  the  House  in  order  for  next  session.  (A  filibuster 
in  the  State  Senate  by  two  Senators  this  past  session  held  up  consideration,  thereby 
preventing,  passage  of  the  SCMA-sponsored  Chiropractic  Scope  Bill.) 

Lawmakers  spent  33  of  67  Legislative  days  in  1982  mired  in  filibusters  of  one  sort 
or  another,  making  the  session  one  of  the  most  unproductive  in  years.  Filibusters  are 
utilized  by  many  groups  or  coalitions  who  argue  that  their  side  would  not  be  heard 
without  this  stalling  tactic.  But  many  other  lawmakers  say  the  freedom  to  filibuster 
has  been  abused,  and  it  is  time  to  make  some  changes. 


FTC  LEGISLATION 


On  December  1,  1982  the  U.  S.  House  of  Representatives  voted  to  bar  Federal  Trade 
Commission  enforcement  of  the  Anti-Trust  Laws  against  doctors,  dentists,  lawyers  and 
other  state-licensed  professionals. 

The  AMA,  with  support  from  the  various  state  medical  societies — including  SCMA, 
had  been  strongly  urging  Congress  to  clarify  that  the  FTC  should  be  regulating  "for 
profit"  entities  and  not  their  "non-profit"  associations.  The  medical  community  had 
pointed  out  that  this  action  would  keep  the  FTC  out  of  states’  rights  issues,  such  as 
service  quality  and  professional  qualifications. 

The  proposal,  which  has  garnered  substantial  support  in  the  Senate,  was  approved 
245-155  as  an  amendment  to  legislation  authorizing  continued  operation  of  the  FTC 
through  September  1985. 

"These  professions  are  already  adequately  and  strictly  controlled  at  the  state 
level,"  said  Rep.  Thomas  Luken,  D-Ohio,  who  sponsored  the  amendment.  "Congress  never 
granted  such  control  to  the  FTC." 

It  is  hoped  that  the  U.  S.  Senate  will  take  action  on  this  measure  before  the  new 
year  begins. 

SOCPAC  INVOLVEMENT  ENCOURAGED 

Mrs.  J.  Ray  Ivester,  Chairman  of  SOCPAC,  urges  all  members  of  SCMA  to  join  SOCPAC 
and  AMP AC  at  the  time  they  return  their  SCMA  membership. 

1982  permitted  SOCPAC  to  participate  in  helping  in  the  campaigns  of  capable  legis- 
lators in  the  State  Legislature  and  with  all  Senate  seats  up  for  election  in  1984, 
SOCPAC  will  have  the  opportunity  to  be  even  more  effective. 

One  word  of  caution,  however,  if  your  practice  is  incorporated — SOCPAC  and  AMP AC 
voluntary  political  contributions  are  required  on  a personal  check. 

S.  C.  LEGISLATIVE  ISSUES 


There  have  been  no  substantial  developments  on  State  legislative  issues  since  the 
November  Update.  A few  items  are  mentioned  below  in  bringing  things  up  to  date: 

Optometry  has  not  yet  filed  an  "eye  drop"  bill,  but  they  are  expected  to  do  so 
around  the  beginning  of  the  session  in  January.  Although  optometry  has,  historically, 
had  more  influence  in  the  House,  indications  are  that  this  group  still  plans  to  attempt 
passage  in  the  Senate  first. 

The  issues  surrounding  chiropractic  have  not  changed — SCMA  is  making  final  prepara- 
tions to  support  legislation  to  specify  the  parameters  of  chiropractic  practice.  The 
mixer  chiropractors  continue  to  "poor  mouth",  stating  that  all  they  want  is  to  do  a 
little  lab  work  so  that  they  can  refer  medical  problems  to  physicians. 

DOCTOR  OF  THE  DAY  PROGRAM 

The  1983  Doctor  of  the  Day  Program  at  the  S.  C.  State  House  is  well  underway, 
with  the  first  two  months  of  the  session — January  and  February — already  scheduled. 

We  still  need  volunteers  for  the  remaining  months  of  the  session,  which  could  well 
run  into  the  summer  months,  so  please  contact  the  SCMA  office  in  Columbia  at  252-6311 
if  you  would  like  to  donate  a Tuesday,  Wednesday  or  Thursday. 
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UROLOGY  SYMPOSIUM:  INTRODUCTION 


Guest  Editors: 

JOEL  M.  KAUFMAN,  M.D. 

DANIEL  A.  SHAMES,  M.D. 

WILLIAM  R.  TURNER,  JR.,  M.D. 

Major  advances  have  been  made  in  the  under- 
standing of  diseases  of  the  genitourinary  system  in 
adults  and  children  and  while  there  is  consider- 
able room  for  improvement,  urologists  in  the 
1980’s  approach  problems  in  a more  scientific 
manner  than  in  years  past.  Urologic  problems  are 
common  sources  of  patients’  complaints  to  their 
primary  care  physicians  and  account  for  a signifi- 
cant component  of  basic  medical  practice.  To  aid 
physicians  in  caring  for  their  patients  and  to  high- 
light what  the  modern  urologist  can  do,  we  have 
prepared  this  Symposium  on  Urology  for  The 
Journal  of  the  South  Carolina  Medical  Associa- 
tion. A call  for  manuscripts  went  out  to  all  practic- 
ing urologists  in  South  Carolina  and  we  are 
gratified  at  the  response.  We  are,  therefore,  able 
to  present  review  articles  on  broad  topics  in  urol- 
ogy concerning  children  (Urinary  Tract  Infec- 
tions, Undescended  Testicle),  adults  (Manage- 
ment of  Stone  Disease),  uniquely  male 
(Impotence,  Carcinoma  of  Prostate,  Male  Infer- 
tility) and  female  diseases  (Stress  Urinary  Inconti- 
nence) and  a relatively  new  but  important  form  of 
treatment  (Clean  Intermittent  Catheterization). 

The  increased  size  of  this  Symposium  issue  was 
made  possible  by  the  generous  contributions  of 
the  following  companies  to  whom  the  guest  edi- 
torial staff  is  extremely  grateful: 


Smith  Kline  & French 

makers  of 
Ancef  — Urispas 

Hoechst-Roussel 
makers  of 
Claforan 

Eli  Lilly  & Company 

makers  of 

Ceclor  — Mandol  — Nebcin 

Schering  Corporation 

makers  of 

Garamycin  — Gyne-lotrimin 

DISTA  Products 

makers  of 
Keflex  — Cinobac 

Norwich-Eaton 

makers  of 

Macrodantin  — Furadantin 

Bristol  Laboratories 

makers  of 

Amikin  — Ultracef  — Stadol 

Bard  Urological 

makers  of 

Catheters  and  Urologicals 
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URINARY  TRACT  INFECTIONS  IN  CHILDREN 


WILLIAM  R.  TURNER,  JR.,  M.D.* 


Urinary  tract  infection  (UTI)  in  children  is  one 
of  the  more  common  problems  seen  by  the  family 
practitioner  or  pediatrician.  Kunin1  has  estimated 
that  at  any  one  time  one  percent  of  little  girls  will 
have  a UTI,  and  five  percent  will  have  one  prior  to 
leaving  high  school.  When  these  data  are  coupled 
with  the  estimates  that  13  to  20  percent  of  little 
girls  with  a history  of  infection  will  have  renal 
damage  the  first  time  they  are  evaluated  radiolog- 
ically  and  Innes  Williams’  and  others’5,  6 observa- 
tions that  new  scars  are  rarely  seen  in  little  girls 
after  age  five  to  six,  the  early  and  immediate 
severity  of  the  problem  becomes  clear.  Smellie  has 
noted  “pyelonephritic  scarring  causes  two  thirds 
of  serious  hypertension  in  the  young  and  like 
obstructive  uropathy  is  a major  cause  of  renal 
failure  in  children  and  young  adults  requiring 
dialysis  or  renal  transplant.  ”7  Pyelonephritis  may 
be  a preventable  disease  if  UTI’s  in  children  are 
recognized  and  evaluated  early.  Therefore,  it  is 
the  purpose  of  this  article  to  review  UTI,  its  diag- 
nosis and  treatment. 

DIAGNOSIS 

It  would  seem  that  the  diagnosis  of  UTI  should 
be  quite  easy;  however,  the  antithesis  is  true.  We 
all  realize  that  diagnosing  UTI’s  in  the  newborn  is 
difficult,  depending  in  many  cases  on  good  for- 
tune and  the  intuition  of  the  physician.  The  new- 
born with  urinary  infection  presents  with  symp- 
toms of  sepsis,  failure  to  thrive,  or  fever  of  un- 
known etiology.  Most  of  these  infections  are  likely 
to  be  of  hematogenous  origin.8  In  the  neonatal 
period,  more  males  than  females  have  UTI,  while 
in  the  remainder  of  life  more  females  than  males 
will  present  with  UTI’s.1  Although  the  diagnosis 
of  UTI  should  get  easier  as  the  child  gets  older, 
children  presenting  with  pyelonephritis  will  have 
specific  symptoms  in  less  than  half  the  cases.  Of 
those  children  presenting  with  pyuria,  only  about 
one  half  will  actually  have  a documented  UTI. 
Even  in  children  who  present  with  symptoms  of 
dysuria  and  frequency,  only  slightly  more  than 


° Department  of  Urology,  Medical  University  of  South  Caro- 
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50%  will  have  a culture  proven  infection.9,  10  It 
becomes  obvious  that  the  history,  simple  uri- 
nalysis and  physical  findings  do  not  offer  concrete 
information  for  the  diagnosis  of  UTI  in  a child. 
Therefore,  we  must  rely  upon  accurate  cultures  of 
the  urine. 

It  is  imperative  that  UTI  be  clearly  docu- 
mented with  cultures  so  proper  evaluation  and 
treatment  can  be  carried  out.  It  is  also  clear  that 
we  must  view  urinary  colony  counts  in  light  of 
clinical  information,  rather  than  automatically 
excluding  as  insignificant  all  cultures  less  than 
100,000  organisms.  Suprapubic  aspiration  of  the 
bladder  is  clearly  the  most  accurate  and  least 
traumatic  method  for  obtaining  urinary  speci- 
mens in  a small  infant,  especially  in  a male  where 
any  instrumentation  may  cause  urethral  stric- 
tures. In  older  girls,  careful  urethral  catheteriza- 
tion is  as  accurate  as  suprapubic  aspirations,  and 
identical  results  on  two  consecutive  clean-catch 
urine  cultures  approximates  the  accuracy  of 
catheterized  specimens.11 

The  complete  evaluation  of  UTI’s  in  children 
must  include  radiological  studies,  especially  a 
voiding  cystourethrogram  and  intravenous  pyelo- 
gram  (IVP).  Ureteral  reflux,  of  course,  is  one  of 
the  most  important  findings  we  are  searching  for. 
The  radiologist  may  be  able  to  ascertain  whether 
obstruction  to  outflow  is  present  and  may  note 
findings  suggestive  of  bladder  dysfunction.  If  the 
voiding  cystourethrogram  is  done  under  cine  or 
fluoroscopy  with  multiple  spot  films,  the  voiding 
cycle  can  be  reviewed  and  a great  deal  of  informa- 
tion can  be  obtained  as  to  bladder  functioning. 
Obviously  residual  urine  after  voiding  is  an 
important  observation.  The  IVP  provides  a tre- 
mendous amount  of  information  about  the  abdo- 
men, retroperitoneal  space  and  kidneys.  After 
injection  of  the  contrast  media,  one  can  grossly 
judge  the  size,  structure  and  function  of  the 
kidney.  For  example,  a hypertensive  patient  may 
show  a kidney  significantly  smaller  than  the  other 
kidney,  thus  suggesting  renal  hypertension.  The 
outline  of  the  kidney  is  quite  important  in  chil- 
dren and  may  also  indicate  hypoplasia  or  pyelone- 
phritic  damage.  With  the  IVP,  one  can  usually 
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rule  out  upper  tract  obstructive  lesions  such  as 
ureteropelvic  junction  obstructions. 

With  the  development  of  nuclear  medicine 
techniques,  we  have  been  given  a new  method  of 
evaluating  the  urinary  tract  and  it  has  replaced 
the  IVP  in  some  situations.  DMSA  scans  give 
excellent  information  about  the  mass  of  the 
kidney,  and  this  test  is  particularly  useful  in  those 
individuals  who  are  thought  to  have  renal  scars 
but  for  some  reason  the  kidney  cannot  be  visu- 
alized on  the  IVP.  DTPA  scans  are  essentially 
nuclear  IVP’s,  which  do  not  have  the  definition  of 
a normal  IVP,  but  are  very  useful  in  following 
individuals  with  obstructive  lesions  or  other  func- 
tional abnormalities.  In  questionably  obstructive 
lesions,  Furosemide  can  be  administered  after  the 
DTPA  renal  scan  has  been  injected  and  the  excre- 
tion time  may  indicate  the  presence  or  absence  of 
obstruction. 

Ultrasound  is  an  often  forgotten  mode  of  eval- 
uation which  is  particularly  useful  in  the  very 
small  child.  In  the  first  few  days  of  life,  renal 
concentration  of  IVP  dye  is  so  poor  that  useful 
pyelograms  cannot  be  obtained.  During  this  pe- 
riod we  have  found  ultrasound  to  be  particularly 
helpful.  Ultrasound  in  some  cases  will  tell  us 
whether  obstruction  is  present,  whether  the  blad- 
der is  totally  emptied,  or  even  whether  two  kid- 
neys are  present.  In  certain  carefully  chosen 
situations,  the  ultrasound  may  serve  as  a substitute 
for  the  IVP,  as  long  as  one  is  aware  of  its  limita- 
tions and  advantages. 

DISCUSSION 

To  fully  understand  urinary  tract  infections,  it 
is  useful  to  think  of  the  body  as  a defense  system. 
Figure  1 demonstrates  the  body’s  defense  against 
UTI  in  terms  of  four  defensive  zones.  There  is  a 
perineal  zone,  a bladder  zone,  the  ureteral  zones 
and  the  kidney  zones.  In  order  for  renal  damage  to 
occur,  all  of  these  defensive  zones  must  fail  and  it 
is  the  ultimate  goal  of  therapy  to  protect  the 
kidney. 

Perineal  Zone  — It  is  obvious  from  the  illustra- 
tion that  one  of  the  prime  factors  in  the  occur- 
rence of  UTI  is  the  location  of  the  rectum  adjacent 
to  the  vagina  and  urethra.  It  is  also  obvious  that 
most  of  the  bacteria  invading  the  urinary  tract 
must  come  from  the  rectum  and  must  gain  access 
to  the  bladder  in  order  for  UTI  to  occur.  One  of 
the  curious  facets  of  UTI’s  is  that  although  E.coli 
comprises  only  1%  of  the  fecal  flora,  it  constitutes 


at  least  85%  of  all  urinary  infections  seen  by  the 
physician.  Uncircumcised  male  children  fre- 
quently will  have  Proteus  under  their  foreskin.12 
E.coli  and  other  uropathogens  seem  to  have  some 
specific  ability  to  invade  the  urinary  tract.  How 
these  gram  negative  organisms  pass  from  the  gut 
to  the  urinary  tract  and  how  they  manage  to 
involve  successive  portions  of  the  urinary  tract  is 
one  of  the  objects  of  our  presentation. 

Stamey’s  classic  study  of  young  nurses,13  with 
and  without  a history  of  UTI’s,  gives  us  our  best 
insight  into  the  perineum’s  role  in  infection.  In 
those  nurses  who  had  UTI’s,  the  infection  was 
always  preceded  by  the  presence  of  gram  nega- 
tive organisms  on  the  perineum.  The  mere  pres- 
ence of  the  organisms  on  the  perineum  did  not 
mean  that  a UTI  would  occur  (many  times  they 
did  not),  but  before  infection  was  noted  in  bladder 
urine,  the  same  organism  was  also  present  on  the 
perineum.  In  those  patients  who  had  never  had  a 
UTI,  bacteria  did  not  adhere  to  the  perineum. 
Why  do  bacteria  stick  to  the  perineum?  Several 
studies  have  indicated  a likely  cause.  Winberg14 
has  shown  that  bacteria  have  a tremendously  in- 
creased ability  to  adhere  to  vaginal  epithelial  cells 
in  individuals  who  have  recurrent  urinary  infec- 
tions, and  Stamey15  has  noted  that  there  is  a cervi- 
cal vaginal  antibody  in  vaginal  fluid,  primarily 
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IgG  and  IgA,  which  coats  bacteria.  This  coating  is 
present  in  the  majority  of  individuals  who  do  not 
have  UTI’s  and  is  present  only  in  a small  number 
of  women  who  do.  Coating  of  bacteria  is  impor- 
tant in  UTI’s  because  it  keeps  them  from  adhering 
to  epithelial  cells  in  the  vagina  and  on  the  per- 
ineum. In  our  institution,  girls  have  higher  secre- 
tory IgA  levels  in  their  vaginal  fluids  when  there  is 
no  history  of  UTI.16  In  girls  with  previous  UTI’s, 
deficits  in  secretory  IgA  were  found  in  vaginal 
fluids  but  not  in  saliva.  This  patient  population  has 
been  followed  for  a number  of  years  and  many 
children  have  had  to  remain  on  suppressive  medi- 
cation. Secretory  IgA  in  the  vaginal  fluid  may 
have  a primary  role  in  the  defense  barrier  of  the 
perineum. 

Other  perineal  factors  may  be  related  to  bac- 
terial implantation  since  Belman17  has  indicated 
that  children  with  an  introital  pH  of  5 or  below  do 
not  develop  UTI,  which  is  compatible  with  the 
generally  accepted  view  that  E.coli  does  not  grow 
in  a pH  medium  of  less  than  5.5.  Irritation  or 
excoriation  of  the  perineum,  such  as  by  vaginitis 
or  vulvitis,  and  other  factors  that  change  the  char- 
acter of  the  perineal  mucosa,  make  UTI  more 
likely.  The  fact  that  50%  of  women  who  have 
history  of  urinary  infections  as  children  will  begin 
to  have  them  again  at  the  time  of  intercourse,18 
lends  further  credence  to  the  existence  of  a de- 
fense mechanism  that  protects  against  UTI. 

Once  the  bacteria  are  allowed  to  become  seated 
on  the  perineum  they  can  involve  the  urethra  and 
ascend  to  the  bladder,  resulting  in  urinary  infec- 
tions. The  urethra’s  short  length  presents  only  a 
small  barrier  to  the  ascent  of  bacteria.  There  is 
some  evidence  that  the  urethra  may  have  an 
antibacterial  substance  present  in  its  secretions 
but  perhaps  the  area  of  greatest  controversy  in  the 
management  of  UTI  in  little  girls  is  the  signifi- 
cance of  urethral  stenosis.  Lyon19  proposed  that 
urethral  obstruction  in  little  girls  causes  tur- 
bulence of  urine  flow,  washing  bacteria  back  into 
the  bladder  and  setting  up  UTI’s.  Much  contro- 
versy surrounds  this  supposition,  since  other  inves- 
tigators have  presented  evidence  to  suggest  that 
the  cure  rate  from  urethral  dilatation  is  the  same 
as  treating  with  antibiotics  alone.20,  21  Further, 
urethral  size  is  no  different  in  girls  with  and 
without  a history  of  UTI’s.  The  matter  is  at  pres- 
ent unresolved,  and  there  seem  to  be  no  long  term 
sequelae  from  a judicious  dilatation  of  the  ure- 
thra. However,  little  statistical  evidence  demon- 
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strates  the  effectiveness  of  repeat  urethral  dilata- 
tions in  the  treatment  of  UTI’s  in  the  female  child. 

The  presence  of  bacteria  on  the  perineum  and 
in  the  urethra  does  not  mean  that  UTI  is  inevita- 
ble. The  bladder  itself  has  several  types  of  inher- 
ent defense  mechanisms.  Frequent  voiding  wash- 
es out  the  bladder,  and  keeps  any  colonization 
low.  The  bladder  wall  has  been  shown  to  be  able  to 
destroy  bacteria  on  contact;  in  fact  Cox22  injected 
bacterial  cultures  into  the  badder  and  in  normal 
individuals  bacteria  were  cleared  within  24  to  48 
hours.  Mulholland23  has  shown  the  mucoprotein 
layer  of  the  bladder  is  exceedingly  important  to 
the  defense  mechanism. 

Urinary  tract  infection  in  very  difficult  to  erad- 
icate in  the  face  of  residual  urine  which  may  be 
forgotten  during  the  treatment  regimen  of  uri- 
nary infections.  Disturbances  of  bladder  function 
may  also  be  important,  since  neurogenic  bladders 
with  their  disturbance  of  the  neuromuscular  ac- 
tivity frequently  are  associated  with  UTI’s.  In 
children  with  meningomyelocele,  three  quarters 
of  the  time  there  is  a large  flaccid  bladder  with 
large  residual  urines  due  to  poor  emptying.  In  this 
situation  any  infection  that  occurs  may  be  almost 
impossible  to  eradicate.  Another  type  of  abnormal 
bladder  function  which  has  recently  been  recog- 
nized is  that  of  bladder-sphincter  dyssynergia  or 
dysfunctional  voiding.24  This  syndrome  comprises 
many  patterns  too  broad  to  cover  in  this  paper,  but 
these  dysfunctional  voiding  patterns  certainly  can 
lead  to  a high  incidence  of  severe  renal  damage. 
Dyssynergia  means  that  the  child  cannot  relax  the 
external  sphincter  mechanism  when  the  detrusor 
contracts;  thus  the  closed  sphincter  acts  as  a blad- 
der outlet  obstruction.  Dyssynergia  results  in  high 
bladder  pressures,  and  a high  risk  of  renal  damage 
exists.  Therefore,  these  children  must  be  evalu- 
ated promptly.  The  prime  indications  of  one  of 
these  patterns  are  diurnal  wetting  and  the  squat- 
ting maneuver,  in  which  the  child  suddenly  squats 
down  in  an  effort  to  keep  from  voiding.  These 
findings,  plus  encopresis,  constitute  a group  of 
danger  signs  of  which  every  physician  must  be 
aware.  Encopresis  may  be  of  two  sorts,  the  first 
associated  with  a large  hypotonic  “lazy  bladder” 
in  which  the  child  has  poor  evacuation  and  a colon 
full  of  feces;  the  second  type  has  a fecal  impaction 
and  encopresis  due  to  dyssynergia.  Further  infor- 
mation on  these  very  interesting  syndromes  can 
be  found  in  an  article  by  Bauer  et.  al.25  in  the 
Urologic  Clinics  of  North  America. 
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Once  infection  of  the  bladder  occurs,  its  fate 
depends  upon  whether  vesicoureteral  reflux  is 
present.  If  no  reflux  is  present,  then  simple  cystitis 
occurs  and  the  treatment  regimen  becomes  much 
simpler.  However,  57%  of  infants  with  UTI’s  and 
at  least  30%  of  other  children  with  urinary  infec- 
tions will  be  found  to  have  reflux.26  When  one 
realizes  that  renal  damage  with  reflux  is  possible 
and  damage  may  be  preventable,  then  reflux 
must  be  quickly  recognized.  Families  who  have 
one  person  with  reflux  may  have  as  high  as  a 30% 
chance  of  other  members  with  reflux,  and  it  is 
obvious  that  children  at  risk  for  reflux  may  be 
suspected  by  carefuly  examination  of  their  family 
histories.27  The  need  for  early  recognition  of  uri- 
nary tract  infections  in  childen  has  become  clear 
in  some  countries  such  as  England  where  there  are 
groups  who  are  evaluating  uninfected  children  in 
“reflux’’  families  prior  to  the  child  developing  a 
UTI.  The  incidence  of  reflux  declines  rapidly 
after  the  neo-natal  period  and  continues  to  decline 
throughout  childhood;  thus,  many  children  will 
ultimately  outgrow  their  reflux.28  Our  treatment 
regimen  is  designed  to  determine  which  children 
are  likely  to  resolve  their  reflux  and  those  who  will 
require  operative  management. 

One  of  the  singular  features  of  pyelonephritis  is 
that  only  small  areas  of  the  kidney  are  involved  in 
typical  scarring.  Hodson29  has  suggested  that  the 
reason  for  this  pattern  of  pyelonephritic  scarring 
is  due  to  intrarenal  reflux.  Ransley  and  Risdon30 
addressed  the  segmental  nature  of  pyelonephritic 
damage  by  classifying  the  type  of  renal  papillae  of 
pigs  and  humans  involved  in  intrarenal  reflux. 
They  described  a type  of  papilla  (compound) 
which  is  present  in  the  typical  areas  of  pyelone- 
phritic scarring,  and  under  normal  pressures  of 
reflux  these  papillae  will  allow  bacteria  to  gain 
access  to  the  renal  parenchyma.  The  normal,  or 
“cone  shaped,’’  papilla  does  not  allow  bacteria 
access  to  the  parenchyma  under  normal  pressure. 
Ransley  has  suggested  that  renal  scarring  in  the 
refluxing  child  with  a UTI  will  occur  earlier  in 
patients  with  compound  papillae,  likely  during 
the  first  one  or  two  infections.  Turner  and  Ransley 
31  have  noted  that  these  papillary  mechanisms 
leading  to  the  pyelonephritis  tend  to  operate  un- 
der normal  pressures  but  when  excessive  pressure 
is  applied,  such  as  in  neurogenic  bladder  or 
obstruction,  hydronephrosis  and  pressure  damage 
occur.  This  damage  is  in  addition  to  that  damage 
which  is  caused  by  the  bacterial  invasion  in  the 


parenchyma.  Ransley ’s  data  coupled  with  the  ob- 
servation that  renal  scarring  rarely  occurs  after 
five  years  of  age,32  suggest  that  indeed  Ransley ’s 
supposition  is  correct  and  renal  damage  is  an  early 
event.  We  feel  these  data  clearly  demonstrate  the 
necessity  for  early  identification  of  those  children 
who  have  UTI’s,  and  that  the  proper  radiological 
studies  must  be  carried  out  to  delineate  the  chil- 
dren who  have  reflux  and  thus  are  at  risk  for  renal 
damage.  We  also  feel  that  it  is  quite  reasonable,  in 
families  who  have  children  with  reflux  and  renal 
damage,  to  examine  the  female  siblings  for  reflux 
prior  to  the  onset  of  any  urinary  infection. 

TREATMENT 

The  treatment  of  UTI’s  in  children  is  predi- 
cated upon  several  factors  and  these  in  turn  are 
related  to  the  defense  system  demonstrated  in 
Figure  1.  It  is  clear  from  the  diagram  and  discus- 
sion that  the  critical  point  is  whether  reflux  is 
present  or  not.  If  reflux  is  present,  the  kidney  is  at 
risk,  and  a totally  different  regimen  is  used  than  if 
reflux  is  not  present.  If  reflux  is  absent,  we  can  be 
fairly  certain  that  renal  damage  will  not  occur  and 
the  management  of  the  UTI  becomes  a simple 
matter  of  treating  infections  as  they  arise.  We 
must  keep  in  mind  that  the  standard  voiding 
cystourethrogram  may  miss  as  much  as  ten  per- 
cent of  reflux  and,  therefore  in  those  cases  of 
chronic  UTI’s,  it  may  be  wise  to  repeat  this  study 
at  some  time. 

In  the  absence  of  reflux,  the  treatment  of  simple 
bacterial  cystitis  revolves  around  identification  of 
the  urinary  pathogen  and  making  certain  that  no 
abnormal  bladder  function,  foreign  body,  or 
obstruction  exists.  Once  these  factors  can  be  ruled 
out,  we  assume  that  the  child  has  a defect  in  the 
defense  system  which  allows  the  bacteria  to  in- 
vade the  urinary  system,  and  treatment  becomes  a 
matter  of  eliminating  the  infection  when  present 
and  the  child  is  symptomatic.  Asymptomatic  bac- 
teriuria  in  these  particular  children  is  of  no  signifi- 
cance. Our  treatment  of  simple  cystitis  in  a child 
consists  of  five  days’  therapy  with  appropriate 
antibiotics  as  indicated  by  culture  and  sensitivity. 
If  culture  is  not  available,  we  assume  that  E.coli  is 
the  likely  cause  of  a non-hospital  acquired  cystitis 
in  a female  child  and  will  respond  either  to  Nitro- 
furantoin or  Trimethoprim-Sulfamethoxazole. 
There  are  good  data  showing  that  many  simple 
UTI’s  respond  to  as  little  as  one  or  two  doses  of 
medication,33  and  if  infection  recurs,  a minimum 
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of  five  days  of  treatment  will  be  necessary  to 
control  it.  If  two  UTI’s  occur  within  six  months, 
statistics  show  that  an  additional  infection  will 
shortly  recur.34  Therefore,  it  may  be  helpful  to 
place  these  children  on  suppressive  medication 
for  an  extended  period  of  time,  as  long  as  six 
months.  This  suppression  would  consist  of  one 
dose  of  Nitrofurantoin  or  Trimethoprim-Sul- 
famethoxazole given  at  night.  If  a UTI  has  not 
resolved  symptomatically  after  48-72  hours  of 
appropriate  antibiotics,  we  must  suspect  some- 
thing more  than  a simple  urinary  infection,  and 
appropriate  evaluation  should  be  carried  out. 

Many  “local  factors”  affect  the  defensive  abil- 
ity of  the  urinary  tract.  For  example,  an  increase 
in  oral  fluids  will  increase  urine  flow  through  the 
system  and  decrease  the  possibility  of  infection. 
Girls  who  have  recurrent  UTI’s  must  beware  of 
nylon  panties  and  tight  blue  jeans  in  the  summer, 
and  we  suggest  dresses  and  cotton  panties  for  these 
children.  Proper  perineal  hygiene  must  be 
stressed  to  the  child,  such  as  wiping  from  front  to 
rear  after  bowel  movement,  and  in  some  children 
the  use  of  diaper  wipes  or  similar  preparations 
after  each  bowel  movement  or  voiding  has  also 
seemed  to  be  helpful.  Bubble  bath  and  situations 
which  lead  to  excoriation  of  the  perineum  must  be 
avoided. 

One  of  the  most  useful  regimens  in  the  treat- 
ment of  UTI  in  children  is  bladder  training  in 
which  the  child  is  encouraged  to  void  every  two  to 
three  hours  and  attempt  to  empty  his  or  her 
bladder  two  or  three  times  with  each  micturition. 
This  regimen  forces  the  child  to  remain  on  the 
toilet  long  enough  to  totally  empty  the  bladder 
and  may  encourage  resolution  of  dysfunctional 
voiding  habits.  In  children  with  neurogenic  blad- 
der and  residual  urine,  intermittent  catheteriza- 
tion has  been  a great  innovation.  (See  the  article 
by  J.  Rawl  in  this  symposium.  Editors)  The  par- 
ent or  child  merely  passes  a clean  catheter  two  to 
four  times  daily.  In  those  children  who  are  incon- 
tinent, anticholinergic  medication  can  improve 
retention  and  the  children  can  intermittently 
catheterize  themselves,  thus  leaving  them  dry  in- 
between. 

Treatment  of  the  child  with  reflux  or  pyelone- 
phritis is  a much  more  complex  problem.  The 
mere  presence  of  reflux  does  not  mandate  sur- 
gery; in  fact,  most  cases  respond  to  non-operative 
management.  The  urine  must  remain  sterile  as 
long  as  reflux  is  present,  and  there  is  no  conclusive 
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proof  that  sterile  reflux  damages  the  kidney.  Once 
the  diagnosis  of  reflux  is  made,  the  child  must 
remain  on  suppression,  one  dose  at  night,  until 
such  time  as  the  reflux  ceases  or  the  individual  has 
surgical  correction  of  the  reflux.  The  data  of 
Smellie  have  shown  that  in  favorable  individuals 
as  many  as  85%  of  children  with  reflux  will  stop 
refluxing  even  after  a protracted  period  of  time.35 
The  most  difficult  question  to  answer  is  whether 
we  are  justified  in  keeping  these  children  on  long- 
term medication  for  years,  waiting  on  the  reflux 
to  disappear,  when  the  operative  success  rate  is  90 
to  95%36  for  reflux  into  non-dilated  ureters.  At  the 
present  time  no  one  knows  the  answer,  and  we 
continue  to  treat  these  children  expectantly  until 
forced  into  operative  management. 

Our  indications  for  operative  management  of 
reflux  include  inability  to  keep  the  urine  sterile, 
failure  of  compliance  with  medication  or  some 
deterioration  of  the  upper  tracts.  We  also  do  not 
allow  little  girls  to  reach  the  child-bearing  years 
still  refluxing  because  of  the  dangers  of  urinary 
infection  during  pregnancy.  Re-evaluation  of 
these  children  should  be  carried  out  yearly  up 
until  age  six  and  since  the  incidence  of  scarring  is 
much  less  after  six,  then  an  examination  of  the 
kidney  and  reflux  may  be  carried  out  every  two 
years  unless  some  other  abnormality  is  present. 
We  find  scans  quite  helpful  in  following  these 
patients,  because  they  decrease  the  dose  of  radia- 
tion to  the  child.  Nuclear  cystograms  are  a good 
method  for  evaluating  reflux  with  low  radiation 
doses,  and  many  of  our  children  are  followed  in 
this  way.  Non-operative  therapy  must  be  care- 
fully applied  and  the  child  followed  very  closely. 

Any  child  who  has  had  reflux  with  renal  scar- 
ring, must  be  followed  long-term  even  if  the  re- 
flux has  ceased,  because  of  the  risk  of  reflux 
nephropathy  which  results  from  renal  scarring 
and  usually  presents  with  proteinuria  and/or  hy- 
pertension. Although  reflux  nephropathy  rarely 
occurs  before  age  seven,  any  child  with  renal 
scarring  should  be  followed  closely  because  of  the 
possibility  of  its  development.3' 

As  physicians,  we  can  change  the  basic  defects 
which  lead  to  UTI  in  only  those  cases  with  struc- 
tural abnormalities.  We  are  able  to  limit  the 
damage  caused  by  infections  when  we  limit  access 
of  bacteria  to  the  kidney.  This  we  may  accomplish 
by  two  ways,  either  by  surgically  eliminating  re- 
flux or  rendering  the  urine  sterile  with  drugs.  We 
may  alter  the  urinary  milieu  for  bacteria  by  adust- 
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ing  urinary  physical  factors  such  as  pH,  volume 
and  frequency,  or  by  protecting  the  local  perineal 
defense  barriers,  but  at  present  we  are  limited  to  a 
defensive  role  in  most  of  our  infections.  When  we 
recognize  those  patients  who  are  truly  at  risk  for 
renal  damage,  we  avoid  ill-advised  treatment  reg- 
imens. We  feel  it  is  clear  that  any  child,  male  or 
female,  who  presents  with  urinary  tract  infection 
must  have  a thorough  workup  to  separate  those 
patients  with  cystitis  from  those  with  vesico- 
ureteral reflux  and  thus  are  at  high  risk  for  recur- 
rent upper  urinary  tract  infections  and  renal 
damage.  Reflux  must  be  demonstrated  early  and, 
if  present,  dealt  with  firmly  and  persistently  until 
it  has  been  alleviated.  □ 

Due  to  limitation  of  space  the  references  are  not 
included  and  may  be  obtained  by  written  request 
to  the  author. 
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POSITIONS  AVAILABLE  IN  SEV- 
ERAL S.  C.  EMERGENCY  DE- 
PARTMENTS. 

FULL  TIME  OR  PART  TIME  FOR 
QUALIFIED  INDIVIDUALS.  VERY 
FLEXIBLE  SCHEDULING,  EX- 
CELLENT REMUNERATION:  NO 
OVERHEAD,  NO  HEADACHES. 

CALL  OR  WRITE: 

Emergency  Physicians  Group 
(803)  738-9088 
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The  great  masquerader 


Wise  clinicians  recognize  this  disease  as  the  great 
masquerader,  suspecting  this  illness  when  these 
symptoms  appear  . . . 

<$>  anxiety 

♦ chest  pains  of  vague  origin 

♦ gastric  disturbances 

♦ depression 

♦ family  or  job-related  problems 

♦ hypertension 

♦ sleep  disturbances 

Your  recognition  of  alcoholism’s  subtle  signs  may 
motivate  your  patient  to  seek  early  treatment. 


Specializing  in  the  treatment  of  alcoholism 
and  drug  dependency  conditions 
311  Jones  Mill  Road  ♦ Statesboro,  Georgia  30458  ♦ JCAH  Accredited  ♦ (912)  764-6236 


PRACTICAL  APPROACH  TO  THE  UNDESCENDED 
TESTICLE 

DANIEL  A.  SHAMES,  M.D.* 


The  problem  of  undescended  testicle  or  cryp- 
torchidism (crypt-hidden,  orchio-testes)  is  ex- 
tremely common,  occurring  in  almost  1%  of  the 
male  population.1  Historically,  there  has  been  a 
great  controversy  surrounding  the  condition’s 
etiology,  diagnosis  and  treatment.  Recent  ad- 
vances over  a broad  area  of  medical  disciplines 
have  allowed  us  to  take  a reasonably  logical  ap- 
proach to  this  difficult  problem. 

The  importance  of  the  cryptorchid  testis  lies  in 
the  fact  that  it  is  extremely  susceptible  to  malig- 
nant change  and  atrophy,  which  contributes  to 
infertility.  While  cancer  of  the  testis  is  fairly  un- 
common, malignancy  in  an  undescended  testicle 
approaches  the  incidence  of  breast  cancer  in 
women.  There  is  some  evidence  that  even  the 
“normal’  contralateral  side  is  more  prone  to  ma- 
lignant change  than  testes  in  bilaterally  normal 
men.2 

It  is  now  well-known  that  the  longer  a testis 
remains  out  of  its  normal  position,  the  more  re- 
mote will  be  its  chance  of  normal  sperm  or  even 
hormone  production.  There  is  also  evidence  that 
even  after  orchiopexy,  total  fertility  is  decreased 
in  unilateral  cryptorchidism.3 

Because  of  the  above  mentioned  studies,  there 
has  been  a great  debate  as  to  whether  the  patho- 
logical changes  in  undescended  testicle  are  sec- 
ondary to  the  position  or  the  result  of  underlying 
hormonal  imbalances.  Most  previous  clinical  stud- 
ies were  carried  out  on  men  whose  orchiopexies 
were  performed  at  age  six  or  above.  Orchiopexy, 
even  as  late  as  puberty,  was  the  accepted  ap- 
proach several  years  ago. 

New  evidence  suggests  that  irreversible 
changes  in  spermatogenesis  occur  as  early  as  two 
years  of  age  and  that  orchiopexy  at  this  age,  or 
younger,  results  in  90%  fertility.4  It  has  also  been 
recently  shown  that  the  abnormal  testis  may  in- 
duce adverse  changes  in  the  contralateral  testis 
while  orchiopexy  may  reverse  these  changes.5  In 
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addition,  although  it  was  previously  felt  or- 
chiopexy did  not  prevent  malignant  change,  there 
is  recent  evidence  that  early  orchiopexy  may,  in 
fact,  be  truly  prophylactic.6  All  this  has  led  to  the 
current  recommendation  that  unilateral  cryp- 
torchid testes  be  operated  on  at  age  eighteen 
months  to  two  years. 

The  most  common  situation  confronted  by  the 
clinician  is  unilateral  cryptorchidism,  but  other 
forms  of  testicular  maldescent  and  associated 
problems  are  encountered  and  must  be  dealt  with. 
Bilateral  cryptorchidism,  non-palpable  testes,  as- 
sociated hernia  and  torsion  of  the  spermatic  cord, 
as  well  as  the  use  of  hormonal  therapy  will  be 
discussed  below. 

The  testis  is  formed  in  the  posterior  wall  of  the 
abdomen  and,  during  the  course  of  development, 
moves  toward  the  scrotum.  From  the  third  month 
on,  the  primitive  testis  lies  just  above  the  groin.  At 
the  lower  end  of  the  testis  and  epididymis  lies  the 
gubernaculum,  a thick  inelastic  structure  that 
guides  the  testis  into  the  scrotum  as  its  lower  end 
inserts  in  the  genital  eminance. 

From  the  third  to  the  eighth  fetal  month,  the 
testis  lies  in  the  groin.  At  about  the  eighth  month, 
the  testis  begins  its  descent  which  usually  takes 
two  to  three  weeks.  The  events  that  trigger  or 
prevent  descent  are  unknown,  but  probably  in- 
clude hormonal  and  mechanical  factors.  The  testis 
brings  along  with  it  a sleeve  or  peritoneum  called 
the  processus  vaginalis.  When  descent  is  com- 
plete, this  sleeve  usually  closes.  Failure  to  fully 
descend  usually  results  in  a patent  processus  vagi- 
nalis (communicating  hernia).' 

The  incidence  of  undescended  testis  in  new- 
borns is  variable,  being  nearly  100%  in  prema- 
tures to  less  than  3%  in  full-term  infants.  By  one 
year  of  age,  the  incidence  seems  to  stabilize  at 
about  0.8%.  Unilateral  cryptorchidism  occurs 
about  four  times  more  commonly  than  bilateral. 
Superficial  inguinal  ectopia  makes  up  about 
60-70%  of  the  cryptorchid  testes,  another  20%  are 
found  in  the  inguinal  canal  with  10%  either  intra- 
abdominal or  absent.1,  8 Although  it  was  pre- 
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viously  felt  that  some  undescended  testes  would 
descend  during  puberty,  it  is  now  felt  that  these 
represented  retractile  (normal  testis  with  hyper- 
active cremasteric  reflex)  rather  than  true  undes- 
cended testes.1 

Other  developmental  problems  are  associated 
with  cryptorchidism.  Hernia  and  torsion  of  the 
spermatic  cord  are  probably  the  most  significant. 
Indirect  hernia  is  common  in  cryptorchidism.9  It 
is  now  recommended  that  if  herniorrhaphy  is 
required,  on  a child  with  undescended  testis,  then 
orchiopexy  should  be  performed  no  matter  how 
young  the  child  is.  Post-operative  adhesions  from 
the  hernia  may  tend  to  prevent  testicular  descent, 
even  though  the  testis  might  have  dropped  by 
itself. 

There  seems  to  be  a close  association  between 
torsion  and  cryptorchidism.10  This  association 
poses  an  interesting  problem.  One  should  be  care- 
ful to  examine  the  genitals  of  a child  with  abdomi- 
nal pain.  I have  personally  seen  two  cases  of  right 
sided  torsion  in  cryptorchids  confused  with  ap- 
pendicitis; one  being  operated  on. 

Prune  belly  syndrome,  imperforate  anus,  Noo- 
nan’s syndrome  and  Wilm’s  tumor  have  been 
associated  with  undescended  testis.  Because  of 
these  associations  there  has  always  been  a great 
debate  concerning  the  needs  of  doing  an  IVP  in 
cryptorchid  patients.  Current  data  indicate  that 
an  IVP  is  not  justified  on  a routine  basis  in  patients 
with  asymptomatic  cryptorchidism.11 

The  role  that  hormones  play  in  etiology  and 
treatment  of  cryptorchidism  remains  controver- 
sial and  much  has  been  written  on  this  subject.  It  is 
clear  that  in  certain  cases  of  cryptorchidism,  inter- 
ruption of  the  normal  hypothalamic-pituitary- 
testicular  axis  plays  a role.  There  is  both  clinical 
and  laboratory  evidence  for  this  hypothesis.12  Yet 
it  is  also  clear  that  other  factors,  including  me- 
chanical obstruction,  play  a part.  Therefore,  cryp- 
torchidism is  a defect  that  can  be  the  result  of  at 
least  several  etiologic  factors.  This  must  be  re- 
membered when  one  considers  the  type  of  ther- 
apy to  be  implemented  in  individual  cases. 

An  empty  scrotum  is  the  result  of  either  a true 
undescended,  retractile,  ectopic  or  absent  testis. 
The  true  undescended  testis  has  been  discussed 
above.  An  ectopic  testis  is  one  which  lies  outside 
the  path  of  normal  descent.  It  usually  goes 
through  the  external  ring  and  lies  in  the  su- 
prapubic area  or  perineum. 


A retractile  testis,  which  is  the  condition  most 
often  confused  with  undescended  testis,  is  not  a 
pathological  entity.  It  represents  a hyperactive 
cremasteric  muscle  which  “retracts’  the  testis  out 
of  the  scrotum  in  response  to  cold  and  anxiety. 

A good  history  is  important  when  presented 
with  a patient  who  has  an  empty  scrotum.  Parents 
may  notice  that  a testis  descends  during  a bath  or 
during  sleep.  The  patient  should  be  examined  in  a 
relaxed  recumbent  position,  perhaps  with  the 
knees  elevated.13 

Most  of  the  time  the  testis  can  be  palpated  at  the 
external  ring  or  inguinal  canal.  The  examination 
can  be  made  easier  by  soaping  one’s  hand  and 
running  it  along  the  inguinal  canal  toward  the 
scrotum.  The  size  of  the  testis  should  be  noted, 
along  with  its  point  of  lowest  descent  (if  it  can  be 
brought  into  the  normal  scrotal  position,  it  is  a 
“retractile  testis”).  One  should  note  if  the  rugae  on 
the  scrotum  are  poorly  developed,  a condition 
associated  with  high  undescended  testis.  Of 
course,  one  must  notice  if  the  condition  is  bilateral 
or  if  the  testes  are  non-palpable.13 

The  non-palpable  testes  present  an  interesting 
clinical  problem.  These  should  be  dealt  with  dur- 
ing the  first  two  years  of  life.  There  are  various 
newer  diagnostic  studies  now  available  to  evaluate 
the  testis,14-  15-  16  including  gonadal  venography, 
CAT  scan,  EMI  scan,  spermatic  angiography  and 
laparoscopy.  It  should  be  noted  that  ultimately 
surgery  is  generally  necessary  and  the  newer  stud- 
ies should  be  reserved  for  unusual  circumstances. 
Most  non-palpable  testes  are  found  in  the  inguinal 
canal.  Only  15%  are  intra-abdominal  and  5%  or 
less  are  found  to  be  absent.15 

In  cases  of  bilateral  non-palpable  testes,  a 
course  of  HCG  (human  chorionic  gonadotrophin) 
can  be  administered,  followed  by  measurement  of 
serum  testosterone.  If  no  testosterone  peak  is  ob- 
served, anorchia  might  be  present.15 

Once  the  best  efforts  at  diagnosis  of  the  undes- 
cended testis  are  made,  therapy  must  be  consid- 
ered. Hormonal  manipulation  remains  contro- 
versial. At  one  time  there  was  great  enthusiasm  for 
the  use  of  HCG  in  undescended  testicle,  but  at  the 
present  time  the  enthusiasm  has  waned.  There  are 
many  who  believe  that  HCG  really  only  works  on 
the  retractile  testis.8  In  addition,  the  injections  are 
painful  and  long-term  effects  of  these  hormones 
are  not  known.  HCG  does,  however,  help  in  some 
bilateral  cases.17  There  is  some  newer  evidence 
that  use  of  lutenizing-hormone  releasing  factor 
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may  play  a significant  future  role  in  therapy  of 
undescended  testicle.18 

The  treatment  of  undescended  testicle  is  main- 
ly surgical.  An  incision  is  made  over  the  groin  and 
expanded,  if  exploration  of  the  abdomen  or  retro- 
peritoneum  is  necessary.  If  the  testis  is  found  in 
the  groin,  standard  surgical  techniques  are  used  to 
place  the  testis  in  the  scrotum.  This  can  often  be 
done  as  an  out-patient.  If  the  testis  is  abdominal  or 
it  is  difficult  to  place,  more  creative  approaches 
must  be  used,  such  as  relying  on  the  artery  to  the 
vas  to  supply  the  testis18  or  the  use  of  testicular 
auto-transplantation.16  Orchiectomy  should  be 
considered  in  difficult  cases  of  unilateral  undes- 
cended testis. 

Orchiectomy  is  usually  indicated  in  cases  seen 
near  or  after  puberty,  since  the  testis  is  most  likely 
atrophied  and  the  risk  of  malignancy  is  great. 
When  confronted  with  a patient  after  50  with  this 
problem,  a conservative  approach  can  be  followed 
since  the  risk  of  surgery  exceeds  the  risk  of  death 
from  carcinoma  of  the  testis.19 


SUMMARY 

Undescended  testis  is  a common  congential 
anomaly.  Orchiopexy  should  be  performed  before 
the  age  of  two.  Hormones  are  rarely  indicated  for 
unilateral  undescended  testis  but  may  be  useful  in 
bilateral  cases.  Endocrine  and  chromosomal  prob- 
lems should  be  suspected  with  bilateral  testis, 
especially  if  associated  with  hypospadias.  An  un- 
descended testis  presenting  at  puberty  or  beyond 
should  be  removed,  except  if  the  patient  is  beyond 
age  50.  The  present  “early”  approach  to  undes- 
cended testis  should  result  in  higher  fertility  rates 
and  in  possibly  even  decreased  incidence  of  car- 
cinoma of  the  testis.  □ 

REFERENCES 

1.  Fonkalsrud,  Eric  W.  Chapter  4,  Incidence  of  Testicular 
Maldescent,  pp.  42-45  in  The  Undescended  Testis. 
Fonkalsrud,  Eric  W.,  Mengel,  W.  (eds.),  Year  Book  Medi- 
cal Publishers,  Inc.,  Chicago,  1981. 

2.  Gunby,  P.  Lifelong  follow-up  being  urged  for  patients 
with  cryptorchidism,  J.A.M.A.  244:  1651-2,  1980. 


666 


3.  Lipshultz,  L.  I.,  Caminos-Torres,  R.,  Greenspan,  C.  S., 
Snyder,  P.  ].  Testicular  Function  after  orchiopexy  for 
unilaterally  undescended  testes.  N.  Eng.  J.  Med.,  295: 
15-8,  1976. 

4.  Mengel,  W.,  Wronecki,  K.,  Zimmerman,  F.  A.  Chapter  6, 
Comparison  of  the  Morphology  of  Normal  and  Cryp- 
torchid  Testes,  pp.  57-74  in  The  Undescended  Testis. 
Fonkalsrud,  Eric  W.,  Mengel,  W.  (eds.).  Year  Book  Medi- 
cal Publishers,  Inc.,  Chicago,  1981. 

5.  Mengel,  N.,  Zimmerman,  F.  A.,  Hecker,  N.  Ch.  Chapter 
16,  Timing  of  Repair  of  Undescended  Testes,  pp.  170-183 
in  The  Undescended  Testis.  Fonkalsrud,  Eric  W.,  Men- 
gel, W.  (eds.).  Year  Book  Medical  Publishers,  Inc.,  Chi- 
cago, 1981. 

6.  Martin,  D.  C.  Germincal  cell  tumors  of  the  testes  after 
orchiopexy.  J.  Urol.  121:  422,  1979. 

7.  Scorer,  Gorden  C.,  Farrington,  Graham  H.  Chapter  44, 
Cryptorchidism,  Testicular  torsion  and  inguinal  hernia 
and  hydrocele,  pp.  1549-1565  in  Urology,  4th  ed.  Harri- 
son, H.  J.  et  al  (eds.),  W.  B.  Saunders  Co.  Phila.  1979. 

8.  Allen,  Terry  D.  Chapter  17,  Disorders  of  the  male  external 
genitalia,  pp.  636-665,  in  Clinical  Pediatric  Urology,  Kel- 
alis,  P.  P.,  King  L.  R.,  and  Belman  A.  B.  (eds.).  W.  B. 
Saunders,  Phila  1976. 

9.  Gross,  R.  E.,  Jewitt,  T.  C.,  Jr.  Surgical  Experiences  with 
1222  operations  for  undescended  testes,  J.A.M.A.,  160: 
634-1956. 

10.  Johnston,  J.  H.  The  Undescended  Testes,  Arch.  Dis.  Child. 
40:  113,  1965. 

11.  Fallon,  B.,  Welton,  M.,  Hawtrey,  C.  Congenital  Anomalies 
Associated  with  Cryptorchidism,  127:  91,  1982. 

12.  Hadzisel,  Movie  F.,  Girard,  J.  Chapter  7,  Hormonal  Influ- 
ences on  Testicular  Development  and  Descent,  pp.  75-91, 
in  The  Undescended  Testis.  Fonkalsrud,  Eric  W.,  Men- 
gel, W.  (eds.).  Year  Book  Medical  Publishers,  Inc.  Chicago, 
1981. 

13.  Fonkalsrud,  Eric  W.  Chapter  5,  Types  of  Testicular  Mal- 
descent, pp.  46-56  in  The  Undescended  Testis. 
Fonkalsrud,  Eric  W.,  Mengel,  W.  (eds.).  Year  Book  Medi- 
cal Publishers,  Inc.,  Chicago,  1981. 

14.  Weiss,  R.  M.,  Glickman,  M.  Localization  and  manage- 
ment of  non-palpable  undesdended  testes,  Surg.  Clin. 
N.  A.  60:  1253-63,  1980. 

15.  Redman,  J.  F.  Impalpable  Testes;  observation  based  on 
208  consecutive  operations  for  UDT,  J.  Urol.,  124: 
379-381,  1980. 

16.  Silver,  S.  The  intraabdominal  testes:  microvascular  auto- 
transplantation. J.  Urol.,  125:  329-33. 

17.  Attanasio  A.  et  al.  Clinical  and  hormonal  effect  of  HCG  in 
prepubertal  boys,  J Endocrinol,  63:  50,  1974. 

18.  Bercu,  B.  B.,  Donahue,  P.  J.  Chapter  9,  LH-RH  Analogues 
in  the  Undescended  Testes,  pp.  100-107,  in  The  Undes- 
cended Testis.  Fonkalsrud,  Eric  W.,  Mengel,  W.  (eds.). 
Year  Book  Medical  Publishers,  Inc.,  Chicago,  1981. 

19.  Clatworthy,  H.  N.,  et  al.  The  “Long  looped  vas”  Or- 
chiopexy for  high  undescended  testes,  Am.  Surg.,  38:  69, 
1972. 

20.  Martin,  D.  C.,  Menck,  H.  R.  The  Undescended  Testes: 
Management  After  Puberty.  J.  Urol.  114:  77,  1975. 


The  Journal  of  the  South  Carolina  Medical  Association 


THIRD  AMA  DELEGATE  AND  ALTERNATE  FOR  SCMA 


JameA  Sammons,  M.  V. , Executive,  i/Zce.  VheAZde.nt  o{^  tke.  Ame.hZc.an  l\e.dZcjiZ  AAAOcZaXLon, 
has  notified  the  SCMA  that  SCMA  membership  in  the  AMA  as  of  mid-October  (2,357) 
now  qualifies  the  association  for  a third  Delegate  and  Alternate.  The  new  Dele- 
gate and  Alternate  are  eligible  to  assume  their  positions  as  of  January,  1983. 

The  SCMA  has  been  advised,  however,  that  the  names  of  the  new  Delegate  and  Alter- 
nate may  be  submitted  following  the  SCMA 1 s Annual  Meeting  in  April,  since  they 
would  not  actually  participate  in  any  AMA  functions  until  the  June,  1983  AMA  House 
of  Delegates  meeting. 

Ele.cZZonA  f^oh  the.  new  poAZXZonA , £h eAc^ohc,  wZEZ  be,  keZd  by  the,  SCMA  Houa  e. 
VeJie.gaX.eA  duhZng  the.  AnnuaZ  Me.eXZng,  AphZZ  13-1 7,  7 9S3,  CkahZeAton,  S.  C. 

******** 

SCMA  ANNUAL  MEETING  SCIENTIFIC  SESSIONS 

The  Committee  to  Plan  State  Meetings  (J.  Gavrin  A ppZe.by,  M.  V.,  CkcuAman)  and  the 
Committee  on  Continuing  Medical  Education  (Jame^S  M.  Long,  M.V.)  have  prepared  a 
scientific  program  the  membership  won't  want  to  miss  for  the  1983  Annual  Meeting. 

The  General  Session  on  Friday,  April  15,  1983  will  address  the  topic  of  NuXhZXZon, 
and  Saturday's  (April  16,  1983)  Gen  eral  Session  will  include  state  of  the  art 
information  on  C ahdZo uoi cuZaA  and  VuZmo nahy  VZa e.a 6 eA . 

There  will  be  27  workshops  to  select  from  beginning  on  Wednesday,  April  13  2nd 
continuing  through  Saturday,  April  16.  Included  among  the  workshops  are  a SpOhX^ 
Me.dZcZne.  Vhogham  and  a phogham  on  pho^SAZonaZ  IZabZZZXy.  Specialty  interest 
topics,  such  as  Ve.veZopme.nXA  Zn  CeAe.bn.ovaAc.uZaA  VZt>e.aAe.,  EahZy  VeXe.cXZon  o^ 
Ne.uAoZogZc.  VZAe.aAeA,  and  AnaZgeAZc  He.phAopaXky  vjZZZ  be.  Q^eAe.d,  along  with  general 
interest  topics  such  as  Eoot  VhobZemA  Zn  O^Zce.  Vh.acXA.ce.,  Se.xuaZZy  ThanAmZXXe.d 
VZAe.aAeA  and  Ve.veZopZng  a WeZZneAA  Vh.ogh.am . 

Registration  forms  for  the  Annual  Meeting,  workshop  selection  and  hotel  reservations 
will  be  mailed  to  all  S.  C.  physicians  in  January.  Meantime,  mark  your  calendars: 

135TH  ANNUAL  MEETING,  SHERATON  CHARLESTON  HOTEL, 

WEDNESDAY,  APRIL  13  - SUNDAY,  APRIL  17,  1983 


******** 


DEPARTMENT  OF  MENTAL  RETARDATION  ’’RESPITE  CARE”  PROJECT 


The  SCMA  Committee  on  Mental  Health  has  endorsed  a "Respite  Cane"  Pn oject  boding 
undentaken  by  the  S.  C.  Vepantment  o{ J dental  Retandatlon  and  the  Vonk  County  den- 
tal ReZandaZxon/Vevelopmental  VlsabxlltA.es  Boand.  Physicians  throughout  the 
state  are  asked  to  assist  in  identifying  people  who  are  willing  to  provide  respite 
care  for  families  with  handicapped  members.  The  project,  funded  by  the  Develop- 
mental Disabilities  Council  of  South  Carolina,  will  identify  citizens  and  agencies 
that  can  provide  respite  care  services;  offer  individuals  training  in  providing 
respite  care  for  handicapped  persons;  and  publish  a statewide  listing  of  persons 
and  agencies  willing  to  provide  respite  care.  The  project  will  work  with  as  many 
community  groups  and  state  agencies  as  possible.  Target  groups  include  volunteers 
who  are  willing  to  be  trained  to  give  families  a break,  and  other  people  who  are 
interested  in  offering  their  services  for  pay. 

If  you  one  Intenested  tn  the.  pn.oje.ct  pensonally , on  have.  patients  who  may  be.  willing 
to  pantlclpate,  contact : RESPITE  CARE  PROJECT,  SCVdR,  P.  0 . Box  4706,  Columbia, 

S.  C.  29240 . 


PATIENT  MEDICATION  INSTRUCTION  PROGRAM 

0{ ) late  Octoben,  the.  AMA  had  pnocessed  9,520  ondens  fon  Patient  dedication  In- 
sinuation pads  fon  a total  numben  ondened  o\ \ 176,000.  The  PM  I program,  sponsored 
by  the  AMA  Education  and  Research  Foundation,  offers  physicians  sheets  of  pres- 
cription drug  information  to  supplement  oral  instructions  to  patients. 

Rlchand  Schwelken,  Secnetany  o f the  Health  and  Human  Senvlces  Vepantment,  pointed 
out  necently  that  pnlvate  section  Initiatives  have  nemoved  the  need  f on  patient 
package  Insent  negulatlons , and  cited  the  AMAF4  PM  I pnognam  as  one  of)  these  Ini- 
tiatives . 

The  AMA's  PM  I sheets,  now  available  for  20  drugs  or  drug  classes,  are  bound  in  pads 
of  100  and  are  distributed  at  a nominal  charge  for  postage  and  handling.  The 
minimum  order  is  10  pads  for  $5.00,  prepaid  to;  AMA,  P.  0.  Box  52,  Rolling  M en- 
dows, Illinois  6000S. 


CAPSULES 


...  Chanles  Cnews,  M.  V.,  has  been  appointed  to  represent  SCMA  on  the  newly-created 
Governor's  Jail  Commission  which  will  investigate  means  of  assisting  local  detention 
facilities  in  achieving  compliance  with  South  Carolina  standards  for  jail  opera- 
tions  Jack  Ratliff,  M.  V.,  and  dn.  Blake  Williams  of  the  SCMA  staff,  will 

represent  the  Association  on  the  Board  of  Directors  of  the  Data  Communications 
Cente r . . . . Honora ry  membership  status  has  been  awarded  to  Bothwell  Gnaham,  M.  V .. . . 


SEASON’S  GREETINGS 

The  leadership  and  staff  of  the  SCMA  extend  to  the  membership  their 
very  best  wishes  for  a Happy  Holiday  Season  and  a peaceful  and  pros- 
perous New  Year  in  1983! 


STRESS  URINARY  INCONTINENCE:  CURRENT 
CONCEPTS  OF  DIAGNOSIS  AND  TREATMENT 

JOEL  M.  KAUFMAN,  M.D.* 


Stress  urinary  incontinence  (SUI),  defined  as 
the  involuntary  loss  of  urine  through  an  intact 
urethra  due  to  a sudden  rise  in  intra-abdominal 
pressure  in  the  absence  of  a bladder  (detrusor) 
contraction,  is  the  most  common  cause  of  female 
urinary  leakage.1,  2 While  minor  SUI  is  seen  in 
approximately  50%  of  women,  the  degree  of  leak- 
age and  the  patient’s  individual  lifestyle  influence 
the  importance  of  the  incontinence  to  that 
woman.  Upright  position,  obesity,  multiparity, 
physical  stress  and  chronic  pulmonary  conditions 
aggravate  the  incontinence.  Older  approaches  of 
ignoring  the  leakage  as  being  a “normal’’  fact  of 
life  for  women  or  doing  a vaginal  repair  and 
hysterectomy  as  the  initial  treatment  for  all  pa- 
tients have  been  modified  as  excellent  diagnostic 
techniques  to  evaluate  bladder  and  urethral  anat- 
omy and  function  have  developed.  Further,  oper- 
ative techniques  have  been  advanced  so  that 
90-95%  of  patients  can  now  be  cured  with  the  first 
operation.  This  review  will  discuss  the  etiology 
and  evaluation  of  patients  with  SUI  and  various 
operative  and  nonoperative  methods  of  treat- 
ment, focusing  on  three  basic  questions:  (1)  Does 
the  patient  have  SUI?  (2)  Is  the  bladder  otherwise 
normal  or  stable?  (3)  What  is  the  best  treatment 
for  the  given  woman  with  SUI? 

ETIOLOGY 

In  the  normal  woman,  the  bladder  and  proxi- 
mal urethra  are  well-supported  by  vaginal  tissues 
and  do  not  descend  below  the  pubic  symphysis 
with  straining.3  The  bladder  is  primarily  under 
control  of  the  parasympathetic  nervous  system 
(S2-4),  and  the  smooth  musculature  of  the  bladder 
neck  and  urethra,  under  sympathetic  control 
(T10-L2)  keeps  the  internal  sphincter  closed.  The 
striated  external  sphincter  (S2-4)  is  often  lacking 
in  women,  and  continence  is,  therefore,  primarily 
a function  of  the  internal  sphincter  which  is 
strain-resistant.  During  coughing  or  other  strain- 
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ing,  increases  in  abdominal  pressure  are  transmit- 
ted to  the  bladder  and  also  to  the  proximal  urethra 
which  if  normally  supported  remains  an  intra- 
abdominal structure.  Therefore,  urethral  pressure 
remains  higher  than  bladder  pressure  despite  con- 
siderable increases  in  abdominal  pressure.  In  pa- 
tients with  SUI  the  poorly  supported  bladder  neck 
and  proximal  urethra  drop  during  abdominal 
straining,  do  not  increase  their  pressures  at  this 
time  and  bladder  pressure  temporarily  exceeds 
urethral  with  resulting  leakage.4'6  Table  I summa- 
rizes these  important  pressure  relationships. 


Table  I 

ETIOLOGY  OF  STRESS  INCONTINENCE 


Normal 

Rest 

Urethra  > Bladder 


Strain 

Urethra  > Bladder 


SUI 


Rest 

Urethra  > Bladder 


Strain 

Bladder  > Urethra 


Various  theories  of  SUI  include  loss  of  the 
urethrovesical  angle  and  the  mechanical  advan- 
tage of  the  urethra  over  the  bladder;  decreased 
urethral  length  or  pressure;  dropping  of  the 
urethrovesical  angle  to  a dependent  position  with 
inability  to  resist  the  hydraulic  effects  of  the  intra- 
vesical fluid  column;  lowered  position  of  the  base- 
plate resulting  in  partially  opened  internal  sphinc- 
ter; loss  of  intra-abdominal  position  of  the  urethra; 
and  primary  weakness  of  the  internal  sphincter 
mechanism.  All  of  these  explanations  have  the 
same  result,  namely  higher  bladder  than  urethral 
pressure  during  straining  with  loss  of  urine.  Treat- 
ment is  successful  when  it  restores  the  normal 
pressure  relationships  of  the  bladder  and  urethra. 

EVALUATION  OF  PATIENT  WITH  SUI 

The  diagnosis  of  SUI  can  usually  be  made  from 
a careful  history  and  physical  examination.  Many 
women  give  a clear  history  of  loss  of  urine  with 
coughing,  laughing,  sneezing,  and  physical  exer- 
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tion.  However,  the  history  may  be  clouded  by 
symptoms  of  urgency,  urge  incontinence,  fre- 
quency, nocturia,  feeling  of  constant  wetness  and 
urinary  infection.  In  our  review,  the  irritative 
symptoms  of  urgency,  frequency,  nocturia  and 
urge  incontinence  were  present  in  67%  of  the 
patients  with  SUI,  so  that  only  one-third  had  SUI 
as  the  only  complaint.6  However,  most  patients, 
when  carefully  questioned,  can  distinguish  stress 
from  urge  incontinence  although  they  have  both. 
Nocturnal  incontinence  and  the  feeling  of  always 
being  wet  were  present  in  8%  and  12%  of  patients 
respectively.  Patients  should  also  be  questioned 
about  medications  which  may  influence  bladder 
and  urethral  function  by  their  anticholinergic  or 
adrenergic  blocking  actions.  A history  of  urinary 
infections  was  present  in  31%  but  rarely  was  an 
acute  infection  the  cause  of  SUI. 

Patients  with  SUI  have  a broad  range  of  ages, 
weights,  parity,  previous  operations  and  associ- 
ated medical  conditions.  Our  study  showed  the 
mean  age  to  be  44  years  but  patients  were  seen 
from  20-69  years.  Parity  averaged  3.0  but  many 
had  0-2  children  and  only  13%  had  more  than 
four.  Previous  pelvic  or  vaginal  operation  had 
been  done  on  55%,  mostly  hysterectomies  and/or 
vaginal  repairs.  Chronic  lung  disease  or  asthma 
was  present  in  20%  and  obesity  in  42%. 

Physical  examination  is  usually  helpful  and 
showed  moderate  and  large  cystourethroceles  in 
67%  and  loss  of  urine  with  cough  in  59%.  This 
examination  performed  in  the  supine  position 
with  an  empty  bladder  may  underestimate  the 
extent  of  loss  of  bladder  neck  support,  and  it  is 
common  to  see  a much  more  impressive  cystocele 
on  an  upright  cystogram.  However,  loss  of  urine 
with  straining,  corrected  by  bladder  neck  eleva- 
tion (Marshall  test)  confirms  the  diagnosis  of  SUI 
and  suggests  that  appropriate  surgery  will  solve 
the  problem. 

ANATOMIC  EVALUATION  OF  SUI 

The  degree  of  loss  of  vaginal  support  to  the 
bladder  neck  and  urethra  influences  the  operative 
approach  and  can  be  determined  by  vaginal  ex- 
amination which  often  underestimates  pelvic  de- 
scent or  radiographic  examination  by  cystog- 
raphy. During  the  cystogram  done  in  the  upright 
position,  with  full  bladder  and  abdominal  strain- 
ing, the  extent  of  cystocele  can  be  measured  but 
the  urethra  and  bladder  neck  must  be  outlined  to 
see  if  they  are  involved  in  the  loss  of  support.  A 
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bead  chain  or  catheter  which  is  radio-opaque  or 
filled  with  contrast  can  satisfactorily  outline  the 
urethra. 

Metallic  bead-chain  cystography  was  first  de- 
scribed in  1953  by  Hodgkinson.7  Bailey8  and 
Green9  categorized  the  posterior  urethrovesical 
(PUV)  angle  and  angle  of  inclination  of  the 
urethral  axis,_which  normally  are  90-100°  and 
0-30°,  respectively.  In  women  with  SUI,  two  clas- 
sifications developed:  Type  I — loss  (increase)  of 
PUV  angle  only  and  Type  II  — loss  of  both  angles 
(Figure  1).  These  classifications  seem  important 
since  anterior  vaginal  repair  (AVR)  corrects  90% 
of  women  with  Type  I but  only  50%  of  Type  II, 
while  the  Marshall-Marchetti-Krantz  (MMK)  pro- 
cedure cures  90-95%  of  Type  II  incontinence. 
Green  has  shown  that  correction  of  these  angles 
follows  successful  operations  but  abnormal  angles 
persist  after  unsuccessful  surgery.9  Tanagho  has 
reported  that  in  the  erect  position,  the  urethroves- 
ical junction  normally  descends  only  0.5-1. 5 cm. 
with  straining.3  McGuire,  et  al.  have  shown  that  in 
Type  I SUI,  the  urethrovesical  junction  descends 
2-3  cm.  with  straining,  whereas  the  descent  is 
more  than  3 cm.  in  Type  II.5  Furthermore, 
postoperative  bead  chain  cystograms  show  a max- 
imum re-elevation  of  this  junction  of  4 cm.  follow- 
ing successful  AVR.2  Therefore,  it  appears  that 
AVR  will  not  reliably  correct  SUI  when  there  is 
more  than  3 cm.  descent  of  the  urethrovesical 
junction  as  seen  in  Type  II  incontinence.  When 
urodynamic  studies  are  done  with  contrast  mate- 
rial and  fluoroscopy,  these  anatomic  details  can  be 
determined  at  the  same  time  as  bladder  and 
urethral  pressure  measurements.5  However,  this 
approach  is  not  accessible  to  most  physicians  and 
separate  bead  chain  cystography  — available  in 
most  radiologic  facilities  — and  urodynamic  stud- 
ies will  give  comparable  information.10  Cysto- 
scopy has  been  used  by  urologists  to  estimate 
degree  of  loss  of  support.  In  our  experience,  cysto- 
scopy was  either  normal  or  showed  only  chronic 
inflammation  and  the  degree  of  bladder  and 
urethral  descent  on  straining  was  difficult  to 
quantitate.10  Further,  cystoscopy,  performed 
supine,  is  not  representative  of  loss  of  support  in 
the  more  important  upright  position.  Preopera- 
tive intravenous  pyelography  also  has  been  dis- 
tinctly unrevealing.6 

URODYNAMIC  EVALUATION 

Several  reports  have  emphasized  that  many 
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FIGURE  1 — Bead  Chain  Cystography.  Anterior-posterior  and  lateral  projections  during  straining.  In  the  normal  woman,  the 
urethrovesical  junction  descends  less  than  1 cm.  during  straining  and  there  is  normal  posterior  urethrovesical  (PUV)  angle 
(90-100°)  and  angle  of  inclination  of  the  urethral  axis  (0-30°). 

a.  Type  I SUI.  Less  than  3 cm.  descent.  PUV  angle  abnormal  (125°),  but  normal  urethral  axis  (25°). 

b.  Type  II  SUL  More  than  3 cm.  descent.  Both  PUV  angle  (170°)  and  urethral  axis  (67°)  are  abnormal. 


women  with  SUI  have  unstable  (uninhibited) 
bladders,  especially  if  they  have  failed  previous 
surgery  or  have  irritative  voiding  symptoms.5'  n- 12 
In  different  series  from  major  urodvnamic  refer- 
ral centers,  unstable  bladders  have  been  identified 
in  22-40%  of  all  women  with  SUI,  in  45-73%  of 
those  failing  previous  operations  and  in  more  than 
80%  of  women  with  irritative  symptoms  accom- 
panying SUI.  Incontinence  with  running  water, 
urgency,  leakage  without  stress  and  failure  of 
multiple  operations  will  often  indicate  unstable 
bladder  function.  Other  authors  have  reported 
considerably  lower  incidences  of  unstable  bladder 
and  it  was  less  than  10%  in  our  series.6  If  SUI  is  the 
only  symptom,  rarely  will  urodynamic  evaluation 
reveal  an  unstable  bladder  and  such  study  can  be 
eliminated.6'  12  McGuire  et  al.  found  uninhibited 
bladder  contractions  in  22%  of  women  with  SUI 
referred  to  their  urodynamic  laboratory,  and  sug- 
gested that  the  SUI  was  the  cause  of  the  bladder 
instability  since  89%  were  cured  by  surgery 
alone.5  Bates  et  al.  have  considered  detrusor  in- 
stability to  be  a major  cause  of  failure  of  surgical 
repair  for  SUI.11  In  our  series,  irritative  symptoms 
usually  disappeared  following  surgery,6  confirm- 
ing the  concept  of  McGuire  et  al.  that  the  SUI  can 
induce  bladder  contractions  by  the  bolus  of  urine 
distending  the  proximal  urethra.5  Nevertheless, 
preoperative  assessment  of  bladder  function  by 
cystometrography  seems  advisable  in  those  with 
irritative  symptoms  or  who  have  failed  previous 
surgical  correction. 

Despite  finding  many  examples  of  large  cysto- 
urethroceles,  post-voiding  residual  urine  volumes 
are  rarely  elevated.  In  our  review  of  86  women 
with  SUI,  83%  had  less  than  25  ml.,  and  only  2% 


carried  100-150  ml.  Sphincter  electromyography 
was  also  generally  normal  with  only  8%  demon- 
strating mild  to  moderate  diminution  of  electrical 
activity.6 

Assessment  of  urethral  function  has  been  more 
difficult  and  controversial.  Lapides  and  associates 
in  1960  called  attention  to  urethral  length,  and 
reported  urethral  shortening  in  the  upright  posi- 
tion to  be  the  most  reliable  sign  in  women  with 
SUI.13  Further,  successful  surgery  resulted  in  sig- 
nificant urethral  lengthening.  The  development 
of  the  urethral  pressure  profile  (UPP)  by  Brown 
and  Wickham14  demonstrated  that  only  the 
urethra  above  the  external  sphincter  is  important 
in  continence.  Their  technique  of  perfusion  of  the 
urethra  through  a catheter  allowed  assessment  of 
urethral  pressures  along  this  functioning  length  of 
urethra.  While  several  reports  of  women  with  SUI 
have  found  evidence  of  short  functional  urethral 
length  or  low  urethral  pressure,15  others  have 
found  that  abnormalities  in  urethral  length  and 
pressure  are  not  found  consistently  in  SUI.5  Our 
studies  over  the  last  six  years  have  demonstrated 
statistically  significant  but  numerically  small  de- 
creases in  functional  urethral  length  and  max- 
imum urethral  pressure  with  considerable  overlap 
with  control  patients.6  Functional  urethral  length 
averaged  2.10  ± 0.05  cm.  (mean  ± S.E.)  in 
women  with  SUI  compared  to  2.34  ± 0.10  in 
control  women  (p  < 0.05).  Similarly,  maximum 
urethral  pressure  was  lower  in  those  with  SUI 
(35.9  ± 1.2  mm  Hg)  than  controls  (46.4  ± 2.5 
mm  Hg)  (p  < 0.001).  However,  in  patients  cured 
of  SUI  by  operations,  functional  urethral  length 
(2.18  ± 0.14  cm.)  and  maximal  urethral  pressure 
(35.5  ± 2.4  mm  Hg)  do  not  differ  from  those  with 
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SUI,  and  pre-  and  postoperative  UPP  rarely  are 
different.  The  only  urethral  abnormality  consis- 
tently demonstrated  in  patients  with  SUI  is  poor 
transmission  of  intra-abdominal  pressure  to  the 
urethra  during  cough,  and  this  is  usually  reversed 
following  successful  surgery.  (Figure  2)  Evalua- 
tion of  UPP  also  allows  identification  of  women 
with  very  abnormal  urethral  lengths  and  pressures 
which  McGuire  and  associates  have  classified  as 
Type  III  SUI.16  Patients  who  have  failed  one  or 
more  retropubic  procedures  for  SUI  are  also 
placed  in  this  category.  In  another  report  from 
their  group,  37%  had  maximal  urethral  pressures 
less  than  20  cm.  H20  and  33%  had  functional 
urethral  lengths  less  than  1 cm.5  Our  urodynamic 
evaluation  disclosed  10%  of  patients  to  have  this 
degree  of  impairment  in  urethral  sphincter 
function.6 

NONOPERATIVE  MANAGEMENT  OF  SUI 

Since  SUI  represents  a condition  of  incompe- 
tence of  the  internal  sphincter  during  straining 
and  this  region  is  primarily  under  control  of  the 
alpha-adrenergic  sympathetic  nervous  system,  it 
is  reasonable  to  administer  alpha-adrenergic  stim- 


ulators to  improve  SUI.  Diokno  and  Taub  admin- 
istered oral  ephedrine  sulfate  25  mg.  four  times 
per  day  to  38  patients  with  various  types  of  incon- 
tinence, including  11  with  SUI.17  Twenty-seven 
demonstrated  good  to  excellent  responses  with 
improved  UPP.  However,  they  felt  this  approach 
was  of  limited  value  in  severe  SUI.  Stewart  and 
associates  used  Ornade  as  a sustained  release  form 
of  the  sympathomimetic  agent  phenylproprano- 
lamine  to  treat  77  women  with  mild  to  moderate 
SUI  and  achieved  59%  “significant  improve- 
ment,” 8%  “fair”  control  and  33%  failures.18  Ad- 
ditional studies  by  this  group  showed  greater  than 
20%  improvement  in  maximal  urethral  pressure 
in  11  of  12  women  with  SUI.19  Therefore,  a trial  of 
Ornade  or  other  alpha-adrenergic  drugs  seems 
reasonable  in  patients  with  mild  to  moderate  SUI, 
especially  if  surgery  is  not  desirable.  However, 
long  term  administration  of  drugs  may  be  less 
desirable  than  surgery  which  carries  considerably 
higher  cure  rates. 

Other  nonoperative  treatment,  such  as  Im- 
ipramine,  anticholinergics  (Oxybutynin,  Pro- 
pantheline), antispasmodics  and  urethral  dilata- 
tion are  usually  unsuccessful.10 


FIGURE  2 — Effect  of  cough  on  bladder  and  urethral 
pressures.  Normally,  urethral  pressure  exceeds  bladder  pres- 
sure at  rest  and  during  cough. 

a.  In  patients  with  SUI,  urethral  pressure  (bottom  tracing)  is 
greater  than  bladder  pressure  (top  tracing)  even  during 
vigorous  coughing. 

b.  In  patients  with  SUI,  urethral  pressure  (bottom  tracing) 
exceeds  bladder  pressure  (top  tracing)  except  during  cou- 
ghing, when  bladder  pressure  is  higher,  resulting  in 
leakage  of  urine.  Note  normal  urethral  pressure  profile 
(UPP). 
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SURGICAL  TREATMENT  OF  SUI 

Based  on  cystography  and  urodynamic  study, 
three  categories  of  SUI  have  been  defined  (Table 
II)  for  which  four  types  of  operations  are  avail- 
able: anterior  vaginal  repair  (AVR);  retropubic 
urethropexy  of  which  the  Marshall-Marchetti- 
Krantz  (MMK)  procedure  is  most  widely  used;20 
endoscopic  approaches;21,  22  and  sling  pro- 
cedures.23, 24  Approximately  10-20%  of  patients 
with  SUI  have  Type  I anatomy  which  has  tradi- 
tionally been  treated  by  AVR  usually  in  combina- 
tion with  vaginal  hysterectomy  with  about  90% 
long-term  cure  rates.1,  2>  10,  16  For  example, 
McGuire  et  al.  reported  continence  rates  of  86% 
following  AVR  in  53  patients  with  Type  I SUI.16 
However,  all  16  women  treated  by  MMK  were 
dry  and  others  have  also  suggested  higher  success 
with  primary  retropubic  approaches  for  Type  I.25 
While  MMK  procedures  probably  do  carry  higher 
cure  rates  for  Type  I,  high  success  rates  can  also  be 
expected  for  AVR  with  probably  less  morbidity. 
Coexisting  pelvic  floor  weakness  such  as  cystocele, 
rectocele  or  genital  prolapse  may  require  vaginal 
repair.  One  advantage  of  MMK  in  some  patients  is 
that  hysterectomy  can  probably  be  avoided. 

Table  II 

CLASSIFICATION  OF  SUI 

TYPE  I:  Abnormal  PUV  Angle 

Normal  Urethral  Angle  of  Inclination 
Small  Cystocele 

Bladder  Neck  Descent  < 3 cm. 

Normal  or  Mildly  Abnormal  UPP 

TYPE  II:  Abnormal  PUV  Angle 

Abnormal  Urethral  Angle  of  Inclination 

Major  Cystocele 

Bladder  Neck  Descent  > 3 cm. 

Normal  or  Mildly  Abnormal  UPP 
Failed  Anterior  Vaginal  Repair 

TYPE  IIP  Failed  Previous  Suprapubic  Correction 

or 

Severely  Abnormal  UPP 


Type  II  SUI  is  seen  in  70-80%  of  women  with 
SUI  and  is  usually  best  treated  by  retropubic 
procedures  which  suspend  the  periurethral  vagi- 
nal tissue  to  the  pubis  or  Cooper’s  ligament.  Cure 
rates  of  97-98%  have  recently  been  reported  with 
low  morbidity. 10, 16  The  major  complication  of  this 
surgery  is  postoperative  urinary  retention  in 


30-35%  which  can  be  managed  easily  by  intermit- 
tent self-catheterization.10  Patients  who  have  ma- 
jor loss  of  support  on  physical  examination  and 
cystography  should  have  this  approach  as  their 
initial  procedure  as  AVR  carries  50%  failure  rates 
for  Type  II.  The  use  of  AVR  as  a primary  repair 
for  all  women  with  SUI  is  not  warranted  since  only 
10-20%  have  anatomic  abnormalities  correctable 
by  this  operation.  Further,  there  is  no  role  for 
repeating  AVR  if  it  has  already  failed. 

Type  III  SUI  is  seen  in  approximately  10%  of 
patients.15,  16  These  are  difficult  women  to  treat, 
and  many  will  have  had  repeated  operative 
failures.  While  loss  of  urethral  smooth  muscle 
function  is  occasionally  seen  after  AVR,  75%  of 
patients  who  fail  MMK  procedures  are  in  this 
category.26  Therefore,  once  a retropubic  ap- 
proach has  failed,  subsequent  similar  approaches 
are  more  likely  to  fail  again  and  they  may  be  quite 
difficult  to  perform.  McGuire  and  associates  and 
we  have  utilized  fascial  sling  procedures  for  Type 
III  patients  with  approximately  95%  continence 
rates.23,  24  While  the  operation  is  often  lengthy, 
postoperative  recovery  slow  and  prolonged  and 
temporary  urinary  retention  common,  the  very 
high  success  rates  justify  this  approach. 

Recently,  several  authors  have  reported  excel- 
lent results  with  endoscopic  suspension  of  the 
bladder  neck  and  urethra  as  proposed  by  Stamey 
in  1973. 21, 22  In  this  procedure,  a vaginal  incision  is 
made  over  the  bladder  neck  and  proximal  urethra 
and  lateral  vaginal  fascia  is  suspended  to  the  ante- 
rior rectus  sheath  by  a double-armed  heavy  mono- 
filament nylon  suture  using  the  cystoscope  to 
ensure  accurate  placement  of  the  urethrovesical 
junction  without  penetration  of  the  bladder.  A 
small  suprapubic  incision  is  made  to  tie  the  sutures 
above  the  rectus  fascia.  Results  comparable  to 
those  with  MMK  procedures  have  been  reported. 
This  operation  allows  simultaneous  correction  of 
other  vaginal  pathology. 

Utilizing  the  anatomic  and  urodynamic  evalua- 
tion suggested  earlier  in  this  review  and  the  surgi- 
cal approaches  outlined  above,  cure  rates  with  a 
single  operation  in  large  populations  of  women 
with  SUI  have  been  shown  to  exceed  95%. 10,  16 
Therefore,  there  should  be  no  reason  to  repeat  the 
mistake  of  the  past  by  doing  a vaginal  repair  ± 
hysterectomy  as  the  initial  treatment  for  all 
women  with  SUI.  □ 
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•Many  authorities  attribute  acute  infectious  exacerbation  of 
chronic  bronchitis  to  either  S.  pneumoniae  or  H . influenzae 8 
Note  Ceclor  is  contraindicated  in  patients  with  Known  allergy  to 
the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients. 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever.  See  prescribing  information. 
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Brief  Summary. 

Consult  the  package  literature  lor  prescribing  Information. 


Indications  and  Usage:  Ceclor*  (cefaclor,  Lilly)  is  indicated  in 
the  treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms: 

Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae), 
Haemophilus  influenzae,  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 


Contraindication:  Ceclor  is  contraindicated  in  patients  with 
known  allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS. 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS,  INCLUDING  ANAPHYLAXIS.  TO  BOTH  DRUG  CLASSES 
Antibiotics,  including  Ceclor,  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs. 


Precautions:  If  an  allergic  reaction  to  cefaclor  occurs,  the  drug 
should  be  discontinued,  and,  if  necessary,  the  patient  should  be 
treated  with  appropriate  agents,  eg,  pressor  amines,  antihistamines, 
or  corticosteroids. 

Prolonged  use  of  cefaclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential.  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken. 

Positive  direct  Coombs  tests  have  been  reported  during 
treatment  with  the  cephalosporin  antibiotics  In  hematologic 
studies  or  in  transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the  minor  side  or  in  Coomb 
testing  of  newborns  whose  mothers  have  received  cephalosporin 
antibiotics  before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  a condition,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  ot  Cector,  a false-positive  reaction 
tor  glucose  in  the  urine  may  occur.  This  has  been  observed  with 
Benedict's  and  Fehling's  solutions  and  also  with  Clinitest* 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip, 
USP,  Lilly). 

Usage  in  Pregnancy- Although  no  teratogenic  or  antifertility 
effects  were  seen  in  reproduction  studies  in  mice  and  rats  receiving 
up  to  12  times  the  maximum  human  dose  or  in  ferrets  given  three 
times  the  maximum  human  dose,  the  safety  of  this  drug  for  use  in 
human  pregnancy  has  not  been  established.  The  benefits  of  the 
drug  in  pregnant  women  should  be  weighed  against  a possible 
risk  to  the  fetus 

Usage  in  Infancy  -Safety  of  this  product  for  use  in  infants 
less  than  one  month  ol  age  has  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to 
cefaclor  therapy  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2.5  percent  ol 
patients  and  include  diarrhea  (1  in  70)  and  nausea  and  vomiting 
(1  in  90). 

As  with  other  broad-spectrum  antibiotics,  colitis,  including  rare 
instances  of  pseudomembranous  colitis,  has  been  reported  in 
conjunction  with  therapy  with  Ceclor. 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1-6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


cerac  or 


Pulvules®,  250  and  500  mg 


percent  of  patients  and  include  morbilliform  eruptions  (1  in  100). 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients.  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and,  frequently,  fever)  have  been  reported. 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor*  (cefaclor).  Such  reactions  have  been  reported  more 
frequently  in  children  than  In  adults.  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside  within  a 
few  days  after  cessation  of  therapy.  No  serious  sequelae  have 
been  reported  Antihistamines  and  corticosteroids  appear  to 
enhance  resolution  of  the  syndrome. 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy. 

Other  effects  considered  related  to  therapy  included  eosinophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 1n 
100  patients). 

Causal  Relationship  Uncertain- Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician. 

Hepatic- Slight  elevations  in  SGOT,  SGPT,  or  alkaline 
phosphatase  values  (1  In  40). 

Hematopoietic -Vansieni  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  Infants  and  young 
children  (1  in  40). 

Renal- Slight  elevations  In  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200).  [10028IR] 
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UROLITHIASIS:  EVALUATION 
AND  MANAGEMENT 


KENNETH  E.  KRZYZANIAK,  M.D.* 

Stone  disease  of  the  urinary  tract  is  a major 
health  problem  in  the  United  States,  particularly 
in  the  Carolinas  which  have  the  highest  annual 
incidence  of  urinary  stone  disease.  (26.8  per 
10,000  hospital  admissions  compared  with  a na- 
tional incidence  of  16.4  per  10,000.  j1  Approx- 
imately 12%  of  the  population  will  have  urinary 
stone  disease  at  some  time  during  their  lives,  and 
therefore  it  is  imperative  that  physicians  who  care 
for  these  patients  understand  the  etiology,  classifi- 
cation and  management  of  calculous  disease.  It  is 
no  longer  acceptable  to  limit  therapeutic  efforts  to 
symptomatic  calculi,  without  the  benefit  of  a met- 
abolic evaluation  or  prophylactic  measures  to  pre- 
vent recurrences. 

The  annual  patient  cost  for  urolithiasis  in  the 
United  States  is  approximately  47.3  million  dol- 
lars,2 and,  therefore,  by  controlling  this  disease, 
we  can  make  a significant  impact  on  the  economy 
of  the  Southeastern  states. 

EPIDEMIOLOGY 

No  common  denominator  has  been  identified 
as  the  single  cause  of  stone  formation,  but  certain 
epidemiologic  factors  may  interact  in  any  indi- 
vidual. Some  of  the  intrinsic  factors  include  sex, 
age,  and  heredity.  Men  are  affected  four  times 
more  often  by  uninfected  stone  disease  than 
women,  but  if  all  forms  of  urolithiasis  are  consid- 
ered, the  frequency  is  about  the  same  in  both 
sexes.3, 4 The  peak  incidence  is  between  the  ages  of 
20  to  40.5  6 Some  families  of  stones  formers  have 
an  incidence  of  stone  disease  ten  times  higher  than 
the  general  population.7,  8 

In  conjunction  with  intrinsic  factors,  extrinsic 
or  environmental  factors,  such  as  affluence,3,  9>  10 
protein  and  fluid  intake,  climate  and  temperature 
can  allow  stone  formation.  Occupation  also  influ- 
ences the  likelihood  of  forming  stones.  For  in- 
stance, on  ship,  overheated  boiler-room  workers 
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form  more  stones  than  deck  workers.5  Dietary 
intake  influences  many  types  of  stones,  and  the 
ingestion  of  constituents  such  as  minerals,  oxylate, 
vitamins,  protein  and  lactose  can  impact  on  urine 
composition. 

PATHOPHYSIOLOGY 

In  addition  to  the  aforementioned  risk  factors, 
urolithiasis  may  result  from  abnormal  urine  bio- 
chemistry. Urinary  calculogenesis  is  a result  of 
complex  and  interrelated  phenomena  and  no 
stone  is  ever  formed  as  a pure  sedimentary  mass  of 
“crystals.”  Matrix  and  crystals  are  fundamental, 
interrelated  components  of  each  stone.  Matrix  is  a 
mucoprotein  of  renal  origin,  present  in  large 
quantities  in  the  urine  of  active  stone  formers,  in 
small  concentration  in  occasional  stone  formers 
and  absent  from  normal  urine.11,  12 

Urinary  supersaturation  is  another  important 
concept  in  the  pathogenesis  of  calculi.  The  greater 
the  urine  saturation,  the  greater  the  risk  of  crystal- 
ization  and  stone  formation.  Not  all  supersatu- 
rated urine  will  form  crystals,  and  several  other 
factors  including  urine  pH  and  activity  of  urinary 
inhibitors  also  influence  crystal  formation.  Urin- 
ary pH  directly  affects  the  cystine,  uric  acid  and 
struvite  crystal  systems.  Known  inhibitors  of  the 
calcium  crystal  system  include  magnesium,  cit- 
rate, pyrophosphate,  other  polyphosphates  and 
other  unidentified  inhibitors.13 

Crystalluria  is  associated  with  stone  disease  but 
not  all  people  with  crystalluria  form  stones.  It  is 
postulated  that  if  crystals  adhered  to  the  wall  of  a 
renal  tubule,  it  would  take  three  hours  to  grow  a 
particle  large  enough  to  plug  the  tubule  and  33 
hours  to  grow  a 2 mm.  calculus.14  Therefore, 
abnormal  tubules  or  water  diuresis  can  affect 
crystal  growth.  Crystalluria  is  a useful  indicator  of 
the  stone-forming  potential  of  urine. 

Another  concept  in  the  pathogenesis  of  stones  is 
epitaxy,  the  oriented  overgrowth  of  one  crystal- 
line substance  on  another.  With  the  exception  of 
cystine  stones,  a given  calculus  usually  has  more 
than  one  component,  for  example  a calcium  oxy- 
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late  stone  with  uric  acid  core.  In  this  case,  uric  acid 
acts  as  a nucleus  for  the  calcium  oxylate  and 
hyperuricosuria  may  be  the  underlying  problem. 

INCIDENCE  OF  STONE-TYPES 

The  composition  and  frequency  of  the  various 
types  of  urinary  stones  are  listed  in  Table  I. 


Table  I 

RELATIVE  INCIDENCE  AND  TYPES 
OF  URINARY  STONES 


Stone  Type  % of  All  Stones 

Calcium 

75-80% 

(calcium  oxylate,  calcium  phosphate, 
calcium  oxvlate-apatite) 

Struvite 

15-20% 

(magnesium  ammonium  phosphate) 

Uric  Acid 

4% 

Cystine 

1% 

Sulfa,  Xanthene,  Silica,  Matrix,  Triamterene 

Rare 

CLINICAL  PRESENTATION 

The  most  common  presenting  symptoms  of  cal- 
culi are  colicky  abdominal  or  flank  pain,  gross  or 
microscopic  hematuria  and  urosepsis.  Calculi  can 
also  be  asymptomatic.  Patients  who  present  to  the 
emergency  room  with  pain  and  a suspected  cal- 
culus should  undergo  early  excretory  urography, 
in  order  to  confirm  the  degree  of  obstruction,  and 
likelihood  of  spontaneous  passage,  as  well  as  to 
evaluate  for  nonurologic  causes  of  flank  or  ab- 
dominal pain.  Underlying  urologic  diseases  may 
be  detected  by  early  urography. 

RADIOLOGY 

Ureteral  stones  commonly  present  in  three 
areas:  the  ureterovesical  junction,  the  brim  of  the 
bony  pelvis  where  the  ureter  crosses  the  iliac 
artery,  and  the  ureteropelvic  junction.  About  70 
percent  of  all  ureteral  calculi  are  found  at  the 
ureterovesical  junction  when  the  patient  first 
presents. 

Uric  acid  stones  are  totally  lucent  and  cystine 
stones  are  poorly  opaque,  and  both  types  may 
appear  only  as  filling  defects  in  the  collecting 
system.  However,  95  percent  of  all  stones  are 
radiopaque  and  can  be  followed  with  plain  films 
once  the  initial  excretory  urogram  has  been  done. 


ACUTE  MANAGEMENT 

Not  all  patients  who  present  with  symptomatic 
ureteral  calculi  will  require  hospitalization.  Once 
a diagnosis  is  made,  many  patients  can  be  safely- 
sent  home  with  oral  analgesics,  increased  fluid 
intake  and  instructions  to  strain  their  urine  to 
recover  any  stones  passed.  Indications  for  hospi- 
talization include:  severe  pain  requiring  parent- 
eral analgesics,  nausea  and  vomiting  with  dehy- 
dration requiring  intravenous  fluid  administra- 
tion, a solitary  obstructed  kidney,  and  urinary- 
infection.  In  the  presence  of  a stone,  infection  is  a 
urologic  emergency  requiring  immediate  inter- 
vention to  drain  the  infected  urine  by  placement 
of  a ureteral  catheter  above  the  stone;  or  per- 
cutaneous nephrostomy-  to  drain  the  upper  urin- 
ary tract;  or  ureterolithotomy. 

Those  patients  hospitalized  for  ureteral  calculi 
who  become  asymptomatic  can  then  be  safely 
sent  home  to  spontaneously  pass  their  stone,  which 
will  usually  occur  within  two  weeks.  Expectant 
management  is  tempered  by  the  size  of  the  stone 
and  the  degree  of  upper  urinary  tract  obstruction. 
Most  ureteral  calculi  are  less  than  5 mm  in  diame- 
ter and  90%  will  pass  spontaneously  within  three 
months.16  Stones  measuring  5.0  to  8 mm  in  diame- 
ter will  pass  through  the  ureterovesical  junction 
less  than  30%  of  the  time,  and  few  ureteral  calculi 
over  8.0  mm  will  spontaneously  pass. 

If  there  is  high  grade  ureteral  obstruction,  most 
urologists  will  promptly  operate,  since  experi- 
mentally complete  unilateral  obstruction  results 
in  reduction  of  renal  blood  flow  to  20%  of  normal 
by  two  weeks  with  evidence  of  tubular  atrophy'. 11 
Other  indications  for  surgical  intervention  in- 
clude pain,  infection,  persistent  hematuria,  fail- 
ure of  the  stone  to  progress  over  several  months,  or 
inability  to  perform  one’s  occupation  because  of 
the  presence  of  a stone  (e.g.  pilot). 

EVALUATION  OF  THE  STONE  FORMER 

Quantitative  stone  analysis  is  an  essential  part 
of  the  metabolic  evaluation  of  stone  patients,  pref- 
erably by  a lab  that  performs  x-ray  crystallogra- 
phy. Routine  screening  studies  should  include 
serum  calcium,  phosphorus,  protein,  uric  acid  and 
electrolytes.  Twenty-four  hour  urine  collections 
are  best  performed  on  normal  diet  at  home  and 
should  include  a creatinine  clearance,  calcium, 
uric  acid  and  oxylate  determinations,  and  a 
qualitative  examination  for  cystine  and  urine  pH. 

For  patients  with  one  stone,  the  need  for  diag- 
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nostic  evaluation  or  prophylactic  treatment  has 
not  yet  been  determined.  However,  these  patients 
have  the  same  metabolic  disturbances  as  those 
with  recurrent  stones18  which  probably  explains 
their  high  recurrence  rate.  Within  three  years 
after  the  first  stone  episode,  43%  will  have  a 
recurrence,  and  by  ten  years  85%  will  have  a 
second  stone.19  Tragically,  about  a third  of  pa- 
tients with  one  or  more  episodes  of  upper  tract 
calculi  will  eventually  lose  a kidney.2  Therefore, 
careful  consideration  should  be  given  to  the  eval- 
uation of  even  first  stone  formers. 

MEDICAL  MANAGEMENT 

Those  patients  with  new  stone  activity  or  recur- 
rent passage  of  calculi  are  classified  as  having 
metabolically  active  disease  and  should  be  consid- 
ered for  medical  therapy  to  prevent  new  stone 
formation.20  Other  categories  include  meta- 
bolically inactive,  indeterminate  activity  or  surgi- 
cal activity. 

Once  the  activity  of  stone  formation  has  been 
determined,  the  stone  type  identified,  and  any 
metabolic  abnormalities  elucidated,  it  is  then  pos- 
sible to  place  the  patient  on  specific  therapy  to 
prevent  metabolic  activity  of  his  particular  stone 
disease. 

Cystine  Stone  Disease:  Cystinuria  is  an  inher- 
ited, autosomal  recessive  disorder  of  transport  of 
the  amino  acids  cystine,  ornithine,  arginine,  and 
lysine  in  both  kidney  and  intestine.  Cystine  is  the 
least  soluble  and  will  precipitate  in  homozygotes 
with  urinary  cystine  excretion  of  more  than  500 
mg.  per  24  hours.21  Heterozygotes  excrete  lesser 
amounts  of  cystine  and  do  not  form  stones. 
Cystine  precipitates  in  acid  urine. 

Treatment  is  aimed  at  reducing  the  urinary 
concentration  of  cystine  by  increasing  fluid  intake 
to  more  than  3000  cc  per  day  and  alkalinizing  the 
urine.  When  these  measures  fail,  D-penicillamine 
(0.5  to  1.5  g/day)  is  added,  which  acts  by  forma- 
tion of  a disulfide  complex  with  cystine  to  make  it 
more  soluble.  However,  penicillamine  has  many 
side  effects  and  other  drugs  are  currently  being 
investigated. 

Uric  Acid  Stone  Disease:  The  two  main  risk  fac- 
tors in  the  formation  of  uric  acid  stones  are  low 
urinary  pH  and  high  urine  uric  acid  concentra- 
tion. Of  these,  pH  is  more  important,  because  at 
normal  urinary  concentrations,  uric  acid  will  pre- 
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cipitate  below  a pH  of  5.3.  Uric  acid  lithiasis  is 
usually  idiopathic.  Although  approximately  25% 
of  persons  with  gout  will  form  uric  acid  stones,  the 
degree  of  uricosuria  in  untreated  gout  does  not 
correlate  well  with  stone  formation.  However, 
gout  patients  treated  with  uricosurics  have  a defi- 
nite increase  in  stone  disease. 

Treatment  is  aimed  at  reducing  the  saturation 
of  urine  with  uric  acid.  This  can  be  accomplished 
by  increasing  fluid  intake  to  two  to  three  liters  per 
day  and  administering  oral  sodium  bicarbonate  to 
maintain  a urine  pH  above  6.5.  Allopurinol,  by 
inhibiting  xanthine  oxidase,  diminishes  the  con- 
centration of  uric  acid  in  the  urine  and  may  be 
useful  in  dissolving  uric  acid  calculi.  Pure  uric 
acid  stones  can  be  completely  dissolved  within  one 
month  with  the  above  measures.  Once  the  patient 
becomes  free  of  stones,  allopurinol  can  be  con- 
tinued along  with  high  fluid  intake. 

Infected  Stone  Disease:  Infection  of  the  urinary 
tract  with  urea-splitting  organisms  can  cause 
struvite  stones.  Breakdown  of  urea  produces  an 
alkaline  urine  with  high  ammonia  content  result- 
ing in  oversaturation  of  urine  with  magnesium 
ammonium  phosphate  and/or  calcium  phos- 
phate. Stone  growth  is  rapid  and  frequently  re- 
sults in  a staghorn  calculus. 

The  most  common  organisms  associated  with 
struvite  stones  are  all  Proteus  species  and,  to  a 
lesser  extent  E.  coli,  Klebsiella,  Pseudomonas  and 
Enterococci.  Urinary  stasis  or  congenital  abnor- 
malities also  contribute  to  the  formation  of  in- 
fected stones. 

Successful  treatment  requires  an  aggressive  ap- 
proach, including  high  fluid  intake  and  bacterici- 
dal antibiotics.  However,  antibiotics  will  not 
eradicate  infection  unless  all  the  infected  cal- 
culous material  is  completely  removed  and  any 
obstructive  element  surgically  corrected.  Follow- 
ing stone  removal,  long-term  suppressive  antibi- 
otic therapy  is  continued  for  at  least  six  months.22 
Small  fragments  of  stone  left  at  the  time  of  sur- 
gery can  be  dissolved  with  renacidin  irrigation 
thru  a nephrostomy. 

Currently  the  use  of  urease  inhibiting  drugs, 
predominantly  acetohydroxamic  acid,  is  being 
investigated  in  patients  with  infected  stones  who 
are  not  surgical  candidates.23 

Calcium  Stone  Disease:  Hypercalcemic  states 
may  produce  hypercalciuria,  urinary  calculi  and 
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nephrocalcinosis.  Primary  hyperparathyroidism 
accounts  for  only  2%  of  calcium  stone  formation 
and  metastatic  cancer  is  currently  the  most  com- 
mon cause  of  hypercalcemia.24  Sarcoidosis,  hyper- 
vitaminosis  D,  milk  alkali  syndrome,  immo- 
bilization, Cushing’s  syndrome  and  hyperthyroid- 
ism may  all  produce  hypercalcemia.  Approx- 
imately 70%  of  calcium  stone  formers  have  idio- 
pathic disease.  However,  current  evidence  sug- 
gests that  calcium  oxylate  cyrstalluria  is  the  pri- 
mary cause  of  stones  in  this  group,  and  80%  will 
have  measurable  hypercalciuria  (greater  than  250 
mg/24  hours).19,  25  Hypercalciuria  can  be  classi- 
fied into  primary  renal  calcium  leak  or  intestinal 
hyperabsorption  of  calcium  by  looking  at  urinary 
calcium  in  the  fasting  state  and  after  a 100  gram 
load  of  oral  calcium.26 

General  measures  for  all  patients  with  idiopath- 
ic calcium  urolithiasis  should  include  a high  fluid 
intake  and  restriction  of  dietary  excesses  of  milk 
products  and  foods  rich  in  oxylate.  Only  those 
patients  with  metabolically  active  stone  disease 
require  specific  therapy. 

Hydrochlorothiazide  50  mg.  b.i.d.  has  been  ef- 
fective in  70%  of  patients  with  hypercalciuria,  but 
it  is  less  effective  in  those  with  normocalciuria.25  It 
acts  by  decreasing  urinary  calcium,  with  a slight 
increase  of  urinary  magnesium,  an  inhibitor  of 
crystallization.  To  maintain  the  effectiveness  of 
this  drug,  sodium  intake  should  be  restricted. 

Those  patients  with  normocalciuria,  or  who  fail 
hydrochlorothiazide  therapy,  should  be  treated 
with  oral  neutral  phosphate,  to  provide  1.5  to  2.0 
grams  of  inorganic  phosphorus  per  day.  Ortho- 
phosphates act  by  decreasing  urinary  calcium  and 
increasing  the  excretion  of  the  natural  inhibitors, 
citrate  and  pyrophosphate. 

Magnesium  oxide  50  mg.  b.i.d.,  with  or  without 
vitamin  B6,  has  also  been  reported  effective  by 
increasing  the  solubility  of  calcium  oxylate  and 
the  concentration  of  magnesium  in  the  urine.27 

Allopurinol  should  be  added  if  hyperuricosuria 
is  present,  since  uric  acid  may  act  as  a nidus  for 
calcium  oxylate  precipitation. 

An  unusual  cause  of  calcium  stone  disease  is 
associated  with  inflammatory  bowel  disorders  or 
after  small  bowel  resection  or  bypass.  Presumably, 
disturbances  in  bile  acid  metabolism  or  steator- 
rhea decrease  the  amount  of  intestinal  calcium 
available  to  bind  oxylate  in  the  gut.  Excessive 
oxylate  is  then  absorbed  and  calcium  oxylate 
stones  result.  Treatment  consists  of  a low  oxylate/ 


high  calcium  diet  and  the  administration  of  cho- 
lestyramine or  magnesium  oxide.28,  29 

STONE  REMOVAL 

The  indications  for  surgical  intervention  in 
stone  disease  have  already  been  discussed  and  not 
all  asymptomatic  renal  stones  need  to  be  removed. 
However,  when  it  becomes  necessary  to  attack  a 
staghorn  calculus  or  multiple  renal  calculi,  there 
are  several  newer  surgical  techniques  to  aid  re- 
moval of  these  difficult  calculi. 

The  anatrophic  nephrolithotomy  is  useful  for 
large  staghorn  calculi  which  cannot  be  removed 
through  a pyelotomy.  In  this  procedure,  the  divi- 
sion between  the  anterior  and  posterior  renal  cir- 
culation is  identified  and  split  longitudinally  on 
the  convex  surface  after  kidney  cooling  and  renal 
artery  clamping.  The  collecting  system  is  opened 
and  all  stone  material  removed.  With  this  pro- 
cedure, renal  function  is  generally  maintained  or 
improved. 

When  there  are  multiple  renal  stones,  coag- 
ulum  pyelolithotomy  is  useful.  A mixture  of 
bovine  thrombin,  cryoprecipitate  and  calcium 
chloride  is  injected  into  the  renal  pelvis.  A rubbery 
cast  of  the  collecting  system  is  formed,  trapping 
all  the  small  stones  in  the  coagulum.  Then  the 
pyelotomy  is  made  and  the  coagulum  removed, 
hopefully  with  all  the  stones  entrapped. 

Basket  extraction  of  stones  is  only  appropriate 
for  distal  ureteral  stones  less  than  8 mm  in  diame- 
ter. However  there  are  currently  some  early  trials 
of  transurethral  balloon  catheters  to  dilate  the 
ureter  and  remove  upper  ureteral  stones.  Occa- 
sionally small  calyceal  stones  can  be  manipulated 
into  the  ureter  using  a ureteral  guide  wire,  and  the 
stone  is  then  allowed  to  pass. 

The  use  of  hydrodynamic  shock  waves  to  non- 
invasively  shatter  renal  calculi  is  an  exciting  area 
of  research  currently  undergoing  clinical  trials  in 
West  Germany.  Hydrodynamic  shock  waves  are 
generated  by  an  underwater  spark  gap  electrode 
and  the  wave  is  then  transmitted  thru  the  soft 
tissues  and  centered  on  the  renal  stone  which  is 
then  shattered.  The  resulting  gravel  then  passes 
down  the  ureter. 

CONCLUSION 

Stone  formers  should  undergo  metabolic  eval- 
uation to  determine  the  etiology  of  their  stone 
disease.  Most  patients  have  serum  or  urine  meta- 
bolic derangements  which  can  be  easily  con- 
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trolled  by  various  prophylactic  regimens.  Failure 
to  correct  these  abnormalities  may  cause  many  to 
suffer  recurrent  stone  formation  or  loss  of  renal 
function,  but  with  proper  attention  and  treat- 
ment, the  victims  of  stone  disease  can  be  promised 
a reasonably  normal  future.  □ 
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CME  Credit:  1.5  Hours  AMA  Category  I 


JANUARY 


TUESDAY  JANUARY  11  7:30  P.M. 

BASIS  FOR  MEDICAL  REIMBURSEMENT 

ANDERSON  Young  Memorial  Auditorium 
Sponsor:  Anderson  Memorial  Hospital 
Contact:  Frederic  C.  Jones,  M.D.,  F.A.C.C.  (803)  261-1000 
Faculty:  Dr.  Dale  Schumacher 
CME  Credits:  1.5  hours  AMA  Category  I 
1.5  hours  AAFP  Prescribed 


THURSDAY  AND  FRIDAY  JAN.  20-21 

PERSPECTIVES  IN  NEONATAL  FOLLOW-UP 

GREENVILLE  Hyatt  Regency  Hotel 
Sponsor:  Dept,  of  Neonatology  of  the  Greenville  Hospital 
System 

Description:  The  Ninth  Annual  Neonatal  Seminar  will  emphasize 
current  trends  and  ideas  concerning  developmental  follow-up 
of  high  risk  infants. 

Audience:  Physicians  and  nurses 
Contact:  Ms.  Bonnie  Brookings  (803)  242-8554 
Fee:  Physicians  - $60 
Nurses  - $35 

Faculty:  Charles  R.  Bauer,  M.D.,  University  of  Miami 

Lula  O.  Lubchenco,  M.D.,  University  of  Colorado 
Mildred  T.  Stahlman,  M.D.,  Vanderbilt  University 
CME  Credits:  8 Hours  AAFP  Prescribed 


FEBRUARY 


TUESDAY  FEB.  8 7:30  P.M. 

ANOREXIA,  DIET  FADS  AND  COMMERCIAL  CLINICS 

ANDERSON  Young  Memorial  Hospital 
Sponsor:  Anderson  Memorial  Hospital 
Contact:  Frederic  G.  Jones,  M.D.,  F.A.C.C.  (803)  261-1000 
Faculty:  Elaine  Feldman,  M.D.,  Dept,  of  Nutrition, 

Medical  College  of  Georgia 
CME  Credits:  1.5  hours  AMA  Category  I 
1.5  hours  AAFP  Prescribed 

THURSDAY  - SATURDAY  FEB.  10-12 

GREENVILLE  ULTRASOUND  CONFERENCE 

GREENVILLE  Hyatt  Regency  Hotel 
Sponsor:  Greenville  Hospital  System 

Description:  This  course  is  aimed  at  basic  scanning  and  design 
ed  to  orient  the  practitioner  to  the  rapidly  developing  tech- 
nology and  uses  of  obstetrical  office  ultrasound. 

Audience:  Primary  Care  Physicians 
Contact:  Thompson  A.  Gailey,  Jr.,  M.D.  (803)  242-8626 
Faculty:  Various  obstetricians  from  SC,  Arizona  and  Missouri 
CME  Credit:  20  Hours  AAFP  Prescribed 


FRIDAY  - SUNDAY  FEB.  18-20 

EMERGENCY  MEDICINE  PERSPECTIVE  ’83 

KIAWAH  ISLAND  Kiawah  Island,  SC 
Sponsor:  Richland  Memorial  Hospital,  Dept,  of  Emergency 
Medicine 

Description:  This  program  is  a broad  selection  of  clinical  pro- 
blems which  present  to  both  the  emergency  and  family  phy- 
sician. 

Audience:  Primary  care  physicians 
Contact:  Jack  K.  Niles,  M.D.  (803)  765-6330 
Faculty:  Various  physicians  from  throughout  the  US 
CME  Credit:  16.5  Hours  AAFP  Prescribed 


MARCH 


WEDNESDAY  • SATURDAY  MAR.  2-5 

CLINICAL  MANAGEMENT  OF  DISEASE  OF  BONE  AND 
MINERAL  METABOLISM 

HILTON  HEAD  Hilton  Head  Inn 
Sponsor:  College  of  Medicine,  Division  of  CME 
Description:  To  provide  the  most  recent  scientific  advances  in 
metabolism  of  the  calcium  regulating  hormones  and  collagen 
in  the  pathophysiology  diagnosis  and  treatment  of  disease  of 
bone  and  mineral  metabolism  through  formal  presentations, 
panel  discussions  and  workshops. 

Contact:  Norman  H.  Bell,  M.D.  (803)  577-5011  ext.  350 
Fee:  $350 

Faculty:  Louis  V.  Avioli,  M.D.;  Marc  K.  Drezmer,  M.D.;  Sol  E. 
Epstein,  M.D.;  Carlo  Gennari,  M.D.;  Stephen  M.  Krane,  M.D.; 
and  Eduardo  Slatopolsky,  M.D. 

CME  Credits:  17.2  Hours  AM  A Category  I 


FRIDAY  MAR.  4 

SECOND  ANNUAL  SEMINAR,  “CONNECTIVE  TISSUE  DISEASES” 

CHARLESTON  MUSC,  Room  301,  Clinical  Sciences  Building 

Sponsor:  S.  C.  Chapter  of  the  Arthritis  Foundation  and  Div.  of 
Rheumatology 

Description:  The  pathogensis  and  the  manifestations  of  inflam- 
matory diseases  of  connective  tissue  will  receive  emphasis  in 
this  program.  Principles  of  treatment  will  be  discussed  by  each 
speaker  and  will  be  detailed  in  the  final  presentation. 

Audience:  Family  Physicians,  Rheumatologists,  G.P.  and  other 
interested  physicians 

Contact:  Charles  R.  Strickland,  CME  Coordinator  (803)  792-4435 


FRIDAY  - SATURDAY  MAR.  4-5 

THIRD  ANNUAL  SOUTHERN  SYMPOSIUM  ON 
VASCULAR  DISEASES 

CHARLESTON  Sheraton-Charleston  Hotel 
Sponsor:  Vascular  Laboratory,  Roper  Hospital;  Dept,  of  Surgery, 
Roper  and  Medical  University  Hospital  Div.  of  CME,  MUSC 
Description:  The  meeting  is  designed  to  acquaint  physicians, 
nurses  and  technologists  with  advances  in  non-invasive  diag- 
nostic techhniques  and  to  present  the  applications,  interpreta- 
tions and  limitations  of  non-invasive  methods  in  peripheral 
arterial  cerebrovascular  and  venous  diseases. 

Audience:  Physicians,  Nurses  and  Technologists 

Contact:  Charles  R.  Stickland,  CME  Coordinator  (803)  792-4435 

Fee:  $175.00 

Faculty:  William  Gee,  M.D.,  Marion  C.  Anderson,  M.D.;  Alton  G. 
Brown,  Jr.,  M.D.;  Paul  Cardullo,  B.S.N.;  Donna  Cox,  R.N.;  Jane 
B.  Horne,  Tech.;  Paul  Kinsello,  Tech.;  Norman  M.  Rich,  M.D.; 
Cynthia  Kupper,  B.S.N.;  Terry  Needham,  B.S.;  Linda  Peterson, 
R.N.;  Mary  Jane  Pomajzl,  M.S.N.;  J.  Manly  Stallworth,  M.D.;  and 
Billie  Trentman,  Tech. 

CME  Credits:  12  Hours  AMA  Category  I 


TUESDAY  MAR.  8 7:30  P.M. 

CHEMICAL  DEPENDENCY  PROGRAMS 

ANDERSON  Young  Memorial  Auditorium 
Sponsor:  Anderson  Memorial  Hospital 
Contact:  Frederic  G.  Jones,  M.D.,  F.A.C.C.  (803)  261-1000 
Faculty:  William  N.  Spikard,  M.D.,  Professor  Medicine,  Vanderbilt 
Medical  School 

CME  Credits:  1.5  Hours  AMA  Category  I 
1.5  Hours  AAFP  Prescribed 


WEDNESDAY  MAR.  9 8:00  A.M.-5:00  P.M. 

NUTRITIONAL  AND  OBSTETRICAL  APPROACH 
TO  THE  VLBW  INFANT 

GREENVILLE  Hyatt  Regency  Hotel 
Sponsor:  S.  C.  Perinatal  Association 
Description:  The  annual  SCPA  meeting  will  cover  topics  on 
breast  feeding,  c-section  and  other  perintal  issues  of  interest 
to  medical,  paramedical  and  consumer  personnel. 

Audience:  M.D’s  nurses,  and  other  perinatal  health  care 
individuals 

Contact:  David  H.  Wells,  M.D.  (803)  242-8554 
Fee:  $30.00 

Faculty:  Ruth  A.  Lawrence,  M.D.  and  obstretric  experts 
CMC  Credit:  TBA 


FRIDAY  MAR.  18  9:00  A.M.-3:00  P.M. 

SOUTH  CAROLINA  GENETICS  CONCLAVE 

COLUMBIA  Family  Practice  Conference  Room,  RMH 
Sponsor:  Dept,  of  OB/GYN,  USC  School  fo  Medicine 
Description:  Presentation  of  Patients  (chromosome),  Keynote 
speaker  presentation  of  patients  (other) 

Audience:  SC,  GA,  NC  Geneticists 

Contact:  S.  Robert  Young,  Ph.D.,  OB/GYN  (803)  765-6316 

Fee:  None 

Faculty:  USC  School  of  Medicine  and  RMH  physicians  and 
Allied  Medical  Staff 
CME  Credit:  4 Hours  AMA  Category  I 


SUNDAY  - WEDNESDAY  MAR.  27-30 

THE  14th  ANNUAL  SPRING  SYMPOSIUM,  PROBLEMS  IN 
OBSTRETICS 

CHARLESTON  Mills  House  Hotel 
Sponsor:  Dept,  of  OG/GYN,  MUSC-DCE 
Description:  This  course  offers  an  unpdate  on  problems  and 
controversies  encountered  in  the  modern  practice  of 
obstetrics  such  as:  infectious  complications  of  pregnancy, 
management  of  obstetrical  dilemmas  and  various  aspects  of 
fetal  monitoring 
Audience:  OB/GYNs 

Contact:  Charles  R.  Strickland,  CME  Coordinator  (803)  792-4435 
Fee:  $225.00 

Faculty:  Lawrence  Hester,  Jr.,  M.D.  and  E.  O.  Horger,  III,  M.D. 
CME  Credits:  15  Hours  AMA  Category  I 


MONDAY  • WEDNESDAY  MAR.  28-30  8:00  A.M.-12:30  P.M. 

SECOND  ANNUAL  CANADIAN-AMERICAN  MEDICAL  SEMINAR: 
“UPDATE  IN  CLINICAL  MEDICINE” 

MYRTLE  BEACH  Myrtle  Beach  Hilton 

Sponsor:  USC  School  of  Medicine  and  Coastal  Carolina 
College  USC 

Description:  This  program  is  designed  to  provide  an  update  in 
clinical  medicine  in  the  areas  of  gynecology,  coronary  artery 
disease,  and  psychiatry  for  primary  care  physicians. 

Contact:  Kay  F.  McFarland,  M.D.  (803)  783-1512 

Fee:  $175.00 

Faculty:  Earl  Burch,  Jr.,  M.D.;  R.  K.  Harding,  M.D.;  Christie 
Hopkins,  M.D.;  Steven  Humphrey,  M.D.;  Kay  McFarland,  M.D.; 
Sidney  Smith,  M.D.;  A.  R.  Smythe,  M.D.;  Denis  Tyras,  M.D.; 
and  Ronald  Wade,  M.D. 

CME  Credit:  10.5  Hours  AM  A Category  I 


APRIL 


FRIDAY  - SATURDAY  APRIL  1-2 

FIFTH  ANNUAL  CAROLINA  CUP  PEDIATRIC  SYMPOSIUM 

COLUMBIA  Holiday  Inn  Northeast 

Sponsor:  University  of  South  Carolina  School  of  Medicine 
Description:  This  two-day  symposium  will  provide  an  update  on 
pediatric  infectious  disease,  radiology  and  cardiology  for  the 
practicing  physician. 

Audience:  Pediatricians,  Family/General  Practitioners  and  other 
health  care  professionals 

Contact:  C.  Warren  Derrick,  Jr.,  M.D.  (803)  765-7211 
Fee:  $60.00  for  practicing  physicians.  A reduced  fee  of  $30.00 
is  available  for  residents,  fellows,  nurses  and  other  health 
care  professionals.  Fee  includes  tickets  to  the  historic 
Carolina  Cup  Steeplechase  in  Camden. 

Faculty:  Hugh  Moffett,  M.D.,  University  of  Wisconsin  Medical 
School 

Leonard  Swischuk,  M.D.,  University  of  Texas  Medical  Branch 
at  Galveston 

Jon  B.  Tingelstad,  M.D.,  East  Carolina  University  School  of 
Medicine 

CME  Credit:  7 hours  AMA  Category  I 
7 hours  AAFP 
7 hours  PREP 


COMMITTEE  MEMBERS  ON 
CONTINUING  MEDICAL  EDUCATION 
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FINANCIAL 

CHECKUP 


MARTIN  LEFKOWITZ 
Certified  Financial  Planner 
Tax  Shelter  Co-Ordinator:  E.F.  Hutton 


This  issue  is  devoted  to  some  of  the  key  topics  discussed  at  the  series  of  symposiums 
I held  in  Greenville,  Charleston,  and  Columbia I will  continue  to  write  about  addi- 
tional areas  of  concern  in  forthcoming  newsletters In  the  meantime,  if  you  would  like 

to  receive  a pamphlet  on  the  Highlights  of  the  1982  tax  law,  please  call  me  at  1-800-922- 
1112  (outside  of  Columbia)  — 256-0100  (in  Columbia);  or  write  c/o  E.F.  Hutton  and  Co., 
2700  Middleburg  Drive,  Suite  200,  Columbia,  S.C.  29204. 


Do  You  Have  To  Lose  Weight? — 


RETIREMENT 


You  might,  if  you  have  a defined  benefit  plan  or  any  defined  contribution  plan  which  pri- 
marily benefits  "key  employees."  These  plans  are  now  considered  to  be  "Top  Heavy." 

A key  employee  is  any  individual  who,  during  the  plan  year,  or  any  of  the  four  preceeding 
plan  years,  is:  (1)  an  officer  of  the  employer 

(2)  one  of  the  ten  employees  owning  the  largest  interest  in  the  employer 

(3)  a 5%  owner  of  the  employer 

(4)  a 1%  owner  of  the  employer  with  annual  compensation  from  the  employer 
greater  than  $150,000. 

If  you  are  "Top  Heavy",  then  beginning  in  1984  you  will  have  to  comply  with  more  restric- 
tive requirements.  Some  of  the  key  areas  are  in:  (1)  vesting;  (2)  limitations  on  includ- 

able compensation;  and,  (3)  minimum  benefit  or  contribution  requirements. 


Partners  For  Life? 


RETIREMENT 


Not  necessarily  so!  One  of  the  areas  that  might  be  affected  by  TEFRA  is  the  medical  prac- 
tice made  up  of  a "partnership  of  P.A.’s."  If  the  primary  intent  of  this  "partnership" 
is  to  benefit  you  at  the  exclusion  of  other  employees  and  the  Tax-Man,  watch  out!  Con- 
tact your  attorney  and/or  accountant  as  soon  as  possible. 


RETIREMENT 

The  following  is  a listing  of  some  of  the  important  major  forms,  reports  and  dates  assoc- 
iated with  retirement  plans  with  a January  1st  anniversary  date: 

March  15  Last  day  to  make  a deductible  contribution  (unless  an  extension 

is  received  on  tax  filing) . 

April  1 Summary  Plan  Description 

All  new  plan  participants  must  receive  their  copy  by  this  day. 


(Continued  Financial  Check  up) 


July  31 
July  31 


PBGC-1 


Transmitted  forms  for  PBGC  premiums 
5500  Family 


5500-C  Employers  with  fewer  than  100  employees 

5500-K  Keogh  plan  with  less  than  100  employees 


5500-R 


"Super"  short  form  may  be  used  2 out  of  3 
years 


Schedule  A Insurance  company  information 

Schedule  B Minimum  funding  standard  account 


Schedule  SSA  Seperated  participant  with  deferred  vested 

benefits 


September  30  Summary  Annual  Report 

Originally  due  July  31  but  Regulations  extended  the  deadline. 
(Only  the  reporting  and  disclosure  requirement  which  are  sched- 
uled on  a regular  annual  basis  are  listed  above) . 


I want  to  thank  Ralph  J.  Sayre  (actuary)  of  Sayre  & Co.,  Greenville,  S.C.  for  supplying 
the  above  information.  If  you  have  question (s)  regarding  reporting  requirements,  you 
can  call  him  at  803-297-0965. 


The  information  contained  herein  has  been  obtained  from  sources  believed  reliable  but  is 
not  necessarily  complete  and  cannot  be  guaranteed.  Any  opinions  expressed  are  subject  to 
change  without  notice.  Neither  the  information  presented  nor  any  opinion  expressed  con- 
stitutes a representation  by  us  or  a solicitation  of  the  purchase  or  sale  of  any  securi- 
ties. South  Carolina  Medical  Association  and  E.F.  Hutton  and  Co.,  Inc.  1982. 

FURTHER  INFORMATION 

If  you  would  like  to  receive  further  information  on  any  of  the  topics  covered  in  this 
newsletter,  please  write  to  Martin  Lefkowitz,  CFP,  E.F.  Hutton  and  Co.,  Inc.,  2700 
Middleburg  Drive,  Suite  200,  Columbia,  S.C.  29204;  or  call  800-922-1112.  (toll  free). 


MALE  SEXUAL  DYSFUNCTION 


J.  ERNEST  LATHEM,  M.D.* 


Often  the  complaints  of  a man  with  a sexual 
problem  receive  little  attention.  If  the  man  does 
find  a physician  with  a receptive  ear,  therapy 
frequently  consists  of  reassurance,  along  with  the 
empiric  administration  of  Testosterone.  Unfortu- 
nately, the  common  belief  still  exists  that  most 
men  with  sexual  dysfunction  have  psychogenic 
problems.  In  too  many  cases,  men  are  referred  to 
psychiatrists  before  adequate  urological  evalua- 
tion is  performed.  Traditional  psychotherapy  for 
impotence  has  proved  time-consuming,  expensive 
and  frequently  fruitless  in  that  most  impotence  is 
associated  with  physiological  problems.  Progress 
in  evaluating  and  treating  sexual  problems  has 
recently  improved,  and  there  is  now  a much  bet- 
ter chance  of  providing  effective  relief.  With  the 
advent  of  penile  prostheses,  there  now  exists  a 
truly  effective  form  of  therapy. 

Major  advances  have  been  made  in  psycho- 
genic therapy.  This  work  was  originally  pioneered 
at  the  Masters  and  Johnson  Clinic.  More  specific 
and  precise  hormonal  investigations  now  permit 
more  rational  therapeutic  modalities  in  contrast  to 
mere  empiric  or  placebo  medications.  Sexual  im- 
potence associated  with  vascular  disease  can  be 
detected  with  increasing  accuracy. 

Before  proceeding  with  specific  therapy,  an 
accurate  assessment  of  the  sexual  dysfunction 
must  be  completed.  Detailed  sexual  history,  phys- 
ical examination  and  special  diagnostic  pro- 
cedures are  essential  to  an  accurate  diagnosis 
which  is  the  key  to  effective  treatment. 

EVALUATION 

The  sexual  history  is  not  difficult  to  obtain.  A 
straightforward  approach  is  usually  the  most  ef- 
fective method  of  assisting  the  patient  in  talking 
about  his  sexual  problem.  Simply  ask  him  to  de- 
scribe his  difficulty  in  his  own  words.  It  may  be 
necessary  to  ask  more  specific  details.  A “normal” 
sexual  history  for  one  man  may  be  sharply  differ- 
ent from  that  of  another. 

Most  male  sexual  problems  are  associated  with 
penile  erections.1  Do  they  occur?  Are  they  diffi- 
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cult  to  maintain?  Are  they  full  or  partial?  Under 
what  circumstances  are  erections  possible  or  im- 
possible? Are  nocturnal  erections  present?  Is  erec- 
tion possible  with  masturbation? 

Questions  associated  with  orgasm  and  ejacula- 
tion should  be  direct.  Is  orgasm  present  without 
ejaculation?  This  could  indicate  retrograde  ejacu- 
lation in  which  case  examination  of  post  mastur- 
batory  urine  should  reveal  sperm.  Is  the  sexual 
drive  or  libido  present?  Does  the  patient  really 
want  to  have  sexual  intercourse? 

Questions  concerning  the  patient  s sexual  part- 
ner or  partners  will  assist  in  determining  whether 
there  are  any  influencing  psychological  factors. 

Once  the  sexual  history  is  obtained,  information 
regarding  general  physical  condition  is  important. 
Chronic  illness,  such  as  diabetes  mellitus,  or  use  of 
medications  may  affect  sexual  function.  Many 
drugs  have  adverse  direct  and  indirect  effects  on 
male  sexual  function  (Table  I).  Drugs  producing 
hyperprolactinemia  are  the  most  common  offen- 
ders.2 These  include  not  only  hormones,  but  also 
phenothiazines,  tricyclic  antidepressants  and 
many  antihypertensive  agents.  One  must  not  ne- 
glect specific  questions  concerning  patterns  of 
alcohol  consumption.  Certain  types  of  trauma  and 
operations  are  associated  frequently  with  sexual 
dysfunction.3 

The  physical  examination  should  consist  of 
careful  evaluation  of  the  patient’s  emotional  state, 
particularly  looking  for  signs  of  depression.  The 
examination  also  should  include  evaluation  of  sec- 
ondary sexual  development  and  the  external  geni- 
talia, looking  for  any  abnormality  in  the  shaft  of 
the  penis  suggesting  Peyronie’s  disease.  Scrotal 
contents  should  be  examined  for  the  presence, 
size,  shape  and  consistency  of  the  testicle.  Prosta- 
tic abnormalities  and  rectal  sphincter  tone  should 
be  determined. 

Recommended  initial  laboratory  studies  in- 
clude SMA  12,  serum  testosterone,  serum  es- 
tradiol, thyroid  evaluation  and  urinalysis. 

Special  vascular  and  circulatory  studies  are  per- 
formed with  the  Doppler  ultrasound  probe.  Pe- 
nile pulses  and  penile  blood  pressure  are  best 
measured  with  a pediatric  blood  pressure  cuff  and 
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a Doppler  stethoscope  frequency  of  9.6  MHZ.4 
The  blood  pressure  of  the  penis  should  be  com- 
parable to  that  of  the  brachial  artery  blood  pres- 
sure. Penile:  brachial  artery  blood  pressures  less 
than  0.8  is  associated  with  significant  penile  vas- 
cular insufficiency.5  Pulse  wave  recordings  can 
also  be  obtained  but  are  less  specific  than  blood 
pressure  determinations. 

Psychological  testing  for  impotence  is  readily 
available  and  in  many  cases  helpful.  The  most 
common  tests  used  are  the  MMPI  (Minnesota 
Multi-phasic  Personality  Inventory)  and  CPI 
(California  Psychological  Inventory).  They  are 
helpful  as  screening  procedures,  but  should  not 
replace  psychiatric  consultation.  Depression  is  a 
common  finding  in  impotence.  In  many  cases,  it  is 
difficult  to  distinguish  whether  this  is  the  cause  of 
or  the  result  of  the  impotence  problem. 


Table  I 

FREQUENTLY  PRESCRIBED  DRUGS  THAT  MAY 
ADVERSELY  AFFECT  MALE  SEXUAL  FUNCTION 

DIAZEPAM- Valium  (Roche) 

METHYLDOPA-Aldomet  (Merck  Sharp  & Dohme) 
CHLORTHALIDONE-Hygroton  (USV) 
AMITRIPTYLINE-Elavil  (Merck  Sharp  & Dohme),  Endep 

(Roche) 

METHYLDOPA/HYDROCHLOROTHIAZIDE-Aldoril 
(Merck  Sharp  & Dohme) 

CHLORDIAZEPOXIDE-Librium,  Libritabs  (Roche) 
CLIDINIUM  BROMIDE-Quarzan  (Roche) 
THIORIDAZINE-Mellaril,  Mellaril-S  (Sandoz) 
SPIRONOLACTONE/HYDROCHLOROTHIAZIDE- 
Aldactazide  (Searle) 

RESERPINE-Serpasil  (Ciba) 

HYDRALAZINE-Apresoline  (Ciba) 
HYDROCHLOROTHIAZIDE-Esidrix  (Ciba), 
HydroDIURIL  (Merck  Sharp  & Dohme) 
DOXEPIN-Adapin  (Pennwalt),  Sinequan  (Pfizer) 
DIETHYLPROPION-Tenuate  (Merrell-National),  Tepanil 
(Riker) 

CLOFIBRATE-Atromid-S  (Ayerst) 

OXAZEPAM-Serax  (Wyeth) 

HYDROCHLOROTHIAZIDE/RESERPINE-Hydropres 
(Merck  Sharp  & Dohme) 

DICYCLOMINE-Bentyl  (Merrell-National) 
PHENTERMINE  RESIN-Ionamin  (Pennwalt) 
METRONIDAZOLE-Flagyl  (Searle) 
CLONIDINE-Catapres  (Boehringer  Ingelheim) 
IMIPRAMINE-Tofranil,  Tofranil-PM  (Geigy) 
SPIRONOLACTONE- Aldactone  (Searle) 

PHENTERMINE  HCI-Fastin  (Beecham) 
CYCLOBENZAPRINE-Flexeril  (Merck  Sharp  & Dohme) 
CHLORTHALIDONE/RESERPINE-Regroton  (USV) 
HYDROFLUMETHIAZIDE/RESERPINE-Salutensin 
(Bristol) 

MEDROXYPROGESTERONE-Provera  (Upjohn) 
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TREATMENT 

The  endocrine  aspects  of  impotence  are  com- 
plicated, and  description  of  specific  endocrine 
disorders  is  beyond  the  scope  of  this  paper.  Need- 
less to  say,  the  hypothalamic-pituitary-gonadal 
axis  can  be  affected  by  a number  of  abnormalities 
anywhere  along  this  axis.  Avoiding  the  possible 
offending  medications  listed  in  Table  I may  be 
effective  in  improving  impotence. 

Attempts  at  revascularization  of  the  corpora 
cavernosa  have  been  made  by  several  surgical 
groups.  Microsurgical  techniques  have  enabled 
implantation  of  the  inferior  epigastric  arteries 
into  the  corpora  cavernosa.6  The  success  of  this 
procedure  still  is  questionable.  Several  other 
methods  of  revascularization  are  being  evaluated. 
At  this  time,  no  universally  acceptable  means  of 
correcting  penile  circulatory  disturbances  exists. 

The  most  effective  device  for  correcting  vascu- 
lar, neurological,  other  organic  and  occasional 
psychogenic  causes  of  impotence  is  the  penile 
prosthesis.  The  earliest  prostheses  were  of  the 
semi-rigid  type.  The  best  known  of  these  is  the 
Small-Carrion  penile  implant  made  of  medical 
grade  silicone  rubber  with  a silicone  sponge  core. 
This  has  resulted  in  a device  that  is  the  most 
durable  and  frequently  used  penile  prosthesis 
with  over  10,000  having  been  implanted  in  this 
country  alone. 

The  inflatable  penile  prosthesis  has  provided  a 
revolutionary  concept  for  the  impotent  man.  It 
enables  the  impotent  male  to  obtain  an  erection 
by  means  of  a small  hydraulic  pump  which  trans- 
fers fluid  from  a reservoir  to  the  inflatable  cylin- 
ders which  are  inserted  in  the  corpora  cavernosa. 
A release  valve  allows  the  fluid  to  flow  back  to  the 
reservoir,  effectively  terminating  the  period  of 
erection. 

The  inflatable  prosthesis  is  a complicated 
hydraulic  pump/reservoir  system  with  an  inci- 
dence of  correctible  mechanical  problems  occur- 
ring in  up  to  20%  of  the  cases.  Patient  acceptance 
of  the  inflatable  prosthesis  is  excellent.  Studies 
demonstrate  over  90%  satisfaction  reported  by 
patients  and  their  sexual  partners  with  either  type 
prosthesis.7,  8 Current  cost  of  the  inflatable  pros- 
thesis is  approximately  $2,000.00.  The  semi-rigid 
rod  prosthesis  cost  $300.00  to  $500.00. 

SUMMARY 

Over  the  last  decade,  progress  in  the  diagnosis 
and  treatment  of  male  sexual  dysfunction  has 
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advanced  at  a rate  which  exceeds  the  capability  of 
medical  communication.  Improved  diagnostic 
techniques  continue  to  appear  on  the  horizon. 
Better  understanding  of  hormone  and  endocrine 
functions,  along  with  improved  methods  for  diag- 
nosing circulatory  disturbances  have  resulted  in 
the  detection  of  an  organic  cause  of  impotence  in 
the  majority  of  cases. 

The  problem  of  impotence  is  becoming  better 
defined  and  is  being  more  openly  discussed.  A 
definitive  procedure  for  correction  of  impotence 
exists  with  the  implantation  of  penile  prosthetic 
devices.  Hopefully,  the  future  will  provide  in- 
creasing success  with  non-surgical  treatment  of 
impotence.  Should  this  not  be  the  case,  it  is  com- 
forting to  know  that  patient  satisfaction  exceeds 
90%  following  the  insertion  of  penile  prosthetic 
devices.  □ 
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“I  told  him  to  get  help 
for  his  drinking.  He 
told  me  to  go  to  hell.” 

Too  often,  the  hardest  part  of  treating  alcoholism  is 
persuading  patients  to  seek  help.  Many  patients  refuse 
because  they  think  their  problem  is  “just  a little  one.” 
Fenwick  Hall  has  the  staff,  the  facilities  and  the  com- 
passion to  treat  any  stage  of  alcohol  or  drug  addiction. 
Our  4 to  6 week  specialized  program  incorporates  medi- 
cal detoxification  and  counseling  with  a unique  Family 
Program,  comprehensive  After  Care  and  the  tenets  of 
AA  to  enhance  self- growth  and  recovery  without  sacrific- 
ing dignity. 

If  one  of  your  patients  has  a pro- 
blem with  alcohol  or  drugs,  you 
need  to  know  about  Fenwick  Hall. 


JCAH  ACCREDITED.  BLUE  CROSS/CHAMPUS  PROVIDER. 
MOST  PRIVATE  INSURANCE  ACCEPTED. 


FENWICK  HALL 

John  H.  Magill,  Executive  Director 
P.O.  Box  688,  Johns  Island,  South  Carolina  29455  (803)  559-2461 
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When  your  overweight  patients  seek  your 
help  with  a weight  reduction  plan... 


The  benefits  will 
outweigh  the  risks 
when  you  prescribe 

MELFIAT 105 


Because  MELFIAT  105 
effectively  controls  appetite. 
MELFIAT  105  (phendimetrazine 
tartrate),  an  effective  anorexiant, 
provides  the  appetite  control  over- 
weight patients  often  need  to  begin  a 
successful  program  of  weight  reduc- 
tion. And  the  positive  results  of 
initial  short-term  therapy  with 
MELFIAT  105  can  help  motivate 
them  to  a lifelong  commitment  of 
weight  control. 

Because  MELFIAT  105  has  a 
3.7  hour  half-life  and  low  abuse 
potential. 

Therapeutic  efficacy  combined  with 
a short  half-life  and  minimal  abuse 
potential  make  MELFIAT  105  the 
drug  of  choice  in  the  treatment 
of  exogenous  obesity.  Because 
MELFIAT  105  has  a short  half-life, 
it  minimizes  drug  accumulation  and 
helps  to  eliminate  such  effects  as  dis- 
turbed sleep  patterns.  And,  because 
MELFIAT  105  has  significantly 
lower  abuse  potential  than  the 
amphetamines!  there’s  less  risk  to 
your  patients.  According  to  a NIDA 
(National  Institute  on  Drug  Abuse) 
report,  phendimetrazine  appeal’s  to 
be  the  least  abused  anorexiant  when 
compared  to  phentermine  and 
diethylpropion! 


Half-life  comparison  of  MELFIAT  105  and  other  anorexiants2 


MELFIAT  105 

J-/  nrs  (phendimetrazine  tartrate) 
diethylpropron  8 hrs 

phentermine  20  hrs 


0 10  20 
HALF-LIFE  (HOURS) 


Because  MELFIAT  105  is  in  a 
sustained-release  capsule. 

MELFIAT  105  provides  your 
patients  with  continuous  drug  deliv- 
ery for  appetite  control  that  lasts 
throughout  the  day  and  helps  to 
eliminate  compulsive  snacking  and 
overeating  at  meals.  In  addition,  the 
sustained -release  capsule  form 
maintains  more  constant  blood 
levels  of  MELFIAT  105...  without 
peaks  and  valleys. 

Because  MELFIAT  105  offers 
convenient,  once-a-day  dosage. 

MELFIAT  105  is  available  in  a con- 
venient capsule  containing  105  mg. 
The  simple  morning  dosage  regimen 
is  designed  to  encourage  compliance, 
minimizing  the  chance  of  missed 
doses  and  assuring  optimum  thera- 
peutic results. 

Because  MELFIAT  105  is  from 
Reid -Provident  Laboratories,  Inc. 

Reid -Provident  has  the  highest  stan- 
dards of  quality  to  assure  that  only 
the  finest  products  reach  you.  An 
advisory  board  of  research  scientists, 
physicians,  pharmacists,  and  other 
technical  staff  continually  review 
existing  products  and  new  product 
proposals  to  make  sure  that  the  lat- 
est pharmaceutical  technology  is 
used  in  their  design  and  manufacture. 
That’s  because  Reid- Provident  is 
committed  to  you  and  vour  patients. 

For  more  information  please  write  to 
Reid -Provident  Laboratories,  Inc. 

640  TFnth  Street,  N.W. 

Atlanta,  Georgia  30318 

References:  1.  Sheu  YS,  Ferguson  JA,  Cooper 
JR:  Evaluation  of  the  Abuse  Liability  ofDiethyl- 
propion,  Phendimetrazine,  and  Phentermine, 
unclassified  document  ADAMHA,  HHS.  Office 
of  Medical  and  Professional  Affairs,  NIDA,  1980. 

2.  Douglas  JG,  Munro  JF : The  role  of  drugs  in  the 
treatment  of  obesity.  Drugs  21:362-373, 1981. 


MELFIAT  105 
UNICELLES  <3 


(phendimetrazine  tartrate) 
Sustained-Release  Capsules  105  mg 


MELFIAT®  105  UNICELLES®  © 

(phendimetrazine  tartrate)  105  mg  Sustained-Release  Capsules 
INDICATIONS  AND  USAGE:  Melfiat®  105  (phendimetrazine 
tartrate)  is  indicated  in  the  management  of  exogenous  obe- 
sity as  a short-term  adjunct  (a  few  weeks)  in  a regimen  of 
weight  reduction  based  on  caloric  restriction.  The  limited 
usefulness  of  agents  of  this  class  (See  CLINICAL  PHARMA- 
COLOGY) should  be  measured  against  possible  risk  factors 
inherent  in  their  use  such  as  those  described  below. 
CONTRAINDICATIONS:  Advanced  arteriosclerosis,  sympto- 
matic cardiovascular  disease,  moderate  to  severe  hyperten- 
sion, hyperthyroidism,  known  hypersensitivity,  or  idiosyncrasy 
to  the  sympathomimetic  amines,  glaucoma.  Agitated  states. 
Patients  with  a history  of  drug  abuse.  During  or  within 
14  days  following  the  administration  of  monoamine  oxidase 
inhibitors  (hypertensive  crises  may  result). 

WARNINGS:  Tolerance  to  the  anorectic  effect  usually  devel- 
ops within  a few  weeks.  When  this  occurs,  the  recommended 
dose  should  be  discontinued.  Phendimetrazine  tartrate  may 
impair  the  ability  of  the  patient  to  engage  in  potentially  haz- 
ardous activities  such  as  operating  machinery  or  driving  a 
motor  vehicle;  the  patient  should  therefore  be  cautioned 
accordingly. 

Drug  Dependence:  Phendimetrazine  tartrate  is  related  chem- 
ically and  pharmacologically  to  the  amphetamines.  Amphet- 
amines and  related  stimulant  drugs  have  been  extensively 
abused,  and  the  possibility  of  abuse  of  phendimetrazine  tar- 
trate should  be  kept  in  mind  when  evaluating  the  desirability 
of  including  a drug  as  part  of  a weight-reduction  program. 

Abuse  of  amphetamines  and  related  drugs  may  be  associated 
with  intense  psychological  dependence  and  severe  social  dys- 
function. There  are  reports  of  patients  who  have  increased 
the  dosage  to  many  times  that  recommended.  Abrupt  cessa- 
tion following  prolonged  high-dosage  administration  results  in 
extreme  fatigue  and  mental  depression;  changes  are  also 
noted  on  the  sleep  EEG,  manifestations  of  chronic  intoxica- 
tion with  anorectic  drugs  include  severe  dermatoses,  marked 
insomnia,  irritability,  hyperactivity,  and  personality  changes. 

The  most  severe  manifestation  of  chronic  intoxication  is  psy- 
chosis, often  clinically  indistinguishable  from  schizophrenia. 
USAGE  IN  PREGNANCY:  The  safety  of  phendimetrazine  tar- 
trate in  pregnancy  and  lactation  has  not  been  established. 
Therefore,  phendimetrazine  tartrate  should  not  be  taken  by 
women  who  are  or  may  become  pregnant. 

USAGE  IN  CHILDREN:  Phendimetrazine  tartrate  is  not  recom 
mended  for  use  in  children  under  12  years  of  age. 

PRECAUTION:  Caution  is  to  be  exercised  in  prescribing  phen- 
dimetrazine tartrate  for  patients  with  even  mild  hyperten- 
sion. Insulin  requirements  in  diabetes  mellitus  may  be 
altered  in  association  with  the  use  of  phendimetrazine  tar- 
trate and  the  concomitant  dietary  regimen.  Phendimetrazine 
tartrate  may  decrease  the  hypotensive  effect  of  guanethi 
dine.  The  least  amount  feasible  should  be  prescribed  or  dis- 
pensed at  one  time  in  order  to  minimize  the  possibility  of 
overdosage. 

ADVERSE  REACTIONS:  Cardiovascular:  Palpitation,  tachycar 
dia,  elevation  of  blood  pressure. 

Central  Nervous  System:  Overstimulation,  restlessness,  dizzi- 
ness, insomnia,  euphoria,  dysphoria,  tremor,  headache;  rarely 
psychotic  episodes  at  recommended  doses. 

Gastrointestinal:  Dryness  of  the  mouth,  unpleasant  taste, 
diarrhea,  constipation,  other  gastrointestinal  disturbances. 
Allergic:  Urticaria. 

Endocrine:  Impotence,  changes  in  libido. 

0VERD0SAGE:  Manifestations  of  acute  overdosage  with 
phendimetrazine  tartrate  include  restlessness,  tremor, 
hyperreflexia,  rapid  respiration,  confusion,  assaultiveness, 
hallucinations,  panic  states. 

Fatigue  and  depression  usually  follow  the  central  stimulation. 
Cardiovascular  effects  include  arrhythmias,  hypertension  or 
hypotension  and  circulatory  collapse.  Gastrointestinal  symp- 
toms include  nausea,  vomiting,  diarrhea,  and  abdominal 
cramps.  Fatal  poisoning  usually  terminates  in  convulsions 
and  coma.  Management  of  acute  phendimetrazine  tartrate 
intoxication  is  largely  symptomatic  and  includes  lavage  and 
sedation  with  a barbiturate.  Experience  with  hemodialysis  or 
peritoneal  dialysis  is  inadequate  to  permit  recommendation 
in  this  regard.  Acidification  of  the  urine  increases  phendi- 
metrazine tartrate  excretion.  Intravenous  phentolamine 
(Regitine)  has  been  suggested  for  possible  acute,  severe 
hypertension,  if  this  complicates  phendimetrazine  tartrate 
overdosage. 

DOSAGE  AND  ADMINISTRATION:  Since  Melfiat®  105  (phendi 
metrazine  tartrate)  105  mg  is  a sustained-release  dosage 
form,  limit  to  one  sustained-release  capsule  in  the  morning. 
Melfiat®  105  (phendimetrazine  tartrate)  is  not  recom- 
mended for  use  in  children  under  12  years  of  age. 

HOW  SUPPLIED:  Each  orange  and  clear  sustained-release 
capsule  contains  105  mg  phendimetrazine  tartrate  in  bottles 
of  100. 

CAUTION:  Federal  law  prohibits  dispensing  without  prescription. 


Copyright  © 1982  Reid- Provident  Laboratories,  Inc.  All  rights  reserved.  April,  1982 


WJJl  Reid  Provident  Laboratories,  Inc. 
bAjJ  Atlanta,  Georgia  30318 


CARCINOMA  OF  THE  PROSTATE:  PERSONAL 
EXPERIENCE  1970-1981 


H.  ALBERT  STRESING,  M.D.* 
JACK  M.  GRAHAM,  M.D. 
JACK  A.  EVANS,  M.D. 

W.  HAROLD  NIXON,  M.D. 


Adenocarcinoma  of  the  prostate  is  a disease  that 
occurs  at  a rate  of  approximately  73,000  new  cases 
a year  and  will  result  in  the  eventual  death  of  60% 
of  these  men.1  In  view  of  the  large  numbers  of 
patients  affected  by  this  malignancy,  it  would 
seem  logical  to  assume  that  the  treatment  might 
be  fairly  straightforward.  Unfortunately,  this  is 
not  the  case,  and  in  fact,  at  virtually  every  stage  of 
this  disease  controversy  can  be  encountered.  Be- 
cause of  the  lack  of  a consensus  regarding  the 
treatment  of  this  malignancy,  we  have  reviewed 
our  results  in  512  patients  in  our  practice  from 
1970  through  1981,  and  this  review  forms  the 
basis  for  this  paper. 

Adenocarcinoma  of  the  prostate  traditionally 
has  been  classified  into  four  stages  and  only  re- 
cently have  these  been  subdivided.  These  stages 
attempt  to  reflect  the  extent  of  the  disease  but  a 
great  deal  of  overlap  exists.  The  stages  used  are  as 
follows: 

Stage  A:  This  is  considered  an  incidental 
finding  following  prostatectomy,  and  is  not  sus- 
pected by  rectal  examination.  Stage  A accounts 
for  5-10%  of  patients  and  generally  requires  no 
other  treatment. 

Stage  B:  This  is  the  classic  prostatic  nodule, 
found  in  approximately  5-10%  of  patients  with 
prostate  cancer. 

Stage  C:  This  cancer  has  extended  through 
the  prostatic  capsule  but  has  not  demonstrated 
metastases.  From  a surgical  standpoint  this  is  an 
unresectable  lesion  and  accounts  for  approx- 
imately 40-50%  of  new  cases. 

Stage  D:  This  represents  metastatic  disease 
and  also  accounts  for  about  40%  of  newly  diag- 
nosed cancers. 
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As  can  be  noted  from  the  stages,  only  about 
10-20%  of  all  prostatic  cancer  is  curable  at  the 
time  of  diagnosis,  and  these  patients  account  for 
the  greatest  controversies.  Conventional  methods 
of  treatment  are  as  varied  as  the  clinical  stages  and 
frequently  overlap  in  an  attempt  to  gain  max- 
imum effectiveness. 

There  are  three  basic  methods  of  treating  pros- 
tatic carcinoma  for  cure:  external  beam  irradia- 
tion therapy,  interstitial  irradiation  with  either 
1125  or  Aul98,  and  radical  prostatectomy.  We 
have  utilized  all  three  methods  in  our  practice  and 
although  our  experience  is  limited  in  numbers  and 
duration  of  follow-up,  we  feel  that  definite  trends 
can  be  noted  and  used  as  therapeutic  guidelines. 

RESULTS 

Early  in  our  practice,  it  was  felt  that  irradiation 
by  external  beam  gave  results  comparable  with 
surgery  and  without  the  devastating  complica- 
tions of  incontinence  or  impotence.  This  was 
based  on  the  reports  of  Jewett2  and  Ray3  in  the 
early  1970’s.  Consequently,  patients  felt  to  have 
Stage  B or  advanced  Stage  A cancers  were  re- 
ferred for  irradiation. 

Our  results  showed  that  75%  of  our  patients 
with  clinical  Stage  B disease  treated  with  external 
beam  irradiation  progressed  or  died  of  their  dis- 
ease and  only  one-fourth  remained  stable.  For 
Stage  A disease,  only  two  of  nine  (22%)  have 
progressed.  (Table  I).  These  patients  with  progres- 
sion have  developed  higher  stages  of  their  disease 
before  five  years,  which  indicates  poor  response  to 
radiation.  Since  our  results  have  been  so  poor  with 
conventional  radiation,  we  have  discontinued  our 
use  of  it  except  under  very  limited  circumstances. 

With  the  poor  results  obtained  from  external 
beam,  we  turned  our  attention  to  interstitial  irra- 
diation with  1125  in  an  attempt  to  provide  cure  or 
good  control  as  well  as  to  avoid  incontinence  and 
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preserve  potency.  Our  limited  experience  with 
this  method  in  seven  patients  is  also  shown  in 
Table  I.  The  results  with  this  treatment  modality 
are  better  than  those  obtained  with  conventional 
radiation.  However,  at  least  33%  have  progressed 
in  less  than  five  years  and  more  than  50%  are 
impotent.  Although  this  group  of  patients  com- 
prises the  smallest  number  in  our  series,  they  also 
have  some  of  our  more  serious  complications.  In 
addition  to  a high  rate  of  impotence,  one  patient 
has  severe  lymphedema  of  his  legs  and  one  patient 
had  a massive  pulmonary  embolus  requiring  vena 
cava  clipping. 

Despite  multiple  articles  in  the  urologic  litera- 
ture stating  that  results  for  radiation  and  surgery 
are  comparable,  our  patients  treated  with  surgery 
clearly  have  responded  much  better  than  any 
other  modality  (Table  I).  We  utilize  a limited 
pelvic,  obturator  and  iliac  node  dissection  with 
frozen  sections  to  evaluate  for  metastatic  nodal 
deposits  in  patients  with  normal  acid  phosphatase 
and  a negative  bone  scan.  If  the  nodes  are  nega- 
tive, we  proceed  with  a radical  retropubic  pros- 
tatectomy. We  have  had  to  abandon  surgery  in 
four  patients  in  whom  nodal  metastases  were 
found,  and  microscopic  metastases  were  not 
found  on  frozen  section  in  one  patient  who  has 
developed  a recurrence.  All  patients  are  impotent 
but  only  one  has  difficulty  with  incontinence  and 
is  well  controlled  with  a clamp.  Perhaps  most 
importantly,  all  patients  at  present  are  free  of 
disease  except  the  patient  with  unrecognized  me- 
tastases and  one  patient  who  died  11  years  post- 
operatively  of  causes  not  related  to  carcinoma. 


DISCUSSION 

Carcinoma  of  the  prostate  is  a frustrating  dis- 
ease for  the  patient  and  his  physician.  Since  this 
disease  is  encountered  in  the  later  decades  of  life, 
other  major  organ  diseases  are  likely  to  be  present, 
and  in  fact  have  a major  bearing  on  any  planned 
treatment.  It  is  our  current  practice  to  recom- 
mend that  a patient  with  limited  prostatic  cancer 
have  a radical  prostatectomy.  Interstitial  irradia- 
tion is  our  second  recommendation  followed  by 
external  beam  irradiation  if  the  patient  refuses 
any  surgery  or  if  overall  medical  condition  pro- 
hibits surgical  treatment.  Fear  of  impotence  and 
incontinence  are  the  most  frequent  reasons  for  not 
having  radical  prostatic  surgery,  but  our  experi- 
ence indicates  that  incontinence  is  a small  risk  and 
the  evidence  of  impotence  is  still  quite  substantial 
(over  50%)  in  patients  treated  with  either  method 
of  irradiation.  With  improvements  in  inflatable 
and  rigid  penile  prostheses,  impotence  need  not 
be  an  untreatable  condition.  (See  the  article  on 
Male  Sexual  Dysfunction  by  Lathem  in  this  Sym- 
posium — Editors.) 

We  reviewed  the  records  of  512  patients  with 
carcinoma  of  the  prostate  treated  from  1970-1981 
and  were  able  to  extract  only  47  who  have  been 
treated  for  cure.  Of  these  patients  29  were  treated 
with  external  beam  irradiation,  11  with  surgery, 
and  seven  with  interstitial  irradiation.  Our  results 
are  shown  in  Table  I. 

The  results  of  several  large  institutional  series 
are  shown  in  Table  II.  From  this  it  can  be  readily 
noted  that  there  is  a marked  discrepancy  in  results 
obtained  in  our  practice  and  that  reported  in  the 


Table  I 


Treatment 

Patients 

Average  Age 

Progression  or  Death 

Stable 

512  (Total) 

243  (47%) 

External 

20  (Stage  B) 

65.5 

15 

5 

beam 

9 (A-A2) 

63 

2 

7 

Surgery 

11 

58.4 

1 

10 

1125 

7 

60.7 

2 

5 

Table  II 

SURVIVAL  COMPARISON  BY  OTHER  STUDIES 


Number  of 

5 Year 

Author 

Patients 

Survivors 

Bagshaw  (4)  (external  beam) 

370 

67% 

Jewett  (5)  (surgery) 

268 

78% 

Carlton  (6)  (interstitial  irradiation) 

51 

57% 
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literature.  This  is  due  partly  to  methods  of  compil- 
ing data.  However  it  is  our  feeling  that  although  a 
patient  may  be  alive  at  a given  point  in  time,  the 
development  of  metastatic  disease  does  not  con- 
stitute good  control. 

SUMMARY 

In  summary,  our  results  in  treating  carcinoma 
of  the  prostate  are  reviewed  and  compared  with 
results  obtained  in  the  literature.  It  has  been  our 
experience  that  irradiation  for  control  of  prostate 
cancer  does  not  approach  the  effectiveness  ob- 
tained by  surgery  and  should  be  recommended 
only  in  patients  who  have  serious  medical  prob- 
lems or  who  refuse  surgery.  □ 
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CARCINOMA  OF  THE  PROSTATE:  OVERVIEW  OF 
NATURAL  HISTORY,  STAGING  AND  TREATMENT* 


ROBERT  P.  NELSON,  M.D.** 


Carcinoma  of  the  prostate  remains  an  enigma 
to  most  urologists.  At  every  stage  of  the  disease, 
from  incidental  finding  of  cancer  after  prostatec- 
tomy for  benign  disease,  to  widespread  metastatic 
involvement,  controversy  exists  as  to  the  appropri- 
ate management.  There  are  several  reasons  for 
controversy:  prostatic  carcinoma  occurs  at  a time 
in  life  when  deaths  from  other  diseases  are  quite 
common;  the  natural  history  may  be  varied  and 
unpredictable  with  frequently  long  survival; 
many  therapeutic  options  are  available  with  com- 
parable results,  and  there  is  lack  of  controlled 
studies  comparing  the  efficacy  of  various  treat- 
ments. Prolonged  survival  in  a given  patient  may 
have  nothing  to  do  with  individual  treatment  but 
may  reflect  lower  malignant  potential.1 

Further  evidence  for  the  varied  and  unpredict- 
able natural  history  of  prostate  cancer  is  that 
traditional  five-year  survival  rates  do  not  apply 
and  one  must  consider  15-vear  survival  statistics. 
Shorter  survival  figures  should  evaluate  evidence 
of  disease  or  time  to  relapse. 

INCIDENCE  AND  NATURAL  HISTORY 

Although  frequently  described  as  an  indolent 
neoplasm,  it  is  potentially  lethal,  with  23,300  an- 
nual deaths  in  the  United  States.2  However,  most 
men  with  prostatic  carcinoma  will  have  clinically 
inapparent  disease  and  will  die  of  other  causes.3 
By  systematically  step-sectioning  prostates  at  au- 
topsy, Franks  found  that  30%  of  all  men  over  the 
age  of  50,  and  50%  or  more  over  80,  have  prostatic 
carcinoma  histologically  indistinguishable  from 
active  cancers.4  The  incidence  of  prostatic  car- 
cinoma found  after  transurethral  resection  of  the 
prostate  is  about  one-half  that  in  autopsy  studies 
(Table  I).  Thus  30,000  of  100,000  men,  age  50  or 
more,  have  histological  prostatic  carcinoma,  a 
ratio  of  1300:1  to  those  who  actually  die  of  the 
disease  each  year.3  Therefore,  the  urologist  must 

° This  paper  was  written  to  place  the  results  reported  by  Dr. 
H.  A.  Stresing  in  this  symposium  in  the  perspective  of  the 
general  literature  on  prostate  cancer.  (Editors) 
Department  of  Urology,  Medical  University  of  South  Caro- 
lina, 171  Ashley  Avenue,  Charleston,  S.  C.  29425. 


remember  that  finding  prostatic  carcinoma  does 
not  always  mean  it  needs  to  be  treated. 


Table  I 

INCIDENTAL  PROSTATIC  CARCINOMA  IN 
TURP  SERIES  AND  AT  AUTOPSY 


Age 

TURP3 

Autopsy 4 

30-39 

2% 

40-49 

6% 

50-59 

10% 

29% 

60-69 

19% 

30% 

70-79 

29% 

40% 

80-89 

37% 

67% 

90-99 

60% 

100% 

The  most  important  factors  in  the  natural  his- 
tory of  prostate  cancer  are  tumor  size,  stage  and 
grade.  Poorly  differentiated  tumors  behave  in  a 
more  aggressive  manner  than  well-differentiated 
tumors.  The  malignant  potential  is  directly  re- 
lated to  the  histologic  tumor  grade  which  corres- 
ponds to  pelvic  lymph  node  metastases  and 
mortality5  (Table  II).  Other  factors  important  in 
the  natural  history  include  tumor  ploidy,6  tumor- 
host  interactions7,  8 and  the  response  of  elevated 
serum  acid  phosphatase  to  treatment  for  Stage  D 
carcinoma.9,  10 

DIAGNOSIS  AND  STAGING 

Frequently  in  the  early  stages  of  prostatic  car- 
cinoma, patients  may  be  asymptomatic,  but  some 
present  with  symptoms  of  outlet  obstruction  or 
metastatic  disease  such  as  back  or  hip  pain.  Rectal 
examination  remains  the  hallmark  for  the  diag- 
nosis of  prostatic  carcinoma.  Only  about  50%  of 
prostatic  nodules  or  induration  are  secondary  to 
carcinoma,  but  when  prostatic  symptoms  are 
present,  this  increases  to  77%.  Digital  examination 
is  very  important  in  establishing  the  extent  of 
carcinoma  within  the  prostate  and  detecting  ex- 
tra-capsular extension,  particularly  into  the  semi- 
nal vesicles.  Once  clinical  suspicion  of  prostatic 
carcinoma  is  present,  histologic  verification  is 
necessary  with  needle  biopsy. 
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Table  II 

INCIDENCE  OF  PELVIC  LYMPH  NODE  METASTASES  IN  RELATION  TO  CLINICAL  STAGING 


Author 

A, 

A2 

B i 

b2 

C 

Wilson  (25) 

0/4 

0/8 

5/36 

9/20 

10/19 

Grossman  (26) 

0/3 

25/47 

3/18 

4/14 

5/9 

Lieskovsky  (27) 

0/2 

1/8 

3/16 

12/39 

11/17 

Ray  (28) 

— 

— 

2/14 

3/11 

13/25 

McLaughlin  (29) 

— 

— 

4/19 

5/17 

12/24 

Bruce  (30) 

0/3 

— 

0/6 

5/13 

6/8 

Donohue  (31) 

0/5 

4/18 

— 

— 

— 

Nicholson  (32) 

0/1 

— 

2/26 

2/14 

2/6 

Golimbu  (33) 

0/4 

6/16 

— 

— 

— 

Brendler  (34) 

0/1 

3/22 

11/58 

14/27 

10/17 

Freiha  (35) 

— 

0/2 

2/13 

10/44 

24/41 

Totals 

0/23 

39/121 

32/206 

64/199 

93/166 

(32%) 

(15%) 

(32%) 

(56%) 

Tumor  markers  for  prostatic  carcinoma  are 
acid  and  alkaline  phosphatases.  Historically,  acid 
phosphatase  has  been  determined  on  the  basis  of 
an  enzymatic  spectrophotometric  method  and 
was  useful  for  staging  since  elevations  almost  al- 
ways indicated  metastatic  disease.  Recent  devel- 
opment of  the  radioimmunoassay  offers  much 
greater  sensitivity,  raising  the  possibility  of 
screening.  However,  several  problems  exist  as  to 
its  methodologic  reliability  and  its  significance  in 
apparently  local  clinical  disease.  However,  it  is 
not  currently  a useful  screening  procedure  since, 
at  best,  it  would  have  only  about  a 7%  predictive 
value  for  carcinoma  of  the  prostate  in  American 
males,  ages  50  to  85.  Possibly  if  a group  of  high- 
risk  patients  could  be  identified,  the  screening 
capabilities  could  be  re-examined.  The  enzymo- 
immunoassay  reaction,  currently  under  investiga- 
tion, combines  the  advantages  of  both  the  enzy- 
matic and  the  immunoassay  and  may  prove 
valuable.11 

Based  on  rectal  examination,  acid  phosphatase, 
bone  scan,  evaluation  of  lymph  node  metastases 
by  surgical  lymphadenectomy  (Table  II),  and  pos- 
sible CT  scanning  for  seminal  vesical  and  nodal 
involvement,  proper  staging  of  prostatic  car- 
cinoma can  be  determined.1 

Stage  A:  This  category  designates  incidental 
carcinoma  found  in  prostatectomy 
specimens  for  presumed  benign  pros- 
tatic hypertrophy.  Stage  A cancers 
are  subcategorized  into  Ax  and  A2 
disease  based  on  the  extent  of  tumor 
and  the  degree  of  differentiation.  Ar- 
bitrarily, Aj  disease  indicates  a well- 
differentiated  focal  carcinoma  com- 


prising less  than  5%  of  the  gland  or 
less  than  three  chips  on  transurethral 
resection.  Rarely  do  any  of  these  pa- 
tients demonstrate  progression. 

However,  Stage  A2  disease  repre- 
sents multifocal  changes  throughout 
the  prostate  gland,  is  usually  less 
well-differentiated  and  is  sometimes 
associated  with  lymph  node  involve- 
ment. These  patients  definitely  need 
further  therapy. 

Stage  A disease  is  found  in  about 
10%  of  all  prostatectomies,  and  Stage 
A disease  represents  about  10%  of  all 
patients  with  prostatic  carcinoma. 

Stage  B:  Stage  B carcinoma  represents  a pal- 
pable lesion  confined  to  the  prostate 
on  rectal  examination  and  constitutes 
10  to  15%  of  all  prostatic  carcinomas. 
A distinction  must  be  made  between 
Bl5  which  is  the  classic  nodule  of  less 
than  1.5  cm.  localized  to  one  lobe  of 
the  prostate,  and  B2  disease  which 
represents  larger  nodules  or  bilateral 
disease  and  is  often  associated  with 
more  poorly  differentiated  lesions. 
B:  disease  represents  an  early  stage  in 
the  natural  history  of  prostatic  car- 
cinoma and  is  frequently  associated 
with  well-differentiated  lesions.  The 
therapeutic  paradox  of  this  stage  is 
that  patients  can  be  cured  the  easiest 
but  are  those  who  may  live  the  long- 
est without  intervention. 

Stage  C:  Stage  C is  a larger  volume  of  local 
cancer  which  has  extended  beyond 
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the  prostatic  capsule,  usually  into  the 
seminal  vesicles,  but  has  not  metasta- 
sized. It  constitutes  approximately 
40%  of  all  prostatic  cancers  at  the 
time  of  diagnosis. 

Stage  D:  This  represents  metastatic  prostatic 
cancer  and  constitutes  40%  of  all 
prostatic  cancers  at  the  time  of  diag- 
nosis. Many  urologists  find  it  useful  to 
subcategorize  these  lesions  into  D: 
disease,  which  has  metastasized  to 
the  pelvic  lymph  nodes  and  D2,  with 
clinically  evident  metastatic  cancer 
or  elevated  acid  phosphatase. 

TREATMENT 

Essentially  there  are  five  options  in  the  treat- 
ment of  prostatic  carcinoma:  radical  prostatec- 
tomy, external  megavoltage  radiation,  interstitial 
radiation  with  or  without  external  beam  therapy, 
hormonal  manipulation  and  no  treatment. 

Radical  Prostatectomy:  Radical  surgery  in- 
volves removal  of  the  prostate  and  seminal  vesi- 
cles in  toto  either  by  the  perineal  or  retropubic 
route.  It  is  especially  applicable  to  Stage  Bi  dis- 
ease, but  is  appropriate  in  many  patients  with 
Stages  A2  and  R2  disease.  The  retropubic  route  is 
often  more  familiar  to  urologic  surgeons  and  pro- 
vides the  opportunity  of  performing  a simul- 
taneous lymphadenectomy. 

Stage  A Disease:  Many  feel  that  Stage  A2  dis- 
ease is  not  conveniently  treated  with  radical  pros- 
tatectomy because:  (1)  the  incidence  of  positive 
pelvic  lymph  nodes  in  these  patients  is  significant 
(Table  II)  and  these  tumors  are  frequently  high 
grade  making  cure  unlikely  with  any  form  of 
treatment;  and  (2)  secondary  radical  prostatec- 
tomy is  difficult  and  is  associated  with  higher 
morbidity,  especially  an  increased  incontinence 
rate. 

Stage  B Disease:  The  classic  articles  outlining 
the  Johns  Hopkins  experience  with  radical  pros- 
tatectomy for  Stage  B disease  provide  us  with  the 
two  of  the  few  studies  which  evaluate  15-year 
survival  statistics.12,  13  Jewett  reported  103  pa- 
tients with  Stage  B:  cancer  who  underwent  radi- 
cal perineal  prostatectomy  between  1909  and 
1951  with  tumor-free  survival  at  15  years  of  only 
27%.  Thirty-six  percent  died  from  causes  unre- 
lated to  prostatic  carcinoma,  a figure  exactly  what 
life  standard  tables  would  have  predicted.  Al- 
though most  tumors  were  small,  37%  of  all  pa- 


tients ultimately  died  of  carcinoma  of  the  pros- 
tate. Seminal  vesicle  invasion  was  found  in  almost 
one-half  of  those  who  died  from  the  disease.12 
Survival  statistics  are  limited  by  unavailability  of 
acid  phosphatase,  bone  scans  and  lymphadenec- 
tomy in  most  of  these  patients. 

A comparable  study  by  Walsh  and  Jewett  of  57 
patients  with  Bj  disease  treated  from  1951  to  1963 
revealed  a 51%  tumor  free  survival  of  15  years.13 
These  patients  were  better  staged  and  only  6% 
had  involvement  of  the  seminal  vesicles.  How- 
ever, even  these  statistics  could  probably  be  im- 
proved with  modern  staging  procedures  since 
none  of  these  patients  had  lymph  node  dissection 
or  bone  scan.  Comparable  15-year  survivals  were 
also  reported  by  Culp  and  Meyer  in  Stage  B1 
disease.14  Indications  for  radical  prostatectomy  in 
Stage  B2  disease  are  somewhat  controversial,  since 
32%  have  positive  pelvic  lymph  nodes  (Table  II). 
However,  with  modern  staging  techniques  such  as 
lymph  node  dissection,  bone  and  CT  scanning  and 
sensitive  assays  for  acid  phosphatase,  better  selec- 
tion of  surgical  candidates  should  be  possible. 
Recently  Middleton  et  al.  reported  90%  five-year 
tumor-free  survival  for  patients  with  B2  disease.15 

Complications  of  radical  prostatectomy  include 
90%  impotency  due  to  interruption  of  the  pelvic 
nerves  between  the  rectum  and  prostate  and  sig- 
nificant incontinence  in  approximately  five  to 
10%.  Bladder  neck  contractures  and  rectal  injury 
are  also  encountered  in  a small  number  of 
patients. 

External  megavoltage  beam  radiotherapy: 
The  most  definitive  long-term  study  outlining 
external  beam  radiation  is  the  Stanford  experi- 
ence reported  by  Bagshaw  in  1978. 16  Survival 
comparisons  with  series  for  radical  prostatectomy 
are  difficult  especially  since  accurate  pathologic 
staging  by  lymph  node  dissection  was  not  avail- 
able. Disease-free  five  and  10-year  survival  for 
clinical  Stage  B was  67%  and  47%,  and  44%  and 
33%  for  clinical  Stage  C disease. 

Complications  of  radiation  therapy  include 
4.5%  incidence  of  severe  gastrointestinal  symp- 
toms, 3%  of  severe  urinary  symptoms  and  40% 
impotency.16  Post-treatment  prostate  biopsies  in 
70  patients  two  or  more  years  later  disclosed  a 29% 
incidence  of  positive  biopsies  in  normal-feeling 
prostates  and  an  85%  incidence  of  positive  biop- 
sies in  abnormal-feeling  glands,  but  the  signifi- 
cance of  these  findings  is  controversial.1,  17 

Interstitial  Radiation  Therapy:  Whitmore  has 
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popularized  surgical  implantation  of  1125  seeds  in 
conjunction  with  staging  pelvic  lymphadenec- 
tomy  as  a primary  modality  for  cure  in  carcinoma 
of  the  prostate.18  1125  implantation  has  less  mor- 
bidity than  external  radiation  therapy  techniques, 
and  provides  a larger  dose  of  radiation,  approx- 
imately 16,000  rads  over  a longer  period  of  time, 
approximately  one  year.  Although  15-year  fol- 
lowup is  not  available  at  this  time  early  results  are 
comparable  to  external  radiation  therapy.  Bowel 
and  urinary  complications  are  2%  or  less  and 
impotency  is  very  uncommon.  Certainly  further 
controlled  studies  with  longer  followup  are  neces- 
sary to  evaluate  the  efficacy  of  1125  therapy. 

Hormonal  Manipulation:  Hormonal  manip- 
ulation either  by  bilateral  orchiectomy  or  oral 
estrogen  for  metastatic  prostatic  carcinoma  was 
first  established  by  Huggins  and  Hodges  in  1941. 19 
Approximately  70%  of  their  patients  responded  to 
hormonal  manipulation.  A long  controversy  has 
existed  regarding  the  proper  timing  of  hormonal 
treatment  since  there  is  no  good  evidence  that 
early  therapy  prolongs  survival  or  that  a clinical 
response  cannot  be  obtained  as  easily  when  ther- 
apy is  given  after  symptoms  have  developed. 
However,  early  therapy  may  provide  recognition 
of  nonresponders  so  that  any  potentially  effective 
chemotherapy  can  be  given  before  significant 
debilitation  from  chronic  metastatic  disease 
develops. 

Present  chemotherapy  regimens  are  limited  by 
the  debility  of  patients  with  metastatic  disease 
and  the  continued  reliance  on  hormonal  treat- 
ment. While  prostatic  carcinoma  is  a slow-grow- 
ing tumor,  generally  not  well  suited  for  cytotoxic 
chemotherapy,  Cytoxan  has  shown  a 20%  objec- 
tive response  rate  but  palliation  was  short-lived. 
Cis-platinum  also  has  shown  some  promise  in 
Stage  D cancer.20,  23 

CONCLUSIONS 

Dr.  Stresing  presents  a commendable  series  of 
patients  treated  with  acceptable  methods  of  cura- 
tive therapy  for  prostatic  carcinoma.  His  survival 
statistics  are  short-term,  but  do  point  out  some 
interesting  advantages  of  radical  prostatectomy 
over  external  beam  of  1125  radiation  therapy.  Of 
interest  in  such  a series  would  be  the  grade  of  the 
individual  tumors  and  also  the  precise  type  of 
external  beam  radiation  therapy  given.  His  radia- 
tion therapy  results  may  not  be  comparable  to  the 
surgical  because  followup  seems  to  be  quite  vari- 
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able  and  these  patients  are  somewhat  older  than 
the  patients  who  underwent  surgical  treatment. 

The  present  controversies  in  prostatic  cancer 
center  on  the  detection  and  optimal  management 
of  early  stage  disease.  Unfortunately  most  patients 
present  with  far  advanced  disease  and  treatment 
modalities  are  limited.  Needed  are  biochemical 
markers  which  reflect  the  malignant  potential  of 
the  prostatic  cancer  cells  and  give  accurate  mea- 
surements of  tumor  presence  and  cancer  size, 
allowing  treatment  for  potential  cure. 

Studies  regarding  the  efficacy  of  various 
modalities  therapy  seldom  give  comparable  re- 
sults and  are  frequently  uncontrolled  studies  with 
less  than  15-year  followup.  We  must  remember 
that  frequently  it  is  not  a question  of  whether 
radical  prostatectomy  is  better  or  worse  than  radi- 
ation therapy,  but  whether  either  modality  is  any 
better  than  the  natural  history  of  the  disease  alone. 
The  clinician  must  also  be  mindful  of  natural  life 
expectancy  at  different  ages,  estimated  fairly  well 
from  life  insurance  tables  which,  in  the  words  of 
Whitmore,  “.  . . constitute  a realistic,  sobering  and 
finite  expression  of  the  human  survival  situation.’’ 
At  age  63,  the  10  year  expected  survival  is  64%. 23 

Curative  therapy  is  directed  towards  cancers 
confined  to  the  prostate  gland,  specifically  Stages 
A and  B.  Certainly  in  this  setting,  the  results  of 
radical  prostatectomy  should  be  considered  the 
standard  which  can  be  accomplished  under  the 
most  ideal  of  all  conditions,  i.e.  total  removal  of 
the  disease,  while  radiation  therapy  under  the  best 
of  conditions  could  only  approach  the  results 
achieved  by  surgical  removal.  There  is  no  doubt 
that  radical  prostatectomy  in  Stage  Bj  disease  is 
potentially  curative,  with  better  than  50%  survival 
rates,  and  provides  the  best  method  of  control 
here.  Unfortunately,  the  paradox  is  that  these 
tumors  are  small  and  generally  low-grade,  so  they 
are  precisely  those  most  likely  to  live  longest  with 
no  therapy  at  all.  Recently,  the  pendulum  seems 
to  have  swung  towards  radiation  therapy  for 
Stages  A2  and  B2  disease,  but  surgery  still  has  a 
definite  indication  here  and  should  gain  more 
popularity  in  the  future.  The  advent  of  appropri- 
ate and  acceptable  penile  prostheses  obviates 
much  of  the  concern  of  impotency.  Additionally, 
ongoing  studies  using  adjunctive  chemotherapy  in 
early  stage  disease  should  increase  the  applicabil- 
ity of  surgery  for  tumor  debulking,  as  chemo- 
therapy may  be  more  effective  with  less  tumor 
burden. 
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Cancers  not  confined  to  the  prostate  gland  are 
essentially  incurable  by  any  modality  available 
today.1  Additionally,  the  Johns  Hopkins  series  of 
clinical  low  stage  lesions  reveals  no  survivors  with 
high  grade  disease.24  In  such  settings,  the  clinician 
seeks  to  maintain  or  improve  the  quality  of  life. 
Perhaps  Whitmore  said  it  best  in  his  paper  on  the 
natural  history  of  prostatic  cancer:  “Appropriate 
treatment  implies  that  therapy  be  applied  neither 
to  those  patients  for  whom  it  is  unnecessary  nor  to 
those  for  whom  it  will  prove  ineffective.  Further- 
more, the  therapy  should  be  that  which  will  most 
assuredly  permit  the  individual  a qualitatively 
and  quantitatively  normal  life.  It  need  not,  neces- 
sarily, involve  an  effort  at  cancer  cure.  Human 
nature  in  physicians  be  they  surgeons,  radiothera- 
pists or  medical  oncologists  is  apt  to  attribute  good 
results  following  treatment  to  such  treatment  and 
bad  results  to  the  cancer  ignoring  what  is  some- 
times the  equally  plausible  possibility  that  the 
good  results  are  as  much  of  a consequence  of  the 
natural  history  of  the  tumor  as  are  the  bad 
results.”23 

Further  efforts  in  treating  carcinoma  of  the 
prostate  should  be  directed  toward  new  insights  at 
the  molecular  level  of  this  disease  and  the  evalua- 
tion of  nonhormonal  systemic  therapy,  such  as 
cytotoxic  chemotherapy  and  immunotherapy, 
which  presently  are  in  their  infancy.  □ 
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CURRENT  PRACTICAL  APPROACH  TO  THE 
DIAGNOSIS  AND  TREATMENT  OF  MALE 
INFERTILITY 

STANLEY  H.  GREENBERG,  M.D.* 


Approximately  15%  of  couples  attempting  to 
establish  a pregnancy  are  unsuccessful  after  12 
months  of  trying.  For  30-50%  of  these  couples,  the 
“male  factor”  is  either  the  primary  cause  of  the 
infertility  or  a contributory  cause.  Therefore, 
there  are  many  young  men  now  seeking  help  from 
physicians  for  diagnosis  and  treatment  of  the 
problem  of  an  infertile  marriage.  What  can  be 
done  for  these  patients,  given  our  present  knowl- 
edge of  male  reproductive  physiology  and  avail- 
able treatment  regimens?  The  basic  approach  to 
the  male  infertility  patient  is  similar  to  the  physi- 
cian’s evaluation  of  any  medical  problem.  A thor- 
ough pertinent  history  is  obtained,  a careful 
physical  examination  is  performed,  appropriate 
laboratory  tests  done  and  the  results  of  these  tests 
are  interpreted,  taking  into  account  all  of  the 
clinical  information  available.  Finally,  a diagnosis 
is  made  and  treatment  may  proceed  accordingly. 

HISTORY 

A brief  general  medical  history  is  helpful  in 
ruling  out  any  underlying  medical  problems.  Cer- 
tain aspects  of  the  history  should  be  stressed,  how- 
ever. The  duration  of  the  infertility  problems 
should  be  ascertained.  The  couple  may  have  been 
married  for  ten  years,  but  used  contraception  for 
m years.  The  urgency  for  full  evaluation  of  a 
couple  of  20-year-olds  experiencing  infertility  for 
six  months  may  be  different  from  that  for  a couple 
in  their  30’s  experiencing  infertility  problems  for 
six  years.  The  physician  must  be  willing  and  able 
to  elicit  information  concerning  sexual  perfor- 
mance, such  as  frequency  of  intercourse,  use  of 
lubricant,  potency  and  sexual  technique.  The 
physician  must  be  willing  and  able  to  educate  the 
male  patient  concerning  coital  timing  in  regard  to 
the  female’s  ovulatory  cycle.  Information  regard- 
ing the  man’s  involvement  in  pregnancies  during 
previous  relationships  is  obviously  relevant.  The 
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patient  should  be  asked  about  any  history  of  or- 
chitis (from  mumps  or  other  causes),  genital 
trauma,  cryptorchidism  and  precocious  or  de- 
layed pubertal  development.  Severe  febrile  ill- 
ness, systemic  disease  such  as  diabetes  mellitus, 
inflammatory  bowel  disease,  etc.,  and  chronic 
medications  such  as  anti-seizure  drugs,  psycho- 
tropic agents  or  chemotherapy  can  have  consider- 
able relevance  to  fertility  status.  Any  history  of 
pelvic,  inguinal  or  genital  surgery  or  radiotherapy 
should  be  discussed.  Finally,  occupational  or  en- 
viromental  exposure  to  chemical  agents,  radiation 
or  unusually  high  ambient  temperature  should  be 
taken  into  consideration. 

PHYSICAL  EXAMINATION 

Information  obtained  from  the  history  may  di- 
rect the  physician’s  attention  to  specific  problems, 
such  as  extent  of  neurologic  lesions  in  spinal  cord 
injury  patients,  congenital  anomalies,  or  post-sur- 
gical changes  in  men  with  cryptorchidism  or  hy- 
pospadias. In  general,  however,  a brief  but 
complete  physical  examination  with  meticulous 
genital  examination  is  advisable.  Stigmata  of  en- 
docrine deficiency  or  disease,  gonadal  atrophy  or 
inflammatory  conditions  are  especially  sought. 

LABORATORY  STUDIES 

It  is  desirable  that  all  men  requesting  evalua- 
tion for  an  infertile  marriage  have  at  least  two 
semen  analyses  performed.  The  specimens  are 
preferably  collected  by  masturbation  and  exam- 
ined within  two  hours  after  collection.  It  makes 
sense  to  collect  the  specimens  at  a minimum  of 
two  to  four  week  intervals,  since  normal  vari- 
ability as  well  as  induced  changes  in  semen  pa- 
rameters evolve  gradually.  The  semen  analysis 
usually  involves  measurement  or  estimation  of  the 
ejaculate  volume,  sperm  count,  sperm  motility 
characteristics  and  sperm  morphology.  Further- 
more, seminal  viscosity,  presence  or  absence  of 
sperm  agglutination  and  both  hematospermia  and 
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pyospermia  are  evaluated.  Standard  techniques 
for  semen  analysis  are  well  described  elsewhere 
and  will  not  be  repeated  in  detail  here.1  It  should 
be  noted,  however,  that  although  semen  volume 
and  sperm  count  are  simple  parameters  to  mea- 
sure, sperm  motility  analysis  is  usually  subjective 
and  may  be  complex.  Sperm  motility  is  thought  to 
be  at  least  as  important  a factor  as  sperm  count  in 
assuring  fertility  potential,  since  the  initial  barrier 
to  fertilization  is  the  cervical  mucus  which  must 
be  actively  penetrated  by  the  sperm.  Further- 
more, the  ovum  and  its  surrounding  zona  must 
also  be  penetrated  by  a combination  of  physical 
motion  and  chemical/enzymatic  processes. 
Sperm  motility  is  usually  evaluated  by  placing  a 
drop  of  semen  on  a microscope  slide  and  estimat- 
ing the  percent  of  sperm  with  any  activity 
(viability)  as  well  as  the  average  quality  of  move- 
ment of  the  individual  sperm  (motility)  in  several 
high  power  fields.  However,  in  many  instances 
this  simple  estimation  is  inadequate  to  assess 
sperm  motility  and  predict  in  vivo  performance. 
Several  simple  in  vitro  tests  have  been  devised  to 
estimate  the  sperm’s  ability  to  penetrate  cervical 
mucus.2  These  tests  may  be  useful  in  distinguish- 
ing a cervical  factor  problem  from  sperm  motility 
deficiency  when  post-coital  examinations  are  un- 
satisfactory in  spite  of  semen  analyses  that  indi- 
cate grossly  normal  motility  parameters.  Elabo- 
rate assay  techniques  are  available  to  estimate  the 
sperm’s  ability  to  fertilize,  using  zona-free  ham- 
ster eggs,  but  these  tests  are  not  practical  for  office 
use.3  Generally  accepted  “minimal’’  semen  pa- 
rameters are:  volume  1-5  cc.;  count  20  million 
sperm  per  cc.  or  50  million  sperm  per  ejaculate; 
viability  greater  than  60%;  motility  greater  than  2 
(0  = no  movement;  1 = vibrating  motion  in  place,  2 
= circular  or  random  movement,  3 = forward 
progression  in  straight  line,  4 = fast  forward  pro- 
gression in  straight  line);  morphology  greater  than 
60%  normal  oval  forms;  complete  liquefaction 
within  30  minutes  after  ejaculation;  no  sperm 
agglutination,  no  hematospermia  and  no  pyosper- 
mia (no  more  than  10  WBC/per  high  power 
field). 

Endocrine  evaluation  is  probably  warranted 
when  counts  are  consistently  less  than  20  million 
sperm  per  cc.  and  certainly  advisable  when  counts 
are  less  than  10  million  per  cc.  or  less  than  25 
million  sperm  per  total  ejaculate.  Serum  testoster- 
one, FSH  and  LH  should  be  measured.  Serum 
prolactin,  thyroid  hormone,  17  hydroxy-pro- 


gesterone or  urinary  pregnanetriol,  17  hydroxy- 
and  keto-steroids  need  not  be  measured  routinely 
but  reserved  for  patients  who  have  clinical  signs  or 
symptoms  or  other  laboratory  evidence  of  pitui- 
tary, thyroid  or  adrenal  dysfunction. 

Anti-sperm  antibody  titers  can  be  measured  in 
both  serum  and  seminal  fluid.  Such  an  evaluation 
is  generally  reserved  for  cases  of  persistent  sperm 
agglutination,  severely  depressed  sperm  motility 
in  the  presence  of  normal  sperm  counts,  poor 
postcoital  examination  in  face  of  normal  semen 
analyses  or,  otherwise  unexplained  infertility. 

Diagnostic  testis  biopsy  can  be  helpful  in  dis- 
tinguishing obstructive  lesions  (relatively  infre- 
quent) from  germinal  epithelial  failure  (more 
common)  in  men  with  azoospermia  and  severe 
oligosphermia  with  normal  endocrine  parame- 
ters. 


Table  I 

FREQUENCY  OF  DYSFUNCTIONS  ASSOCIATED  WITH 
CHRONIC  INFERTILITY4 


Percentage 

Diagnosis:  of  All  Patients 

Varicocele  37.4 

Idiopathic  oligoasthenospermia 25.4 

Testicular  failure 9.4 

Obstruction  6.1 

Cryptorchidism 6.1 

Volume  4.7 

Agglutination 3.1 

Sexual  dysfunction  2.8 

Viscosity 1.9 

Ejaculatory  failure  1.2 

Endocrine  0.9 

High  density  0.5 

Necrospermia  0.5 


CATEGORIZATION  OF  PATIENTS  FOR 
THE  PURPOSE  OF  PROGNOSIS 
AND  TREATMENT 

After  completion  of  these  initial  examinations, 
it  is  usually  possible  to  counsel  the  couple  as  to  the 
man’s  contribution,  if  any,  to  their  infertility 
problem.  Depending  on  the  underlying  nature  of 
the  problem,  treatment  may  be  initiated.  Of  525 
consecutive  men  evaluated  for  a complaint  of  an 
infertile  marriage  in  a previously  reported  series, 
100  were  felt  to  be  of  normal  fertility  potential  by 
our  available  criteria.  The  remaining  425  men 
were  categorized  as  having  at  least  one  of  the 
following  problems:  varicocele,  idiopathic  oligo- 
asthenospermia, testicular  failure,  obstructive 
azoospermia  or  oligospermia,  cryptorchidism, 
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ejaculate  volume  disorder,  sperm  agglutination, 
sexual  dysfunction,  abnormal  seminal  viscosity, 
ejaculatory  failure,  endocrine  dysfunction,  high 
sperm  density,  necrospermia.4  A brief  explanation 
of  these  categories  and  their  therapeutic  implica- 
tions follows: 

Varicocele 

Approximately  35%  of  infertile  men  presenting 
for  evaluation  will  be  found  to  have  varicocele. 
This  is  certainly  the  most  common  identifiable 
cause  of  male  subfertility.  Nearly  90%  of  the  men 
with  varicoceles  have  clinically  detectable  scrotal 
varicosities  only  on  the  left  side.  Nevertheless, 
clinical  and  experimental  data  have  shown  a bilat- 
eral effect  on  spermatogenesis.  Although  there  are 
a number  of  theoretical  reasons  why  the  presence 
of  a varicocele  may  result  in  diminished  sper- 
matogenesis, the  only  proven  effect  is  an  elevation 
of  scrotal  and  testicular  temperature.  Since  15%  of 
all  men  have  a varicocele,  clearly  the  condition  is 
not  clinically  significant  in  all  cases.  However,  of 
those  men  complaining  of  a chronically  infertile 
marriage  and  found  to  have  a varicocele  as  well  as 
depressed  parameters,  surgical  correction  of  the 
varicocele  can  lead  to  improvement  in  sperm 
count,  motility  or  morphology  in  perhaps  80%  of 
the  cases  with  an  expected  pregnancy  rate  of  60% 
in  properly  selected  cases. 

Percutaneous  angiographic  techniques  have 
been  used  for  varicocele  occlusion,  but  the  long- 
term success  and  complication  rate  of  such  pro- 
cedures is  yet  to  be  determined. 

Idiopathic  Oligoasthenospermia 

As  many  as  25%  of  infertile  men  must  be  classi- 
fied as  "idiopathic.  These  men  have  abnormal 
semen  quality-low  sperm  counts,  poor  sperm 
motility,  abnormal  sperm  morphology  or  a com- 
bination of  these  — but  no  detectable  physical  or 
laboratory  abnormality  to  explain  the  problem. 
This  is  clearly  a heterogeneous  group  of  patients 
whose  problems  may  stem  from  subtle  endocrine 
imbalances  or  deficiences,  genital  or  systemic  in- 
fections, genetic  abnormalities,  or  exposure  to 
anti-spermatogenic  substances  either  as  an  adult 
or  even  in  utero. 

In  cases  of  obvious  exposure  to  toxins,  such  as 
certain  insecticides,  change  of  environment  may 
be  therapeutic.  However,  for  lack  of  any  available 
drug  to  specifically  stimulate  spermatogenesis, 
treatment  of  this  group  of  patients  is  generally 
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limited  to  non-speeilie  testicular  stimulation  with 
hormones  such  as  Clomid,  HCG  and/or  HMG. 
Suppression  of  spermatogenesis  with  high  doses  of 
parenteral  testosterone  with  a "rebound  of  sper- 
matogenesis upon  withdrawal  of  the  testosterone 
can  sometimes  be  attempted.  Objective  improve- 
ment in  semen  quality  and  pregnancy  rates  rarely 
exceed  20-30%  with  any  of  these  treatments. 

Testicular  Failure 

Approximately  10%  of  infertile  men  will  be 
diagnosed  as  having  end-organ  failure  of  the 
testes.  Generally  the  testes  are  small  (less  than  3.5 
cm.  in  greatest  diameter)  and  serum  FSH  will  be 
elevated.  In  advanced  cases  serum  LH  is  also 
elevated  and  serum  testosterone  will  be  low. 
These  men  may  have  specific  chromosomal  ab- 
normalities, such  as  Klinefelter’s  syndrome.  They 
may  have  germinal  cell  aplasia  (Sertoli-cell-only 
syndrome)  or  may  have  suffered  testicular  injury 
from  mumps  or  non-specific  infection  or  injury 
secondary  to  surgery,  radiotherapy,  chemothera- 
py or  trauma.  All  syndromes  of  hypergonadotrop- 
ic hypogonadism  fall  into  this  category,  and  by 
definition,  such  cases  of  testicular  failure  are  irre- 
versible and  the  resultant  infertility  untreatable. 
When  warranted  by  symptoms,  testosterone  re- 
placement may  be  prescribed  however. 

Obstruction 

Obstructive  azoospermia  or  oligospermia  may 
be  due  to  vasectomy,  trauma,  congenital  abnor- 
malities or  bilateral  epididymitis.  With  presently 
available  techniques,  vasectomy  reversal  may  re- 
sult in  return  of  sperm  to  the  semen  in  over  90%  of 
the  cases  and  pregnancy  rates  of  50-70%.  Recon- 
structive surgery  following  infection  or  for  con- 
genital abnormalities  is  less  successful,  however. 

Cryptorchidism 

As  a group,  cryptorchid  men  either  unilateral 
or  bilateral  and  operated  or  not,  have  demonstra- 
bly diminished  fertility  potential.  In  one  study 
unilaterally  cryptorchid  patients  who  had  under- 
gone successful  surgery  as  children  had  average 
sperm  counts  of  one-third  that  of  a control  group.5 
There  is  no  specific  therapy  available  to  improve 
the  sperm  counts  in  cryptorchid  men  who  suffer 
from  oligospermia.  At  the  present  time  it  is  rec- 
ommended that  children  with  maldescended  tes- 
tis should  be  operated  on  before  the  age  of  three.  It 
is  possible  that  this  may  improve  fertility  potential 
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in  this  group  of  patients.  Also  in  view  of  the  well- 
known  increased  risk  of  malignancy  in  the  undes- 
cended testis,  such  patients  should  be  instructed  in 
self-examination  and  should  be  followed  care- 
fully. 

Volume 

Perhaps  5%  of  infertile  men  will  be  found  to 
have  ejaculate  volumes  consistently  less  than  1 cc. 
or  greater  than  5 cc.  In  the  patient  with  an  un- 
usually low  semen  volume  with  otherwise  normal 
sperm  count  and  motility,  sub-fertility  may  result 
because  of  difficulty  in  semen  deposition  at  the 
cervical  os.  In  such  patients  AIH  (artificial  insem- 
ination using  the  husband  s semen)  should  cir- 
cumvent the  difficulty.  In  men  with  normal 
sperm  counts,  but  high  ejaculate  volumes,  the 
sperm  concentration  may  be  well  below  20  mil- 
lion sperm  per  cc.  Again,  because  of  the  barrier 
presented  by  the  cervical  canal,  diminished  fertil- 
ity potential  may  result.  Concentration  of  the 
semen  by  either  split  ejaculate  technique  or  cen- 
trifugation with  subsequent  AIH  has  been  shown 
to  improve  the  pregnancy  rates  in  such  cases. 

Agglutination 

In  the  report  previously  quoted,  approximately 
5%  of  infertile  men  were  found  to  have  persistent 
sperm  agglutination  seen  microscopically  on  rou- 
tine semen  analysis.  Approximately  half  of  these 
men  were  found  to  have  significant  titers  of  anti- 
sperm antibody.  Steroid  therapy,  in  such  cases, 
can  be  expected  to  result  in  pregnancy  rates  of 
approximately  30%  in  otherwise  chronically  in- 
fertile couples.  The  cause  and  treatment  of  this 
phenomenon  in  men  who  do  not  have  anti-sperm 
antibody  is  presently  unknown. 

Sexual  Dysfunction 

A small  percentage  of  men  presenting  for  fertil- 
ity evaluation  are  found  to  have  significant  prob- 
lems with  erectile  impotence  or  difficulties  with 
coital  timing  or  technique.  In  men  with  neu- 
rologic disease,  it  is  sometimes  possible  to  obtain 
an  ejaculated  semen  specimen  despite  erectile 
impotence  and  proceed  with  AIH.  In  couples  with 
psychological  disturbances,  marital  counseling  is 
probably  appropriate  before  continuing  with  fer- 
tility evaluation  and  treatment. 

Viscosity 

A small  percentage  of  men  will  have  otherwise 


normal  semen  parameters  but  abnormally  viscous 
semen.  In  some  cases,  this  may  result  in  poor 
penetration  of  sperm  between  the  semen/cervical 
mucus  interface.  Semen  may  be  liquefied  by  a 
number  of  techniques,  the  easiest  of  which  is 
probably  aeration  accomplished  by  passage  of  the 
semen  through  a #21  gauge  needle.  AIH  must 
then  be  utilized. 

Ejaculatory  Failure 

Another  uncommon  complaint  in  a population 
of  sub-fertile  men  is  inability  to  ejaculate.  Al- 
though this  may  be  the  result  of  diabetes,  neu- 
rologic disease,  pelvic  surgery,  or  drug  use,  in 
most  instances  there  is  an  underlying  psychologi- 
cal problem  and  appropriate  referral  is  necessary. 
In  cases  of  autonomic  denervation  of  the  internal 
male  accessory  sexual  organs  and  bladder  neck 
mechanism,  treatment  with  oral  sympathomime- 
tic drugs  is  sometimes  effective  in  stimulating 
antegrade  ejaculation.  If  retrograde  ejaculation  is 
present,  sperm  may  be  recovered  in  the  urine  and 
after  concentration  and  alkalinazation  of  the  spec- 
imen, AIH  can  be  attempted. 

Endocrine 

In  the  previously  reported  study  of  525  con- 
secutive male  infertility  patients,  despite  thor- 
ough and  sophisticated  endocrine  evaluation,  only 
1%  of  the  patients  were  found  to  have  clearcut 
hypothalamic  or  pituitary  disease  resulting  in 
oligospermia.  Such  patients  can  be  treated  by 
appropriate  replacement  therapy  with  HCG  and/ 
or  HMG.  No  cases  of  clinically  significant  thryoid 
or  adrenal  dysfunction  were  found  in  this  series 
and  such  problems,  as  well  as  hyperprolactinemia, 
are  probably  very  rare  causes  of  male  infertility. 

High  Density 

Rarely  an  infertility  patient  is  found  with 
sperm  concentrations  consistently  greater  than 
250  million  sperm  per  cc.  Although  in  most  in- 
stances, men  with  such  sperm  counts  are  normally 
fertile,  there  appear  to  be  well-documented  cases 
where  the  unusually  high  density  is  detrimental  to 
motility  and  fertility.  Successful  treatment  has 
been  instituted  by  dilution  of  the  semen  followed 
by  AIH. 

Necrospermia 

Infrequently  patients  are  discovered  to  have 
normal  sperm  counts  with  total  immotility  of  the 
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sperm.  This  finding  is  termed  necrospermia.  Al- 
though most  cases  are  idiopathic,  some  of  these 
men  will  be  found  to  have  Kartagener’s  syndrome 
in  which  there  is  a specific  defect  in  molecular 
cross-linking  of  the  dynamic  proteins  in  cilia,  as 
well  as  sperm  tails.  No  treatment  is  available  in 
such  cases. 

CONCLUSION 

Many  otherwise  healthy  young  men  now  seek 
medical  advice  because  of  an  infertile  marriage. 
If  the  physician  will  take  a careful  pertinent  his- 
tory, do  a complete  physical  examination  and 
perform  some  relatively  simple  tests,  he  can  iden- 
tify those  men  with  fertility  problems.  Further- 
more, we  may  then  educate  and  counsel  our 
patients  realistically  concerning  their  problems 
and  prognosis.  When  appropriate,  therapy  that 


can  improve  semen  quality  and  improve  the  cou- 
ple’s chance  of  conception  can  also  be  instituted. 
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CLEAN  INTERMITTENT  CATHETERIZATION  — 
AN  UPDATE 


JOHN  C.  RAWL,  M.D.* 

In  this  era  of  increasingly  complex  and  costly 
medical  advances,  it  is  unusual  to  find  a new 
therapeutic  procedure  which  is  effective,  simple, 
and  inexpensive.  For  the  past  ten  years  the  tech- 
nique of  clean  intermittent  self-catheterization 
(I.C.)  has  gained  widespread  acceptance  as  the 
treatment  of  choice  for  a variety  of  bladder  dys- 
functions. This  article  is  an  effort  to  outline  the 
background,  method,  and  results  of  this  easily 
learned  procedure  which  has  revolutionized  cer- 
tain areas  of  urologic  management. 

In  1972  at  the  University  of  Michigan,  Lapides 
et  al.  reported  their  results  of  long-term  clean  I.C. 
in  a variety  of  voiding  dysfunctions.1  Sterile  I.C. 
had  previously  been  shown  to  be  effective  in 
treating  urinary  retention,  but  because  of  its  im- 
practical and  expensive  nature,  it  never  gained 
widespread  acceptance.  Lapides  and  associates 
felt  that  symptomatic  urinary  tract  infections  re- 
sulted more  from  a decrease  in  host  resistance 
than  from  introduction  of  bacteria.  Host  re- 
sistance is  decreased  in  the  bladder  by  ischemia 
caused  by  overdistention  (chronic  incomplete 
emptying)  and  damage  to  structural  integrity 
(chronic  indwelling  catheter).  In  1970  the  Michi- 
gan group  instituted  a regular  program  of  self  I.C. 
and  several  long-term  followup  studies  involving 
over  200  patients  have  been  published.1'3  The 
extremely  successful  results  will  be  discussed  later. 
During  the  mid  1970’s  it  was  becoming  obvious  to 
urologists  that  supravesical  diversion  by  means  of 
isolated  ileal  conduit  resulted  in  unacceptable  re- 
nal deterioration.4  Therefore,  urologists  were 
searching  for  alternative  ways  of  dealing  with  the 
chronic  incompletely  emptying  bladder  in  chil- 
dren and  adults.  Intermittent  catheterization  was 
initially  used  in  conditions  which  were  irrevers- 
ible such  as  myelodysplasia  and  permanent  spinal 
cord  injuries;  but  now  it  has  become  accepted  in 
less  severe  forms  of  voiding  dysfunction. 

Numerous  articles  have  been  written  which 
support  the  effectiveness  of  this  technique  at  all 
ages.  In  the  pediatric  population  there  is  a particu- 
lar need  to  establish  a safe,  simple,  reversible  and 
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socially  acceptable  method  of  managing  neu- 
rologic disease  of  the  lower  urinary  tract.  Clean 
I.C.  certainly  meets  these  criteria.  Children  as 
young  as  one  week  of  age  have  been  started  on  this 
regimen  with  excellent  results.5  Studies  with  up  to 
seven  years  followup  have  shown  rates  of  sterile 
urine  of  up  to  60%  and  symptomatic  infection 
rates  of  less  than  20%. 3-  5-7  Renal  deterioration  is 
another  parameter  which  must  be  evaluated 
closely  when  considering  treatment  modalities. 
With  I.C.,  this  occurs  in  1-10%  of  patients.3,  6 On 
the  other  hand,  long  term  (15-20  year)  followup  of 
ileal  conduits  have  shown  deterioration  in  60-77% 
of  patients.4  Of  course,  newer  techniques  of  diver- 
sion using  shorter  ileal  segments  or  anti-refluxing 
colon  conduits  may  improve  these  statistics. 

The  perfect  candidate  for  clean  I.C.  is  the  pa- 
tient who  is  able  to  retain  enough  urine  in  the 
bladder  to  remain  dry  for  three  to  four  hours,  yet 
is  unable  to  empty  the  bladder  safely  or  efficiently 
by  manual  suprapubic  compression  or  straining. 
There  are  rare  situations  when  this  method  is  not 
applicable: 

(1)  When  the  patient  is  orthopedically  or  neu- 
rologically  incapable  of  holding  the  cathe- 
ter or  exposing  the  urethral  meatus  and 
there  is  no  responsible  person  available  to 
help. 

(2)  When  structural  abnormalities  in  the 
urethra  prevent  catheterization  (e.g.  stric- 
tures in  males.). 

(3)  When  a small  capacity,  hypertonic  bladder 
cannot  be  controlled  pharmacologically. 

As  one  might  expect,  a frequent  problem  in 
instituting  I.C.  has  been  the  psychological  accep- 
tance by  the  patient  (and  his  physician).  This  is 
particularly  the  case  when  dealing  with  a reten- 
tion problem  which  is  acutely  discovered  and  is 
potentially  of  short  duration.  However,  after  re- 
ceiving the  supportive  data  and  overcoming  the 
initial  reluctance,  the  patient  usually  is  able  to 
learn  the  technique  easily  in  one  lesson  and  is 
usually  enthusiastic  about  freedom  from  an  exter- 
nal appliance  and  its  associated  odors. 
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Clean  intermittent  self-catheterization  is  not 
only  recommended  in  the  treatment  of  perma- 
nent cases  of  urinary  retention  such  as  men- 
ingomyelocele and  spinal  cord  trauma;  but  also  in 
prolonged  postoperative  retention,  multiple  scle- 
rosis, diabetic  neurogenic  bladder,  psychogenic 
retention,  and  bladder  outlet  obstruction  in  non- 
operative patients.  Frequently  I.C.  can  be  discon- 
tinued after  appropriate  voiding  resumes  follow- 
ing pharmacologic  or  operative  treatment.  For 
psychogenic  retention,  self-catheterization  elimi- 
nates one  of  the  patient’s  major  attention-getting 
maneuvers. 

The  technique  of  self-catheterization  is  usually 
taught  by  the  nursing  personnel  in  our  office  and 
at  the  hospitals.  Interestingly,  it  seems  to  take  a 
hospitalized  patient  longer  to  master  the  pro- 
cedure than  an  outpatient,  even  when  there  are  no 
physical  differences.  In  small  children  or  handi- 
capped adults,  relatives  are  instructed.  Relow  is  a 
copy  of  part  of  the  form  given  to  our  patients  at 
the  initial  session. 

Materials  Needed: 

1.  A #14  or  #16  French  clear  plastic  or  red 
rubber  catheter. 

2.  Water  soluble  lubricant. 

3.  A small  hand  mirror  for  female  patients. 

4.  A container  calibrated  for  measuring  re- 
siduals at  first. 

Technique: 

1.  The  hands,  urethral  meatus,  and  catheter 
should  be  washed  with  soap  and  water. 

2.  The  females  should  be  in  the  frog  leg  posi- 
tion and  should  use  the  hand  mirror  to  iden- 
tify the  meatus.  A male  patient  can  either  be 
seated  or  standing. 

3.  The  female  patient  should  use  one  hand  for 
spreading  the  labia  and  the  other  for  insert- 
ing the  lubricated  catheter  until  a free  flow 
of  urine  is  obtained.  Males  should  be  sure  to 
use  a well-lubricated  catheter. 

4.  The  bladder  should  be  completely  drained 
and  the  catheter  should  be  withdrawn  very 
slowly  so  that  all  the  urine  is  removed. 

5.  Initially  the  catheterization  should  be  per- 
formed immediately  after  attempts  to  void 
and  the  amount  obtained  should  be  recorded 


on  a chart  which  lists  the  time  and  amount 
obtained. 

6.  Strict  adherence  to  a definite  schedule 
should  be  maintained.  The  patient  should 
catheterize  himself  at  least  five  times  a day 
evenly  distributed  throughout  the  waking 
period.  The  catheter  should  be  carried  with 
the  patient  at  all  times  so  that  the  catheter- 
ization can  be  performed  at  any  available 
restroom  and  not  be  delayed  until  the  pa- 
tient returns  home. 

7.  Until  further  instructed  the  patient  should 
bring  the  chart  of  times  and  residuals  to  the 
office  on  return  visits. 

8.  The  catheter  may  be  kept  sterile  by  soaking 
in  one  quart  of  boiled  water  to  which  1 
tablespoon  of  clorox  as  been  added.  This 
solution  should  be  washed  off  the  catheter 
prior  to  catheterization.  The  solution  should 
be  changed  as  often  as  necessary  (1-3  days). 

The  treatment,  equipment,  and  schedule  are 
modified  to  fit  the  patient.  In  male  children, 
catheters  of  eight  to  twelve  French  are  used.  In 
females,  a rigid  glass  or  metal  catheter  may  be 
substituted.  The  frequency  of  catheterization  de- 
pends on  the  patient’s  output.  Emphasis  is  placed 
on  completely  emptying  the  bladder  at  regular 
intervals,  spaced  so  as  to  prevent  overdistention. 
For  example,  no  greater  than  400-500  cc.  should 
be  obtained  in  adults.  The  catheter  can  be  trans- 
ported in  a plastic  bag  and  used  in  any  bathroom 
facility.  My  patients  are  usually  kept  on  a low  dose 
suppressive  antibiotic,  i.e.,  Nitrofurantoin  mac- 
rocrystals 50  mg.  or  Trimethoprim-Sulfamethox- 
azole one-half  to  one  tablet  a day. 

The  vast  majority  of  patients  and  their  families 
readily  accept  this  treatment  regimen.  In  good 
followup  studies  there  is  no  question  that  it  has 
resulted  in  preservation  of  renal  function,  preven- 
tion of  significant  urinary  tract  infection,  and 
maintenance  of  social  urinary  continence.  In  the 
urologic  field  this  certainly  has  been  one  of  the 
most  important  and  cost-effective  developments 
in  the  past  decade.  It  has  shortened  or  eliminated 
hospitalizations  for  the  treatment  of  urinary  re- 
tention and  has  drastically  reduced  the  need  for 
urinary  diversion  for  neurogenic  bladder  disease. 

□ 
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LETTER  TO  THE  EDITOR 


To  The  Editor: 

Dr.  James  L.  Suggs’  “Letter  to  the  Editor”,1  in 
the  August  issue  of  The  Journal  of  the  South 
Carolina  Medical  Association , regarding  weight 
training  programs  is  particularly  welcomed  by 
those  interested  in  the  medical  aspects  of  sports. 
An  appeal  is  made  for  the  support  of  all  South 
Carolina  physicians,  pointing  out  the  potentials 
such  programs  have  for  reducing  musculoskeletal 
injuries  as  well  as  making  better  athletes. 

While  most  of  us  share  the  feeling  that  weight 
programs  probably  are  of  benefit  in  preventing  or 
mitigating  injuries,  in  all  candor  we  must  admit 
that  such  personal  observations  and  impressions 
may  be  awfully  misleading,  if  not  downright 
erroneous. 

It  is  for  this  reason  that  the  studies  such  as  those 
of  Mr.  Dan  Lackland2  are  so  particularly  impor- 
tant and  deserving  of  the  support  of  all  physicians 
charged  with  medial  responsibilities  for  teams. 
Dr.  Edward  Kimbrough’s  excellent  editorial3 
makes  a strong  plea  for  support  of  basic  research 
programs  of  like  type.  The  Committee  on  Medical 
Aspects  of  Sports  of  the  South  Carolina  Medical 


Association  urges  all  team  physicians  to  contact 
their  local  school  district  leaders  and  urge  them  to 
encourage  their  coaches  and  trainers  to  join  in  the 
cooperative  effort. 

By  calling  Mr.  Lackland  (803)  758-0338,  your 
high  school  may  join  with  others  in  the  statewide 
computerized  study.  Armed  with  the  results  of 
this  study  and  other  similar  efforts,  it  will  be 
possible  to  make  valid  recommendations  regard- 
ing rule  changes  and  programs  to  enhance  the 
safety  of  our  children.  □ 

Roland  Knight,  M.D.,  Chairman, 

SCMA  Medical  Aspects  of  Sports  Committee, 
710  Grove  Road, 

Greenville,  S.  C.  29605. 
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The  following  guest  editorial,  supplementing  the  Urology  Symposium  issue,  represents  the  reflec- 
tions of  nearly  a half  century  of  practice  by  one  of  the  elder  statesmen  of  this  subspecialty  in  South 
Carolina 

— CBS 


UROLOGY  THEN  (1936)  AND  NOW  (1982) 


Looking  back,  it  is  difficult  to  comprehend  the 
magnitude  of  the  vast  changes  that  have  affected 
the  practice  of  urology  since  I arrived  in  Colum- 
bia, South  Carolina  on  July  1,  1936. 

In  Columbia,  as  elsewhere,  much  urological 
surgery  at  that  time  was  performed  by  general 
surgeons.  General  surgeons  carried  out  simple 
nephrectomies,  nephrolithotomies,  pyelolithoto- 
mies  and  ureterolithotomies.  This  was  the  case 
even  when  the  urologist  had  performed  the  diag- 
nostic procedures  such  as  cystoscopy  and  retro- 
grade pyelography.  The  only  urological  surgery 
which  was  not  carried  out  by  general  surgeons 
consisted  of  suprapubic  and  perineal  prostatec- 
tomies and  transurethral  resection  of  the  prostate. 

In  the  late  1920’s,  a revolution  occurred  in  the 
treatment  of  bladder  outlet  obstruction.  Dr.  T.  M. 
Davis  of  Greenville,  S.  C.  played  a major  role.  Dr. 
Davis  developed  the  resectoscope  and  the  Davis- 
Bovie  unit,  and  perfected  a cutting  and  coagulat- 
ing electrical  current  for  the  transurethral  piece- 
meal removal  of  obstructing  prostatic  tissue. 

The  enthusiasm  for  transurethral  resection  of 
the  prostate  among  many  urologists  was  so  great 
that  the  method  was  used  irrespective  of  the  size 
of  the  prostate.  Heated  debate  resulted.  Some 
over-zealous  urologists  considered  a method  of 
transurethral  resection  of  the  prostate  to  be  so 
simple  that  they  performed  it  as  an  office  pro- 
cedure — sometimes  to  their  later  regret. 

When  I arrived  in  Columbia,  only  two  drugs 
that  could  be  taken  orally  for  urinary  tract  infec- 
tion were  in  use:  Urotropen  and  Mandelamine.  If 
these  agents  were  ineffective  — as  was  often  the 
case  — it  was  just  “too  bad”.  In  instances  in  which 
infection  was  confined  to  the  bladder  or  urethra, 
instillations  of  Argyrol  or  Protargol  solutions  or 
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irrigations  with  a solution  of  potassium  permanga- 
nate were  sometimes  effective.  Urine  cultures 
were  not  carried  out  routinely,  and,  of  course, 
susceptibility  testing  for  different  drugs  was  un- 
heard of. 

During  my  early  practice,  much  of  the  urolo- 
gist’s experience  concerned  treatment  of  venereal 
diseases.  Even  in  this  field,  he  faced  competition 
in  the  treatment  of  early  syphylis  from  dermatolo- 
gists and  from  the  few  physicians  who  limited 
their  practice  to  the  treatment  of  venereal 
diseases. 

The  first  sulfa  drug,  sufamilamide,  appeared 
on  the  market  during  the  late  1930’s  and  provided 
a tremendous  boon  to  the  therapy  of  urinary  tract 
infections  and  gonorrhea.  Unfortunately,  we  soon 
learned  that  organisms  became  resistant.  In  the 
early  days  of  the  sulfa  drugs  — especially  with 
sulfathinzole  — urologists  were  called  upon  to 
unblock  a urethra.  In  one  instance,  I recall  a three 
or  four-year-old  boy  whose  entire  anterior  urethra 
was  obstructed  with  sulfa  crystals.  I also  recall  a 
five-year-old  girl  with  urinary  retention  due  to 
obstruction  of  the  lower  third  of  both  ureters  with 
sulfa  crystals. 

Small  wonder,  then,  that  the  introduction  of 
penicillin  appeared  to  be  a miracle.  In  1943, 1 was 
serving  at  the  Fort  Jackson  Hospital.  At  that  time, 
we  had  40  or  50  cases  of  sulfa-resistant  gonorrhea. 
The  Urological  Service  received  the  first  ship- 
ment of  penicillin  sent  to  the  hospital,  which  was 
designated  for  these  cases.  We  received  a total  of 
three  million  units  of  penicillin,  with  instructions 
that  each  patient  was  to  receive  80,000  units  intra- 
muscularly every  eight  hours.  I recount  this  epi- 
sode to  illustrate  how  times  have  changed.  Today, 
it  is  not  unusual  to  give  three  million  units  of 
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penicillin  as  a single  dose  in  some  instances. 

The  practice  of  urology  in  1982  bears  little 
resemblance  to  that  practice  in  1936.  One  merely 
needs  to  contemplate  the  following: 

(1)  Urine  cultures  are  now  carried  out  rou- 
tinely. Microorganisms  are  isolated  now 
which  we  had  not  even  heard  of  back  in 
1936. 

(2)  We  are  able  to  analyze  urinary  stones 
chemically,  and  to  prevent  recurrent  stone 
formation  in  certain  patients  with  drugs 
and  diet. 

(3)  Most  of  the  laboratory  and  radiographic 
techniques  for  diagnosing  urinary  tract  dis- 
orders are  entirely  new  since  1936. 

(4)  Nearly  all  surgical  techniques  have  been 
modified  or  improved.  Many  new  pro- 
cedures have  been  introduced.  To  name  a 
few:  radical  nephrectomy  with  regional 
lymph  node  dissection,  radical  prostatec- 
tomy with  pelvic  lymph  node  dissection, 
complete  cystectomy  with  transplantation 
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of  ureters  to  an  ileal  loop,  reimplantation  of 
ureters  in  the  bladder  to  correct  vesic- 
oureteral reflux  and  the  penile  prothesis  to 
correct  impotency. 

Finally,  many  fine  uroglogy  residency  pro- 
grams have  developed  throughout  the  country.  In 
1936,  a residency  program  usually  consisted  of 
only  one  to  two  years,  and  in  many  places  training 
was  of  poor  quality.  Today’s  trainee  enjoys  a 
residency  of  four  to  six  years. 

Looking  back  to  when  I began  the  practice  of 
urology  in  1936,  all  that  I can  say  is,  “we  have 
come  a long  way ”. 

— William  T.  Barron,  M.D. 
1333  Taylor  Street 
Columbia,  S.  C.  29201 


Guest  editorials  reflect  the  opinions  of  the  authors  and  do 
not  necessarily  represent  the  opinions  of  the  Editorial  Board 
and  the  South  Carolina  Medical  Association. 
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SHOW  THEM  THE  WAY  TO  GO  HOME 
SOCIAL  DRINKING  AND  ANTISOCIAL  DRIVING 

One  of  the  important  parts  of  the  South  Carolina  Medical  Association  Auxiliary’s  Health 
Projects  area  is  Alcohol  and  Drug  Abuse.  Through  the  years,  county  Auxiliaries  over  the  state 
have  had  many  worthwhile  educational  programs  for  their  communities. 

With  this  thought  in  mind,  and  with  the  time  of  Christmas  cocktail  parties  upon  us,  it  seems 
that  a review  of  some  of  the  newer  statistics  offered  by  the  State  Alcohol  and  Drug  Abuse 
Commission  might  be  of  interest. 

Blood  alcohol  concentration  (BAC)  is  a measure  of  the  percentage  of  alcohol  in  the  blood, 
proportional  to  the  amount  of  alcohol  consumed  in  relation  to  one’s  body  weight.  In  46  states,  a 
BAC  of  0. 10  percent  is  legal  evidence  of  intoxication.  A large  number  of  states  however,  consider 
a person  with  0.08  percent  BAC  to  be  “physically  impaired.’’ 

Driving  skills  diminish  in  proportion  to  the  amount  of  unoxidized  alcohol  in  the  body. 
Authorities  agree  that  driving  skills  are  affected  in  most  people  at  a level  of  0.06  percent  BAC. 
Above  this  percentage  there  is  a gradual  diminution  of  one’s  ability  to  observe  direction  changes, 
to  maintain  an  accurate  sense  of  speed  changes,  and  to  react  normally  when  braking.  One  study 
compared  the  effect  of  alcohol  on  a 190-pound  man  and  a 120-pound  woman:  the  man’s  driving 
skills  were  impaired  after  three  12-ounce  cans  of  beer  (equivalent  to  three  ounces  of  hard  liquor), 
while  less  than  two  beers  brought  marked  deterioration  to  the  woman’s  driving  performance. 

Once  alcohol  is  absorbed  into  the  bloodstream,  all  one  can  do  is  wait  for  the  intoxicant  to  be 
oxidized  by  the  body.  A good  rule  of  thumb  is  that  one’s  body  is  able  to  oxidize  the  alcohol  in  one 
drink  in  about  one  hour.  In  other  words,  0.02  percent  decrease  in  BAC  per  hour  may  be  used  to 
describe  one’s  rate  of  oxidation.  For  example,  should  a 150-pound  person  drink  four  highballs 
(each  containing  a one-oz.  shot  of  80  proof  whiskey  per  hour  for  two  hours  at  a cocktail  party,  at 
the  end  of  the  second  hour,  BAC  would  be  about  0.12  percent.  After  drinking  stopped,  it  would 
take  about  another  three  and  one-half  hours  for  the  BAC  to  drop  to  the  0.05  percent  level  which  is 
generally  considered  not  to  impair  driving  skills. 

Anyone  who  decides  it  is  necessary  to  mix  drinking  and  driving  should  consider  the  following 
guidelines:  (1)  Eat  before  and  at  east  nibble  while  drinking,  as  food  reduces  the  rate  of  absorption 
into  the  bloodstream.  (2)  Nurse  drinks  so  that  less  unoxidized  alcohol  is  present  in  the  system  at 
once.  (3)  Know  the  quantity  (percentage  and  volume)  of  pure  alcohol  in  different  drinks  so  that  it 
is  possible  to  judge  just  how  much  alcohol  is  consumed.  (4)  Know  one’s  limit  and  stick  to  it. 

At  all  costs,  an  intoxicated  person  should  be  kept  from  driving.  If  he  or  she  insists  on  driving, 
car  keys  should  be  calmly  and  firmly  taken  away. 

Many  people  who  are  intoxicated  are  aware  of  their  condition  and  will  go  along  with  someone 
else’s  suggestion  if  they  do  not  feel  threatened  or  degraded.  Since  even  a small  amount  of  alcohol 
can  alter  the  ability  to  drive  safely,  if  there  is  any  doubt  at  all,  use  the  appropriate  precautions 
above. 
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